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2010 – directions issued 

24/11/2020 19 

2.  Statement - [2021] FWC 1485 Application to vary Aged Care Award 

2010 – request to vary directions 

received 

18/03/2021 21 

3.  Statement - [2021] FWC 3249 Joinder of Applications to vary Aged 

Care Award 2010, Nurses Award 

2010 and Social, Community, Home 

Care and Disability Services Industry 

Award 2010 

07/06/2021 24 

4.  Statement – [2021] FWCFB 3726 Joinder of Applications – directions 

issued 

01/07/2021 28 

5.  Statement - [2021] FWCFB 4667 Joinder of Applications – directions 

amended 

02/08/2021 34 

6.  Statement - [2022] FWCFB 29 Joinder of Applications - mention 11/03/2022 36 
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hearing of matter 

06/04/2022 38 
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9.  Notice of Listing – mention for 23 November 2020 13/11/2020 61 

10.  Amended Notice of Listing – mention for 18 December 2020 09/12/2020 62 

11.  Directions 18/12/2020 63 

12.  Notice of Listing – mention for 23 August 2021 12/01/2021 64 

13.  Notice of Listing – 26 March 2021 18/03/2021 65 

14.  Amended Notice of Listing – 26 March 2021 25/03/2021 66 



 

 

15.  Notice of Listing – conference on 24 June 2021 07/06/2021 67 

16.  Revised Notice of Listing – mention for 19 April 2022 02/07/2021 68 

17.  Amended Directions – 17 December 2020 18/11/2021 69 

18.  Amended Directions – 4 March and April 2022 04/01/2022 71 

19.  Revised Notice of Listing – mention for 22 April 2022 02/02/2022 73 

20.  Notice of Listing – 26 April to 11 May 2022 01/04/2022 74 

 

C. CORRESPONDENCE 
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21.  Reply from FWC regarding Form F1 application 

for service 

Fair Work Commission 20/11/2020 75 

22.  FWC’s update to interested parties Fair Work Commission 20/11/2020 81 

23.  ANMF’s correspondence and reply from FWC Australian Nursing & 

Midwifery Federation 

15/12/2020 82 

24.  FWC‘s provisional hearing dates Fair Work Commission 13/01/2021 84 

25.  ANMF’s correspondence – further application 

and timetable 

Australian Nursing & 

Midwifery Federation 

16/03/2021 85 

26.  ANMF’s correspondence – variation to directions  Australian Nursing & 

Midwifery Federation 

24/03/2021 100 

27.  UWU’s correspondence – further application and 

timetable 

United Workers Union 24/03/2021 103 

28.  AGS’s correspondence – Royal Commission 

Report 

Australian Government 

Solicitor 

25/03/2021 106 

29.  HSU’s correspondence – timetable Health Services Union 26/03/2021 107 

30.  FWC’s correspondence – ANMF application to 

vary Nurses and Aged Care Awards 

Fair Work Commission 24/05/2021 109 

31.  UWU’s correspondence – application  United Workers Union 01/06/2021 110 

32.  ANMF’s correspondence – request for 

information 

Australian Nursing & 

Midwifery Federation 

22/06/2021 111 

33.  HSU’s correspondence – request for information Health Services Union 22/06/2021 120 

34.  AGS’s correspondence to FWC – request for 

information 

Australian Government 

Solicitor 

16/07/2021 129 

35.  AGS’s response to HSU request for information Australian Government 

Solicitor 

23/07/2021 134 

36.  ANMF’s correspondence – variation of directions Australian Nursing & 

Midwifery Federation 

30/07/2021 140 

37.  AGS’s response to HSU requested information Australian Government 

Solicitor 

31/08/2021 141 

38.  State of Victoria’s correspondence – intent to 

make submission 

State of Victoria - Department 

of Health 

11/09/2021 158 



 

 

39.  HSU’s correspondence to AGS Health Services Union 15/09/2021 160 

40.  AGS’s response to HSU’s request for 

information 

Australian Government 

Solicitor 

24/09/2021 165 

41.  HSU’s correspondence and reply from FWC – 

extension of time 

Health Services Union 06/10/2021 170 

42.  HSU’s correspondence and reply from FWC – 

extension of time 

Health Services Union 07/10/2021 173 

43.  ANMF – Application for directions on procedure 

– extension of time request  

Australian Nursing & 

Midwifery Federation 

12/11/2021 177 

44.  Subscriber correspondence – Application for 

directions on procedure – deadline for parties 

Fair Work Commission 15/11/2021 189 

45.  ACSA, LASA and ABI correspondence to FWC – 

extension of time 

Aged & Community Services 

Australia 

Leading Age Services 

Australia 

Australian Business Industrial 

22/12/2021 190 

46.  ANMF’s correspondence – extension of time Australian Nursing & 

Midwifery Federation 

23/12/2021 191 

47.  HSU’s correspondence – extension of time Health Services Union 23/12/2021 193 

48.  UWU’s correspondence – extension of time United Workers Union 23/12/2021 194 

49.  FWC’s correspondence in reply – extension of 

time 

Fair Work Commission 24/12/2021 195 

50.  FWC’s directions correspondence Fair Work Commission 04/01/2022 200 

51.  State of Victoria’s correspondence – 

submissions  

State of Victoria - Department 

of Health 

04/03/2022 202 

52.  HSU’s correspondence – hearing plan Health Services Union 05/04/2022 203 

53.  ANMF’s correspondence – submissions by State 

of Victoria 

Australian Nursing & 

Midwifery Federation 

12/04/2022 204 

54.  UWU’s correspondence – submissions by State 

of Victoria 

United Worker’s Union 13/04/2022 205 

55.  HSU’s correspondence – submissions by State 

of Victoria 

Health Services Union 13/04/2022 209 

56.  ANMF’s correspondence – digital hearing book Australian Nursing & 

Midwifery Federation 

13/04/2022 212 

57.  HSU’s correspondence – digital hearing book Health Services Union 19/04/2022 214 

58.  ANMF, HSU and UWU’s correspondence – 

proposed site visit schedule 

Australian Nursing & 

Midwifery Federation 

Health Services Union  

United Worker’s Union 

21/04/2022 215 

59.  ANMF, HSU and UWU’s correspondence – 

hearing plan 

Australian Nursing & 

Midwifery Federation 

Health Services Union 

21/04/2022 221 



 

 

United Worker’s Union 

60.  ABI, ACSA and LASA’s correspondence – 

objections to evidence 

Australian Business Industrial 

Aged & Community Services 

Australia 

Leading Age Services 

Australia 

21/04/2022 225 

61.  UWU’s correspondence – hearing plan and 

objections to evidence 

United Workers Union 21/04/2022 226 

62.  HSU’s correspondence – hearing plan and 

objections to evidence 

Health Services Union 22/04/2022 227 

63.  HSU’s correspondence – proposed single 

member lay witness process 

Health Services Union 22/04/2022 229 

64.  ANMF’s correspondence – support of HSU’s 

position 

Australian Nursing & 

Midwifery Federation 

 

22/04/2022 230 

65.  ANMF's correspondence – appearing at hearing 

through Microsoft Teams 

Australian Nursing & 

Midwifery Federation 

 

22/04/2022 232 

66.  HSU’s correspondence – attaching 

Supplementary Report of Dr K Eagar 

Health Services Union 22/04/2022 235 

 

D. SUBMISSIONS 
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67.  HSU’s Application Form F45 – Aged Care 

Award 2010 

Health Services Union 12/11/2020 237 

68.  HSU’s Amended application Form F46 – Aged 

Care Award 2010 

Health Services Union 17/11/2020 257 

69.  HSU’s outline of evidence and draft orders Health Services Union 14/12/2020 277 

70.  ANMF’s proposed variation to directions Australian Nursing & 

Midwifery Federation 

24/03/2021 287 

71.  UWU’s outline of submissions United Workers Union 01/04/2021 290 

72.  ANMF’s submission Australian Nursing & 

Midwifery Federation 

01/04/2021 343 

73.  HSU’s submission Health Services Union 01/04/2021 357 

74.  ANMF’s Application Form F46 – Aged Card 

Award 2010 and Nurses Award 2010 

Australian Nursing & 

Midwifery Federation 

18/05/2021 359 

75.  HSU’s Application Form F46 – Social, 

Community, Home Care and Disability Services 

Industry Award 2010 

Health Services Union 01/06/2021 383 

76.  ANMF’s proposed directions Australian Nursing & 

Midwifery Federation 

22/06/2021 397 

77.  HSU’s proposed directions Health Services Union 22/06/2021 406 



 

 

78.  AGS’s submission Australian Government 

Solicitor 

16/07/2021 415 

79.  AGS’s submission – information and data Australian Government 

Solicitor 

23/07/2021 420 

80.  AGS’s submission – information and date 

spreadsheet 

Australian Government 

Solicitor 

23/07/2021 426 

81.  Tandara Lodge Community Care submission – 

P Crantock 

Tandara Lodge Community 

Care  

27/08/2021 437 

82.  AGS’s submission Australian Government 

Solicitor 

31/08/2021 441 

83.  HSU’s submission – information and data Health Services Union 15/09/2021 458 

84.  AGS’s submission Australian Government 

Solicitor 

24/09/2021 463 

85.  ANMF’s submission - Report by Associate 

Professor Meg Smith and Dr Michael Lyons 

Australian Nursing & 

Midwifery Federation 

26/10/2021 468 

86.  ANMF’s submission Australian Nursing & 

Midwifery Federation 

29/10/2021 569 

87.  UWU’s submission United Workers Union 29/10/2021 575 

88.  HSU’s submission Health Services Union 29/10/2021 576 

89.  Aged Care Stakeholder’s submission Aged Care Stakeholder 17/12/2021 578 

90.  Livio Feliciani’s submission  15/02/2022 584 

91.  BaptistCare’s submission BaptistCare 03/03/2022 586 

92.  Chamber of Commerce and Industry WA’s 

submission 

Chamber of Commerce and 

Industry WA 

04/03/2022 591 

93.  IRT’s submission IRT 04/03/2022 829 

94.  Uniting Care Australia’s submission Uniting Care Australia 04/03/2022 832 

95.  ACSA, LASA and ABI submissions Aged & Community Services 

Australia 

Leading Age Services 

Australia 

Australian Business 

Industrial 

04/03/2022 835 

96.  Uniting NSW.ACT’s submission Uniting NSW.ACT 04/03/2022 2833 

97.  Evergreen Life Care’s submission Evergreen Life Care 07/03/2022 2841 

98.  Queensland Government’s submission Queensland Government 11/04/2022 2843 

99.  State of Victoria’s submission State of Victoria 11/04/2022 2845 

100.  UWU’s submission in reply  United Worker’s Union 21/04/2022 2859 

101.  ANMF’s submission in reply Australian Nursing & 

Midwifery Federation 

21/04/2022 2876 

102.  HSU’s submission in reply Health Services Union 21/04/2022 2916 
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103.  Transcript of mention on 23 November 2020 23/11/2020 2917 

104.  Transcript of mention on 18 December 2020 18/12/2020 2925 

105.  Transcript of directions hearing on 26 March 2021 26/03/2021 2932 

106.  Transcript of conference on 24 June 2021 24/06/2021 2944 

107.  Transcript of conference on 13 April 2022 13/04/2022 2963 

108.  Transcript of mention on 22 April 2022 22/04/2022 2973 

 

F. WITNESS STATEMENTS 

1.  Expert Witnesses 
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109.  HSU’s expert witness statement – Dr S Charlesworth Health Services Union 31/03/2021 2984 

110.  HSU’s supplementary witness statement – Dr S 

Charlesworth 

Health Services Union 22/10/2021 3055 

111.  HSU’s expert witness statement – Dr G Meagher Health Services Union 31/03/2021 3112 

112.  HSU’s supplementary witness statement – Dr G 

Meagher 

Health Services Union 27/10/2021 3264 

113.  HSU’s expert witness statement –Dr K Eagar Health Services Union 29/03/2021 3274 

114.  HSU’s reply witness statement – Dr K Eagar Health Services Union 20/04/2022 3365 

115.  HSU’s supplementary witness statement – Dr K Eagar Health Services Union 21/04/2022 3367 

116.  ANMF’s submission - Report by Associate Professor 

Meg Smith and Dr Michael Lyons 

Australian Nursing & 

Midwifery Federation 

26/10/2021 3372 

117.  ANMF’s submission– Report by Associate Professor 

Anne Junor 

Australian Nursing & 

Midwifery Federation 

28/10/2021 3473 

118.  HSU’s expert witness statement – S Kurrle Health Services Union 25/04/2021 3743 

2. HSU Union Officials 

119.  HSU’s witness statement – L Svendsen  Health Services Union 28/03/2021 3807 

120.  HSU’s witness statement – G Hayes Health Services Union 31/03/2021 7049 

121.  HSU’s witness statement – L Hutchins  Health Services Union 01/04/2021 7294 

122.  HSU’s reply witness statement – L Hutchins Health Services Union 22/04/2022 7399 

123.  HSU’s witness statement – D Eden Health Services Union 12/10/2021 7549 

124.  HSU’s witness statement – C Friend Health Services Union 01/04/2021 7591 

125.  HSU supplementary witness statement – C Friend Health Services Union 29/10/2021 7620 

126.  HSU’s witness statement – L Twyford Health Services Union 01/04/2021 7653 

127.  HSU’s reply witness statement – L Twyford Health Services Union 20/04/2022 7676 



 

 

128.  HSU’s witness statement – M Jennings Health Services Union 26/03/2021 7688 

129.  HSU’s reply witness statement – M Jennings Health Services Union 15/04/2022 7712 

130.  HSU’s witness statement – J Eddington Health Services Union 05/10/2021 7717 

3. ANMF Union Officials 

131.  ANMF’s witness statement – A Butler Australian Nursing & 

Midwifery Federation 

29/10/2021 7750 

132.  ANMF’s witness statement – K Wischer #1 Australian Nursing & 

Midwifery Federation 

14/09/2021 7835 

133.  ANMF’s witness statement – K Wischer #2 Australian Nursing & 

Midwifery Federation 

29/10/2021 9159 

134.  ANMF’s witness statement – K Chrisfield Australian Nursing & 

Midwifery Federation 

29/10/2021 9246 

135.  ANMF’s witness statement – K Crank Australian Nursing & 

Midwifery Federation 

29/10/2021 9260 

136.  ANMF’s witness statement – P Gilbert Australian Nursing & 

Midwifery Federation 

29/10/2021 9282 

137.  ANMF’s witness statement – R Bonner Australian Nursing & 

Midwifery Federation 

29/10/2021 9304 

4. UWU Union Officials 

138.  UWU’s witness statement – M Coad United Workers Union 07/10/2021 9634 

5. HSU Lay Witnesses 

139.  HSU’s witness statement – V Ellis Health Services Union 28/03/2021 10004 

140.  HSU’s reply witness statement – V Ellis Health Services Union 20/04/2022 10039 

141.  HSU’s witness statement –T Roberts Health Services Union 23/03/2021 10051 

142.  HSU’s reply witness statement – T Roberts Health Services Union 31/03/2022 10067 

143.  HSU’s witness statement – S Barnes Health Services Union 28/03/2021 10068 

144.  HSU’s reply witness statement – S Barnes Health Services Union 07/04/2022 10126 

145.  HSU’s witness statement – S Ghimire Health Services Union 29/03/2021 10127 

146.  HSU’s reply witness statement – S Ghimire Health Services Union 20/04/2022 10134 

147.  HSU’s witness statement – H Platt Health Services Union 29/03/2021 10139 

148.  HSU’s witness statement – C Glass Health Services Union 29/03/2021 10148 

149.  HSU’s reply witness statement – C Glass Health Services Union 12/04/2022 10158 

150.  HSU’s witness statement – C Austen Health Services Union 29/03/2021 10168 

151.  HSU’s reply witness statement – C Austen Health Services Union 20/04/2022 10177 

152.  HSU’s witness statement – S O’Donnell Health Services Union 25/03/2021 10181 

153.  HSU’s reply witness statement – S O’Donnell Health Services Union 13/04/2022 10191 

154.  HSU’s witness statement – A Curry Health Services Union 30/03/2021 10199 

155.  HSU’s reply witness statement – A Curry Health Services Union 20/04/2022 10216 



 

 

156.  HSU’s witness statement – A Schmidt Health Services Union 30/03/2021 10239 

157.  HSU’s reply witness statement – A Schmidt Health Services Union 20/04/2022 10359 

158.  HSU’s witness statement – P Little Health Services Union 30/03/2021 10365 

159.  HSU’s reply witness statement – P Little Health Services Union 19/04/2022 10383 

160.  HSU’s witness statement – R Sodermans Health Services Union 01/04//2021 10395 

161.  HSU’s witness statement – Donna Kelly Health Services Union 31/03/2021 10406 

162.  HSU’s reply witness statement – Donna Kelly Health Services Union 21/04/2022 10416 

163.  HSU’s witness statement – Deborah Kelly Health Services Union 31/03/2021 10421 

164.  HSU’s reply witness statement – Deborah Kelly Health Services Union 21/04/2022 10433 

165.  HSU’s witness statement – D Kent Health Services Union 31/03/2021 10434 

166.  HSU’s reply witness statement – D Kent Health Services Union 21/04/2022 10499 

167.  HSU’s witness statement – A Charlier Health Services Union 31/03/2021 10508 

168.  HSU’s reply witness statement – A Charlier Health Services Union 20/04/2022 10515 

169.  HSU’s witness statement – F Gauci  Health Services Union 01/04/2021 10520 

170.  HSU’s reply witness statement – F Gauci Health Services Union 19/04/2022 10529 

171.  HSU’s witness statement – A Whyte Health Services Union 23/03//2021 10541 

172.  HSU’s further witness statement – A Whyte Health Services Union 21/04/2022 10549 

173.  HSU’s witness statement – K Youd Health Services Union 24/03/2021 10554 

174.  HSU’s reply witness statement – K Youd Health Services Union 19/04/2022 10563 

175.  HSU’s witness statement – K Mills Health Services Union 30/03/2021 10573 

176.  HSU’s witness statement – K Sweeney Health Services Union 01/04/2021 10579 

177.  HSU’s reply witness statement – K Sweeney Health Services Union 14/04/2022 10587 

178.  HSU’s witness statement – J Gilchrist Health Services Union 31/03/2021 10597 

179.  HSU’s reply witness statement – J Gilchrist Health Services Union 21/04/2022 10603 

180.  HSU’s witness statement – J Peacock Health Services Union 30/03/2021 10609 

181.  HSU’s witness statement – M Castieau Health Services Union 29/03/2021 10625 

182.  HSU’s reply witness statement – M Castieau Health Services Union 20/04/2022 10688 

183.  HSU’s witness statement – L Cowan Health Services Union 31/03/2021 10962 

184.  HSU’s reply witness statement – L Cowan Health Services Union 19/04/2022 10829 

185.  HSU’s witness statement – L Flegg Health Services Union 30/03/2021 10837 

186.  HSU’s reply witness statement – L Flegg Health Services Union 14/04/2022 10860 

187.  HSU’s witness statement – M Harden Health Services Union 30/03/2021 10865 

188.  HSU’s reply witness statement – M Harden Health Services Union 13/04/2022 10888 

189.  HSU’s witness statement – P Jones Health Services Union 01/04/2021 10892 

190.  HSU’s reply witness statement – P Jones Health Services Union 20/04/2022 10903 



 

 

191.  HSU’s witness statement – A Field Health Services Union 30/03/2021 10910 

192.  HSU’s witness statement – K Boxsell Health Services Union 31/03/2021 10919 

193.  HSU’s reply witness statement – K Boxsell Health Services Union 19/04/2022 10928 

194.  HSU’s witness statement – C Sedgman Health Services Union 05/10/2021 10934 

195.  HSU’s witness statement – J Wood Health Services Union 27/10/2021 10952 

196.  HSU’s witness statement – P Doherty Health Services Union 28/10/2021 10990 

197.  HSU’s witness statement – S Digney Health Services Union 27/10/2021 11011 

198.  HSU’s witness statement – L Seifert Health Services Union 06/10/2021 11071 

199.  HSU’s witness statement – S Fox Health Services Union 29/03/2021 11095 

200.  HSU’s supplementary witness statement – S Fox Health Services Union 28/10/2021 11113 

201.  HSU’s reply witness statement – S Fox Health Services Union 14/04/2022 11199 

202.  HSU’s witness statement – M Phillips Health Services Union 27/10/2021 11209 

203.  HSU’s witness statement – M Purdon Health Services Union 29/10/2021 11283 

204.  HSU’s witness statement – S Wagner Health Services Union 28/10/2021 11296 

205.  HSU’s witness statement – C Evans Health Services Union 26/10/2021 11413 

206.  HSU’s reply witness statement – C Evans Health Services Union 20/04/2022 11441 

207.  HSU’s witness statement – T Heenan Health Services Union 20/10/2021 11446 

208.  HSU’s reply witness statement – T Heenan Health Services Union 20/04/2022 11474 

209.  HSU’s witness statement – J Kupke  Health Services Union 28/10/2021 11479 

210.  HSU’s witness statement – B Payton Health Services Union 26/10/2021 11504 

211.  HSU’s reply witness statement – B Payton Health Services Union 20/04/2022 11525 

212.  HSU’s witness statement – V Vincent Health Services Union 28/10/2021 11530 

213.  HSU’s witness statement – S White Health Services Union 29/10/2021 11561 

6. ANMF Lay Witnesses 

214.  ANMF’s witness statement – A Venosta Australian Nursing & 

Midwifery Federation 

29/10/2021 11588 

215.  ANMF’s witness statement – C Spangler Australian Nursing & 

Midwifery Federation 

29/10/2021 11611 

216.  ANMF’s witness statement – D Power Australian Nursing & 

Midwifery Federation 

29/10/2021 11709 

217.  ANMF’s witness statement – E Johnson Australian Nursing & 

Midwifery Federation 

29/10/2021 11724 

218.  ANMF’s witness statement – H Bucher  Australian Nursing & 

Midwifery Federation 

29/10/2021 11736 

219.  ANMF’s witness statement – I McInerney Australian Nursing & 

Midwifery Federation 

29/10/2021 11758 

220.  ANMF’s witness statement – J Bryce Australian Nursing & 

Midwifery Federation 

29/10/2021 11770 



 

 

221.  ANMF’s witness statement – J Hofman Australian Nursing & 

Midwifery Federation 

29/10/2021 11778 

222.  ANMF’s witness statement – J Alberry Australian Nursing & 

Midwifery Federation 

29/10/2021 11853 

223.  ANMF’s witness statement – L Bayram Australian Nursing & 

Midwifery Federation 

29/10/2021 11859 

224.  ANMF’s witness statement – L Hardman Australian Nursing & 

Midwifery Federation 

29/10/2021 11898 

225.  ANMF’s witness statement – M Bernoff Australian Nursing & 

Midwifery Federation 

29/10/2021 11909 

226.  ANMF’s witness statement – P McLean Australian Nursing & 

Midwifery Federation 

29/10/2021 11936 

227.  ANMF’s witness statement – P Breen Australian Nursing & 

Midwifery Federation 

29/10/2021 11980 

228.  ANMF’s witness statement – R Nasemena Australian Nursing & 

Midwifery Federation 

29/10/2021 11987 

229.  ANMF’s witness statement – S Clarke Australian Nursing & 

Midwifery Federation 

29/10/2021 11998 

230.  ANMF’s witness statement – S Voogt Australian Nursing & 

Midwifery Federation 

29/10/2021 12024 

231.  ANMF’s witness statement – S Hewson Australian Nursing & 

Midwifery Federation 

29/10/2021 12050 

232.  ANMF’s witness statement – V Mashford Australian Nursing & 

Midwifery Federation 

29/10/2021 12058 

233.  ANMF’s witness statement – W Knights Australian Nursing & 

Midwifery Federation 

29/10/2021 12071 

7. UWU Lay Witness 

234.  UWU’s witness statement – J Clarke  United Workers’ Union 29/03/2021 12095 

235.  UWU’s witness statement – S Hufnagel  United Workers’ Union 30/03/2021 12099 

236.  UWU’s witness statement – T Colbert  United Workers’ Union 31/03/2021 12108 

237.  UWU’s witness statement – L Parke  United Workers’ Union 31/03/2021 12115 

238.  UWU’s witness statement – R Heyen  United Workers’ Union 31/03/2021 12120 

239.  UWU’s witness statement – G Bowers  United Workers’ Union 01/04/2021 12127 

240.  UWU’s witness statement – C Goh United Workers Union 13/10/2021 12133 

241.  UWU’s witness statement – K Conroy United Workers Union 29/10/2021 12148 

242.  UWU’s witness statement – K Roe United Workers Union 30/09/2021 12153 

243.  UWU’s witness statement – L Grogan United Workers Union 20/10/2021 12159 

244.  UWU’s witness statement – M Moffat United Workers Union 27/10/2021 12164 

245.  UWU’s witness statement – N Inglis United Workers Union 19/10/2021 12169 

246.  UWU’s witness statement – P Wheatley United Workers Union 27/10/2021 12178 



 

 

247.  UWU’s witness statement – R Dennis United Workers Union 05/10/2021 12185 

248.  UWU’s witness statement – S Morton United Workers Union 27/10/2021 12190 

249.  UWU’s witness statement – S Toner United Workers Union 28/09/2021 12196 

250.  UWU’s witness statement – T Hetherington United Workers Union 19/10/2021 12208 

8. Employer Witnesses 

251.  ACSA, LASA and ABI witness statement – P Sadler Aged & Community 

Services Australia; 

Leading Age Services 

Australia; Australian 

Business Industrial 

01/03/2022 12219 

252.  ACSA, LASA and ABI witness statement – E Brown Aged & Community 

Services Australia; 

Leading Age Services 

Australia; Australian 

Business Industrial 

02/03/2022 12619 

253.  ACSA, LASA and ABI witness statement – C Smith Aged & Community 

Services Australia; 

Leading Age Services 

Australia; Australian 

Business Industrial 

22/03/2022 12759 

254.  ACSA, LASA and ABI witness statement – M Sewell Aged & Community 

Services Australia; 

Leading Age Services 

Australia; Australian 

Business Industrial 

04/03/2022 13233 

255.  ACSA, LASA and ABI witness statement – J 

Brockhaus 

Aged & Community 

Services Australia; 

Leading Age Services 

Australia; Australian 

Business Industrial 

03/03/2022 13466 

256.  ACSA, LASA and ABI witness statement – K 

Bradshaw 

Aged & Community 

Services Australia; 

Leading Age Services 

Australia; Australian 

Business Industrial 

04/03/2022 13576 

257.  ACSA, LASA and ABI witness statement – S Cudmore Aged & Community 

Services Australia; 

Leading Age Services 

Australia; Australian 

Business Industrial 

04/03/2022 13705 

258.  ACSA, LASA and ABI witness statement – A Wade Aged & Community 

Services Australia; 

Leading Age Services 

Australia; Australian 

Business Industrial 

04/03/2022 13832 

259.  ACSA, LASA and ABI witness statement – C Woolsey Aged & Community 

Services Australia; 

Leading Age Services 

Australia; Australian 

Business Industrial 

04/03/2022 14351 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF VIRGINIA ELLIS 

I, Virginia Ellis, of 

.as follows: 

say 

1. I am one of the Applicants in these proceedings. 

2. I am currently 54 years old and was born on 

3. I am employed as a Homemaker by Uniting Aged Care (Uniting). I work at the 
-------..:iSp'i,JJl'.iAgwood Aged Care Facility (Springwood). 

4. This statement is made from my own knowledge and belief, unless otherwise 
stated. Where statements are not made from my own knowledge, they are made to 
the best of my knowledge, information and belief and I have set out the sources of 
my knowledge, information and belief. 

Employment history and career progression 

5. 

6. 

I have worked in aged care for approximately 15 years. 

I started off at Buckland Aged Care Services (Buckland) in or around 2005 and 
then started with Uniting in or around September 2009. I did some casual work in 
group homes for disabled people for a couple of months while I was waiting to get 
approved to commence work with Uniting. 

7. At Buckland, I was an Assistant in Nursing (AIN). As an AIN my duties were pretty 
------ straightforward - I got people up, washed them, showered them, dressed them, 

toileted them, assisted them to eat lunch. I did not assist them into bed. I did not do 
any cleaning, make beds, cooking, recreation activities or deal with medications. 

8. 

9. 

When I first started with Uniting in 2009 I was working in both community and 
residential care. By the end of 2009, Uniting had decided that I should work full time 
in residential care. For about eight years from then I was rostered to work in the 
Dementia Ward at Springwood as a Care Service Employee (CSE). 

Springwood operates 24/7 and offers full-time nursing and personal care, access to 
clinical and allied health services, and specialist dementia support. Springwood is 
currently divided into "houses" called Hillman House, Jacaranda House, Boronia 
House and Lewin Lodge. Boronia House is a locked ward unit for residents with 
extreme dementia. 

10. Around 10 months after starting at Uniting, I was regularly being asked by my 
manager,  to work as the Team Leader. This was written on the roster. 
Usually this would occur if the regular RN was on sick leave or annual leave or not 

- rosterecton. I did this for years ad hoc and was not paid extra for doing this. 

11. After many years, I asked for a higher rate of pay and Uniting backdated it for one 
day. I recall that it was approximately an extra 69c per hour. 
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12. 

13. 

14. 

The Team Leader role was so demanding that I requested to get shifts elsewhere. I 
then went and worked back in community care with Uniting. I was doing activities as 
Uniting had set up a Day program. However, this did not quite reflect Uniting's 
original plans and they wanted me to travel (which I didn't want to do) so I asked if 
there were any positions available back on the Dementia Ward.  asked me 
to start in the Lewin Lodge the next day. 

I went back into full time as a carer and as a bus driver and Recreational Activities 
Officer conducting bus trips. Performing bus driver duties saved Uniting from 
sending additional staff as I was required to administer medications, provide care 
and drive the bus. This put a lot of work on to me. Most of the time it would just be 
me and one volunteer. 

In or around late 2018, Springwood moved to the Homemaker model of care. There 
______ _,,,re-ten -Homemakers at Springwood. Five will be rostered on any one day in one of 

Hillman House, Jacaranda House or Boronia House, or Lewin Lodge. Lewin Lodge 
has an upstairs and a downstairs home (called Wattle House) so one Homemaker 
w ill be rostered on each floor per shift. 

15. 

16. 

17. 

18. 

19. 

20. 

21 . 

22. 

The Homemaker model of care is described on the Uniting Website. Annexed 
hereto and marked as "VE-1" is an excerpt from the Uniting website at https:// 
www.uniting.org/services/aged-care-services/facility/uniting-springwood. 

I was encouraged by  to apply for the role of Homemaker. I applied and was 
interviewed for the role. I was successful and appointed to the role in or around late 
2018. 

I had my hours reduced from 76 hours to 70 hours per fortnight. I wanted to 
continue working 76 hours per fortnight but  wouldn 't agree to it. I work 7 x 
10 hour shifts from 8 am to 6pm. I like this shift as it lets me be with residents for 
breakfast, lunch and dinner. My pay was not really affected by the drop in hours as I 
began to receive penalty rates for working on the weekend. I began working on a 7 
ctayirrrand T day off roster. 

There are 23 residents downstairs in Wattle House, and upstairs there are 
approximately 35 residents. Hillman House has 26 residents, Boronia House has 20 
and Jacaranda House has approximately 30. 

On any one day shift I will have one CSE with me for eight hours and one for six 
hours. I believe that these CSE's are a Grade 2 under the Enterprise Agreement. 

The 8-hour afternoon shift starts at 2:45pm and the 6-hour shift starts at 4:30pm. 
This 6 hour shift was increased from a 4 hour shift not that long ago. 

At 10:30pm two personal care workers are left alone until 6:00am. There is usually 
one RN scheduled to cover this shift for approximately 134 residents. The RN will 
be overseeing all health issues including giving insulin, and managing falls and 
injuries. 

This means that the care worker scheduled on this shift will have a lot of ---------resp on s i b iii t y: For example, they will be responsible for all resident needs. This will 
sometimes include having to assess any acute health needs of residents as they 
arise, liaise with an RN (if available), call an ambulance, call a hospital and speak to 
doctors to discuss whether an ambulance needs to be called. This can be a life or 
death decision. 

Why I work in Aged Care 
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23. I love my job. I love making a difference in the lives of our residents. And I know that 
I do. I see it when they see me - they're happy to see me. You can just see that 
they appreciate what I do for them. They've got such good values and they teach 
me a lot. I teach them a lot. I love the way they ask about my bees. I love the way 
they ask about my partner (who is a woman). I love the support that they gave me 
when there was the vote on same sex marriage. All the residents told me they 
would have voted yes. That made a difference to how I feel about the world. It 

-------::mean ~so mucli fo me. 

• 24. One of the residents said to my partner  when she was in the other day that 
they all love me. That made the world of difference to me. 

Training history and qualifications 

25. I completed a Certificate Ill in Aged Care 16 years ago. 

26. I completed a Certificate IV in Aged Care in 2011. 

27. I completed a Certificate IV in Lifestyle and Leisure in 2014. 

28. I paid for these Certificates myself and Uniting did not offer to pay for anything. 

29. I was required to get a bus licence in order to drive the bus. I also completed a one 
day training course for this skill. Altogether I estimate I paid around $1,100.00 to 

------~ etaiA-these skills aAd the licence. Uniting did not offer to pay for anything. 

30. I have also done some extra courses through the University of Tasmania - such as 

art treatment for dementia sufferers. 

Description of tasks and explanation of skills 

Care Worker - Dementia Ward 

31. The Dementia Ward was populated by approximately 20 residents in a locked 

facility. Residents are all fully demented. There were usually two care staff on a 

6:30am to 3:00pm shift, plus one more on a 6:30am to 1 :00pm shift and the RN 

(who would cover several wards). 

32. 

33. 

34. 

I don't remember having any dementia-specific training before I started in the Ward. 
They were ungerstaf(ed so I was just thrown into the deep end. A doctor would visit 
maybe a couple of times a week. 

I do not have a position description from my time as a Personal Care Worker/CSE 
in the Dementia Ward. 

In reality my day would look like the following: 

(a) I would start the day by getting a handover from the staff who were leaving. 

(b) I would be assigned a corridor to look after. 

(c) I would then go off to who I knew would get up first and I would shower 
them. While I did this, I was careful with their modesty - some residents 
are more concerned about this than others. For some I moderated my 
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approach and 
themselves. 

gave them the soapy sponge and let them clean 

(d) While bathing and dressing residents I look for skin integrity, excoriations, 
bruising and any spot where touching might hurt them (for example, they 
might flinch) . You need to look for the physical signs of discomfort or 
underlying medical issues at all times as most dementia patients won't tell 
you there is any issue. 

(e) I would then dress them so they would look tidy. If they could pick out their 
outfit, I would let them. 

(f) I would brush their teeth for them and comb their hair. 

(g) While I was doing all of this I would try my best not to upset them. I would 
do this by talking in a way that suited each resident and by treating them in 
the way I knew would be least likely to upset them. 

(h) Some residents would get upset if they didn't have makeup on or their bed 
made before we left the room so I would do this for those residents. I would 
just assess their emotional needs and try and meet them and also attend 
to their physical needs. 

(i) We would then leave the room to get some breakfast. I would assist some 
people who needed help with eating and drinking. 

U) We would try and meet people's food preferences as this helps with their 
conduct. For example, some people liked finger food and nothing else, or 
some liked all their food in a bowl. Some people like to eat in their room 
because they dribble. One lady liked BBQ sauce on everything - whatever 
it was. But we gave it to them because that's what they wanted. We just 
tried to keep them happy. 

(k) I would really encourage them to come out of their room because it was 
safer for them to sit where we could see them. I would also have some 
nice music playing in the background to give them a nice, calm space. I 
would always start the morning off with smooth music and throughout the 
day we would change to different genres. The staff always said they knew 
when I was working because there was music playing. The music seemed 
to help with the moods of residents. I used my iPod and personal Apple 
music account to provide this. 

(I) Back when I started. I brought in lots of changes in regards to their food 
and how food service was structured. When I started we would wait for 
breakfast to come around and give them tea and biscuits when they fi rst 
got up. 

(m) I was concerned that they were filling up on food that wasn't nutritious 
rather than breakfast. So, we stopped that practice and started making our 
own breakfast for residents. 

(n) I also think this helped with their moods and behaviour as it helped make 
them feel more at home and gave them some more normality in their lives. 

- I tried to come up with a day that felt as close to a normal day at home. 

(o) After breakfast staff would have their breaks and there would be 2 or 3 staff 
on the floor. We would just try and keep residents from getting bored. We 
would do this by getting people painting, cooking, playing balloon tennis or 
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by having a group conversation Sometimes some residents play games 
but would need staff to help them along. 

(p) During the day we would assist with lunch preparation, service and 
feeding. Before I left I would make sure my progress notes were done and 
make sure the linen was done and the kitchen was clean. We would 
change the sheets on beds. I would also wipe down the tables and clean 
the.care chairs and wheelchairs. 

·35. One of the most important things I had to do in the Dementia Ward was to get to 
·------ l now the patients and learn what triggers them. Somebody might be sitting quietly 

and someone else might come up into their personal space and you need to be 
aware that this might trigger distress or an angry or violent outburst. I needed to 
learn how to handle situations like this. 

36. Getting to know the residents and what triggered them allowed me to tailor all of my 
interactions to each person and adopt new approaches. Often, I would sit down and 
have a chat with them before I was going to do something (such as medication or 
personal care) and explain how I was going to help them in simple terms. This 
would help to prevent a violent outburst. 

37. We just come up with a new strategy for each person. We just can't agitate them or 
force them to do something that they don't want to do. As another example, we had 
this lady who didn't want to take her tablet, so I put some jam around it and told her 
it was something special from the kitchen and she took it straight away. 

38. As part of this role, I would have to liaise with the RN and doctors if I saw anything 
_ _____ that disturbed me about a resident's mental or physical health. 

Team Leader - Dementia Ward 

39. I do not have a position description from my time as a Team Leader in the Dementia 
Ward. 

40. Working as a Team Leader (even before this was formalised) required me to 
perform extra duties including: 

(a) Dispensing and administering medications; 

(b) Dressing wounds and completing wounds charts; 

(c) Performing daily handovers; 

(d) Documenting changes in behaviour charts and fluid charts; 

(e) Directing staff; 

(f) Supervising staff; 

(g) Mentoring staff; 

(h) Training staff (on the job); 

(i) Filling in medication notes and keeping records; 

U) Assisting with meals; 
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(k) Dealing with doctors; and, 

(I) Dealing with family members. 

41. This was in addition to the normal CSE duties detailed above. 

42. As part of my role I was constantly trying to identify areas of opportunity to make 
residents' lives better. An example of this is that I had black toilet seats installed in 
the ward. I got nominated for an award for that. My thought process was that it 
would be less frightening and sterile for residents. It worked like a charm and it 
helped residents sit down easier because they were less anxious about going to the 
bathroom. This had flow on effects for the rest of the day as residents were less 
anxious and more calm. This helped them and also helped the day run smoothly. 

Dispensing Medication 

43. 

44. 

45. 

As a Team Leader, I would do dressings and administer medication. The RN would 
do the Schedule 8 ("S8") round with me. After that, the RN wasn't present as she 
was so busy looking after other residents and this fell to me. There was an RN in 
the nursing home that I could call for assistance if I needed it. 

I n-ere wa-s a 6:00am medication round which is done by the night shift people and I 
would do the 8:00am round (or this would be done by the RN). We would give pills 
out, order medication, administer eye drops, apply medicated creams and talk to 
families while doing the round. At one point we were also administering insulin, 
however management has stopped us from doing so. 

In order to do this I would need to check what resident had what medication. This 
would largely be in a blister pack and I would need to ensure the correct number of 
pills was provided. I would also access people's medical charts as I went to make 
sure that we were administering the right medication in the right amount. For 
example, we had a man who had a fungal infection and he had cream prescribed 
but I noticed that not much cream had been used so I raised it with the RN and 
other care staff and made sure it got applied properly. I then filled this in in his 
medical notes. 

46. When I first started, we recorded medication dispensation using a sign in sheet. For 
approximately 7 or 8 years now, we have been using a tablet computer to complete 

______ this task. I ha.Si to l~~rn the system and how to operate the tablet. 

Directing, Supervising and mentoring and training staff 

47. I was required to make sure people were doing the right thing and I would tell 
people to do things if needed. 

48. Sometimes I would have to train them on the job by showing them what to do if they 
didn't know it. 

Filling in medication notes and keeping records 

49. As part of my role I would have to maintain fluid (tracking fluid intake and output) 
and bowel (tracking all bowel movements) charts. If I noticed any disturbing trends I 
would bring this to the attention of the RN and advocate on behalf of a resident to 
have further tests conducted to determine the cause. 

______ ,,,_0.~ I have to write progress notes every day. I would also have to record and document 
anything out of the ordinary, such as a bruise on someone or dry scalp. This could 
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include things I had identified while performing care work such as bruising or 
excoriations. 

51 . I would have to write reports or notes recording that Special Care Days were done, 
fingernails had been cut and skin checks performed. 

52. A Special Care Day is when you dedicate 15 minutes to one resident per day and 
complete an even more in-depth assessment of their wellbeing. This involves 
checking their room and ensuring their room and wardrobes are neat and tidy. It 
also includes checking their skin integrity and weighing them. Checking skin 
integrity involves taking a good look at the skin and noticing any dryness or rashes. 
If we notice any changes, we must record it in the skin integrity chart and report it to 
the RN who will usually advise if the resident needs any form of medication. 

Dealing with-Family Members 

53. I had to learn how to build a good relationship with the resident's family members. 
received lots of calls and text messages from people asking lots of questions. 
Sometimes families need just as much reassurance as the residents. 

54. I get along with everybody and I try and try and inform them and always work out 
the problem, if there is one. 

55. You have to have really good communication skills and know how to deal with 
different personalities to do this job. 

Workload 

56. I recall saying several times while I was on the Dementia Ward that our workload 
had doubled. It became incredibly hard. We were caring for residents, serving 
breakfast and cleaning. 

Aswe- had more high care residents this was more time consuming but we didn't 
get more staff. We were almost always working short staffed with just two of us on 
the floor for 20 residents with high care needs. This was very demanding and 
required high level prioritisation and organizational skills and great patience. 

58. The high care residents would need constantly cleaning (I remember one who 
would wander around with faeces in his hands) and the facility needed more 
cleaning because of this. We also saw more acutely ill residents come in and a lot 
more aggressive people. 

59. We just needed to remain calm and be clear and direct. I had to listen and display 
empathy and compassion even in the face of great illness or great aggression. I 
developed better communication skills with the need to be supportive and listen. 

Homemaker 

60. 

61. 

62. 

Annexed hereto and marked as Annexure "VE-2" is a copy of my position 
description ,n .. my -role as a Homemaker. 

Our list of duties is just really, really long because I am effectively the Head of the 
Household and ultimately responsible for all aspects of the daily lives of residents. 

I have a team of four employees that report to me. The Homemaker role has a lot 
more responsibility than that of a CSE as I have ultimate responsibility for the care 
of residents in the home and all aspects of that care (other than medical). 
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63. 

64. 

65. 

66. 

If I was a CSE I could just leave at the end of the day if I hadn't finished everything 
(not that my team actually do that) but I can't do that. My work has to be done and if 
I don't do it then it doesn't get done. The responsibility is really stressful. Even 
though I try to say to myself to just do the jobs that I need to do, it just doesn't pan 
out that way. 

I am paid Level 4 Grade 1 under the Enterprise Agreement. I think its $27.38 an 
- 11onr.- Its roughly $1.50 more than being on the floor as a care worker but I have a 

lot more responsibility. 

By way of example, if a buzzer is not answered in 1 O minutes then I am the one 
who gets the emails from management saying, "please explain". 

In reality my day would look like the following: 

Medication rounds 

(a) 

(b) 

I start work at 8 am and go in and check a communication book, where the 
RN or CSE who has been on the night shift will have listed any issues that 
came up overnight or matters that need attending to. There is no such 
thing as a handover. I check the book and talk to other staff to see if there 
are any problems. I let the RN know that I am here. 

I try and start the S8 medication round with the RN by 8: 15am or 8:30am. 
---------- Sometimes this is delayed as from the time I walk in, resident's buzzers 

are going and they start asking me for assistance, raising any issues that 
they have and asking what they are doing during the day. I try and resolve 
these as quickly as possible or let them know when I can assist so I can 
get to the S8 medication round. 

(c) 

(d) 

The S8 medication round is the medication round where S8 drugs are 
administered. This could include morphine, oxycodone and fentanyl. The 
administration of S8 drugs needs to be witnessed by two people to ensure 
that the correct medication in the correct dosage is administered. 

The S8 medication round usually goes for around half an hour and consists 
of: 

(i) Visiting each resident that requires an S8 drug to be administered; 

(ii) Checking the correct medication in the correct dosage is on hand; 

(iii) · Signing this off; 

(iv) Administering the S8 medication. The RN will always administer 
insulin, morphine/opioids and patches. Half the time the RN 
makes me sign the relevant forms and then I run the other S8 
drugs; 

(v) Applying patches (such as Norsopan); 

(vi) Checking that patches that have previously been applied are still 
properly attached (if they aren't properly attached the resident 
won't be getting the drugs they need). Residents often take the 
patches off and if we didn't notice then they would get very ill very 
quickly; 
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67. 

Whilst doing this round I will check the blood pressure and blood sugar 
levels of residents and record this on their charts; 

(f) I will discuss anything worrying that comes out of these tests with the RN; 
and, 

(g) I fill in a Quasar Report (like an incident report) if I identify that there is 
some issue regarding medication for a resident. For example, where a 
resident has not received the right medication or has received it in a form 
that they can't take- for example they are meant to get crushed medication 
but are given tablets that they can't swallow. 

Then I start my Schedule 4 (S4) medication round. I usually do this round without 
the RN but will sometimes do it with the RN. 

68. The S4 medication round usually consists of administering medications such as 
Valium and Lyrica. I am allowed to administer these medications on my own. There 

- ------=a:...::re=n'-'-'t flny in!:1tructions provided on how to administer the medication. However, as I 

69. 

70. 

have been doing this for a long time I have learnt how to administer them. 

I then do my final medication round for the morning. I try and do all medications by 
9:30am. This usually takes about an hour although sometimes I do breakfast and 
provide residents with cups of tea in between. I do it alone. During this round I will 
see all residents other than those that self-administer. This changes as we lose and 
gain residents, but is currently only two residents. Even for these residents I need 
to give them a reminder to take their medication and then observe them taking the 
medication to ensure that they take it, and take it correctly. 

This medication round will usually consist of: 

(a) Draining any catheters that need draining; 

(b) Identifying the correct medication for each resident; 

(c) Administering eye drops; 
--------- -

(d) administering creams; 

(e) providing tablets; 

(f) measuring blood sugar levels; and, 

(g) measuring their blood pressure before medication is given. 

71. In order to ensure that residents are getting their medication, I will assess their 
health, assess how best to administer medication (taking into account their physical 
health and also personal preferences) and I will tailor the assistance I give them. 
This could involve: 

(a) When residents are declining in cognitive ability, I will give them one tablet 
at a time so they don't get confused; 

(b) For some I need to crush the medication due to physical difficulties with 
swallowiAg; 

(c) For others I have identified that they can or will only take it if it is in a 
medication lubricant (e.g. custard) ; and, 
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(d) Some days you have to go through the same process two or three times in 
the same round before they can take a tablet. 

72. As part of my role I also fill in fluid (tracking fluid intake and output) and bowel 
(tracking bowel movements) charts. If I noticed any disturbing trends I would bring 
this to the attention of the RN and advocate on behalf of a resident to have further 
tests conducted to determine the cause. 

73. After morning tea, I will check the blood pressure and blood sugar levels of 
residents and record this on their charts. I try and do care massages for residents 
af:ter-tbat. We have been doing it for a couple of years now. I do two sessions per 
week for about five residents. I am not trained on how to do this but have been 
asked to do them by management. 

74. I also do another Medication Round at 10am which is normally applying any 
medication patches with the RN. I also do a 12noon medication round and a 
2:00pm medication round. If there is no other medication approved carer rostered 
on for the afternoon shift I again have to do the 17:00pm medication round where I 
perform the same duties as detailed above in paragraph 66. 

75. In order to make this process as smooth as possible for residents I need to tailor my 
communications with them. Personal care workers have to be big communicators. 
Some will want me to sit with them and chat whilst I dispense or administer the 
medication. Others might want me to spoon it into their mouths and others might 
want me to hold their hand. 

76. In my observation RNs spend less time on the floor than they used to. They are 
very busy and overworked. They seem to have to fill in a lot more paperwork than 

- ------Jwhen I first started, including regularly updating care plans. 

Dealing with Doctors 

77. 

78. 

I have a good relationship and very close contact with the doctors at Springwood. 
They rely on me because I have a good relationship with residents too. They will 
call me in because I have a trusting relationship with residents so I'm often asked to 
come and keep residents calm when doctors come around. I sometimes feel like I 
need to interpret and explain what the doctor is saying so that the residents 
understand it. 

I also act as an advocate for residents with doctors. In the past residents have told 
me different things about their life and how they were feel ing emotionally. I tell the 
RN that they need some counsell ing. The doctors and RNs talk to you and listen to 
our opinion on the resident's physical and mental health because we know the 
residents. 

79. We might also organise hearing aid batteries and appointments with hearing aid 
- ---- --dot:tors. 

Personal Care 

80. One of my main duties as a Homemaker is to provide personal care to residents. 
Personal care covers everything- that relates to the care of the body of residents . 
We look after all of their bodies- from in between their toes to behind their ears and 
everything in between - their fingernails, their bellybuttons etc. 

----· -·- - ·-·-
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81. Generally, you need to adapt your approach to the resident. For example, some 
people are quite contracted in their knees and arms. This might mean that you need 
to contact families to get clothes that are cut down the middle so you can just put 

______ truuesidenfs. arms through them. 

82. 

,83. 

84. 

85. 

86. 

87. 

We're responsible for dressing the residents and checking their skin integrity (as 
detailed above). This includes checking their rashes. We're also expected to 
shower them. 

While I am attending to the personal care of residents I am constantly assessing 
their health, their skin integrity and any sensitivity or physical manifestation that 
might indicate that they have a medical issue. 

One example that happened recently was that we had a resident who couldn't really 
talk. She had blisters on her that the RN had looked at and prescribed treatment for. 
I was tracking her recovery and she wasn't improving despite the treatment so I 
called in the RN in and said to her words to the effect of "Are you sure this isn't 
shingles?". She agreed that it was. The lady would have been in a lot of pain. 

As a result of the identification of shingles she got help to treat the shingles and 
also pain relief. The early identification of the shingles also meant that we put in 
f:}lace in.fection controls (such as setting up a hygiene station outside the resident's 
room with gloves, hand sanitiser, aprons, garbage bins and ensuring the residents 
clothing was placed in a red linen bag for special washing) and stopped the spread 
of shingles to others. Shingles is highly infectious and it could have easily spread to 
other residents (and staff). 

We cut fingernails and clean fingernails. Some people like us to help them put 
makeup on or do their hair. 

If someone has explosive bowels I have to go to them and then clean them up. This 
can take ages as they will have poo everywhere - on themselves, their clothes and 
around the room or bathroom. 

Catering Duties 

88. The Home is meant to provide 6 meals a day. We share the kitchen with the 
catering company. The caterers do the cooking for the meals taken by residents in 
the dining room. Some residents go down to the dining room for every meal. Some 

------ - -residents we have to transfer into wheelchairs to get them down to the dining room. 
Some residents choose to have all or some of their meals in their rooms. As part of 
the Homemaker model I prepare meals for the resident's trays for anyone who 
doesn't come down to the dining room. 

89. This involves checking wh·at the resident wants from the meal that was offered by 
the kitchen. I then take it to residents in their rooms. As I do this some residents will 
often say that they won't eat the meal that I bring them. The residents will ask me 
whether I can I cook for them as I often cook afternoon and morning teas and 
special lunches and dinners. So, I will end up considering what a resident can 
safely eat, and then I will apply my knowledge of recipes, nutrition and cooking and 
prepare them a meal (this could consist of, for example, omelettes, eggs on toast or 
toasted sandwiches). I will plate this up and serve it to residents in their room and 
also open wine bottles and casks for residents. 

90. I was doing a commercial cookery certificate before I got my job in aged care. 
Since I started in aged care I have completed a 4 year Commercial Cookery course 
through TAFE during my personal time. I use the knowledge learned doing these 

- cou rse--s when I am cooking for residents. I also look for recipes and research 
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cooking methods to make sure I can cook healthy and happy nutritious food for the 
residents. 

91. Getting nutritious meals into residents is really important - if they don't get nutrition 
they lose weight and energy. If they don't eat they don't heal any wounds. They will 
have behavioural issues. You need to set people up for the day with good food that 
they can eat and want to eat. 

92. After I serve food I will monitor whether residents have eaten it. If they haven't I will 
approach them and say something along the lines of "You haven't eaten anything -
what do you want to eat?" and I will make them something else. This is really 
important as they can't fend for themselves - and if they don't eat properly they'll 
just fade away and die. 

93~- NoTea1ing or changed eating can also be an indication that there is a health issue 
so I will track any pattern of different eating and raise it with the RN if I think it is a 
problem. 

94. Meal preparation and meal service is specifically part of the Homemaker role. I did 
not do this (other than some limited food preparation in my previous personal carer 
roles). 

Breakfast 

95. As part of the Homemaker model I prepare meals for anyone who doesn't come 
down to the dining room or who has a late breakfast. I will then serve the food to 
residents in their rooms throughout the morning (sometimes during my Medication 
Rounds). 

96. As Springwood is meant to be a homelike environment, breakfast is served when it 
suits the residents and after they have received their personal care. If someone 

______ .;...do......,esn't get up until late and wants to sleep in, that is their call - just like at home -
andT willtry and feed them when they get up. 

97. I don't cook to a menu, I cook to resident's preferences. I also need to have 
knowledge of their allergies and dietary requirements (for example,  is allergic 
to mushrooms) and I need to understand the basic nutritional needs of residents. 

98. At Uniting, the food I prepare is tailored to individual residents. I make sure that I 
talk to them and get an understanding of what they can't eat because of allergies or 
intolerances but I also make sure I find out what they like to eat and how they like to 
eat it. For example  has the skin off her tomatoes and eggs, the crust off her 
toast, a cup of tea which must have the Lipton Tea Bag left in and Sultana Bran with 
milk.  will have fried eggs on toast. 

99. Since she's started getting frailer,  gets Vanilla Sustagen in her porridge. I have 
observed that if it's hot and sweet she'll eat it. If I didn't tailor the food to her needs 
then I am concerned that her health would be compromised as she would stop 
eating.  also likes a cup of tea but as she is getting frailer I have had to keep 

________ find.i•g_.smaller and smaller cups as she can't lift a normal cup or mug. Sometimes 
other staff leave large cups in her room so I remind them of  needs and 
health issues. 

100. I also have to make sure that the food I give is not too hot as this is unsafe. I give 
residents a warning about the heat of the food. 

Morning and Afternoon tea 
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101. 

102. 

The kitchen will serve morning and afternoon tea to anyone who goes to the dining 
room. For those who don't go to the dining room, I will serve cups of tea/coffee and 
baked goods to people in their room to keep them going throughout the day. 

I bake morning or afternoon tea almost every day. What I cook will often depend on 
what's available. I bake cakes, biscuits, pastries and muffins. For example, if there 

______ is ba~Q_n left ove( from the morning, I'll do cheese and bacon scones. 

103. 

104. 

Lunch 

I will often cook a dessert for afternoon or morning tea that one of the residents has 
asked for. For example, sometimes I prepare an old-fashioned flummery because 
residents love it. This is part of providing choice centred care and the Homemaker 
model. 

I often buy my own ingredients to bake cakes as we don't have the right stuff in the 
kitchen. I sometimes involve residents in the baking. Some come down with 
different ingredients that they would like me to use and I will turn it into something 
they want. Residents will stand there and chop ingredients with me and get involved 
in the baking. I assess what they can happily and safely do within their physical and 
cognitive limitations. We chat while we cook and I get to know them even better. 
They really love this and seem to be uplifted by being involved in it with me. 

105. Lunch time starts at 12noon and we get residents down to the dining room at 
------ --11:A5am..to 12:00pm. I try and talk people into coming down to the dining room for 

lunch so that they get the socialisation. I think this really helps, otherwise they will 
just sit in 4 walls all day. 

106. During lunch service, I administer the 12 noon medications and I and another PCW 
will assist with any feeds (for example, where residents might need to have their 
food cut up or fed to them) and deliver trays to residents (both in the dining room or 
in their rooms). 

107. I will also collect trays from residents. When I do this I have to look at the tray and 
see whether the resident has eaten their meal. I will also chat with them and ask 
how the food was. As part of doing this I am both giving them social engagement 
but also getting a sense of their health (and whether they are having any problems 
with eating or swallowing) and also a sense of their views on the menu options and 
food quality. I then pass this on to kitchen staff or use it to inform what I am cooking 
next. 

108. If it is Friday we take people to hairdresser. 

Dinner 

109. In the mornings, I'll go around with a list of what the kitchen is preparing for dinner. 

110. I'll check if they want additions to that or to have it served in a particular way. I will 
then communicate this to the kitchen staff. I have often come to know if residents 
don't like a particular meal so I will point out if it is on the menu. 

111. If residents don't want anything, I'll make them something simple before I finish 
work like fried eggs, cheese on toast or baked beans on toast. I will then serve it to 
them in their rooms on a tray and help them with eating. Some of the residents 
need their food cut up whereas others need full assistance with feeding. 

Specialty Dining 
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112. ·-Before COVl-19, myself and another Homemaker would do speciality dining for the 
residents. Some residents like to get involved. We have made gozlemes or I will 
cook a BBQ for them. We make "Lewin style Kentucky Fried Chicken" (which is just 
a fried chicken that the residents love). We also do fine dining for up to 12 residents 
at a time. I do all of the cooking for these special occasions except when, for 
instance, we did Indian night. I had help on that occasion from one of the Indian 
staff who helped me cook. The food was amazing. I still see today the different 
menus in residents' rooms that they kept from the night. They loved it. 

•Cleaning Duties 

113. After I cook in the kitchen, I have to clean up after myself. I clear away any food or 
mess. After use, I'll then wipe the benchtop down with hot soapy water and then 
sanitise the kitchen with spray. 

114. There's an audit coming up in the kitchen. They want all kitchen cupboards clean. 

___ _..15._ _ l_also..clear, the internals and externals of all cupboards and the fridge and check 
that everything that's stored there is labelled and not out of date. This is part of an 
audit. 

116. Also, if a room or bathroom is dirty, I'm expected to clean it up. We do cleaning in 
the residents' rooms each time we visit them. We remove cups, rubbish and clean 
up any crumbs or food. For example, if I saw whiskers on a sink I would be 
expected to wipe this up and keep the resident's rooms neat and tidy. 

117. I clean the floors by picking up items off the floors and mop up any spills. I take out 
the rubbish, remove dirty plates, make sure their cupboards are straightened and 
cleaned, and their clothes folded and/or hanged. The staff have to put all items 
away, half of the residents don't put anything away. 

Activities 

118. 

119. 

120. 

121. 

122. 

As a Homemaker, I am expected to provide complete care to residents - not just 
their physical wellbeing but also their mental and emotional needs. 

One of the main ways this is done is by the organising of activities. This keeps 
residents mentally active, happy and also connected with other residents. 

I usually run activities in the morning (this would usually be word games or physical 
exercise) and also in the afternoon. I will try to start activities at 2:15pm, so I can 
finish up with time to get residents set up and ready for dinner, but often we run late 
as they are engaging and enjoying the activities. 

Before I became a Homemaker, I put myself through the Certificate 4 in Lifestyle 
and Leisure. This gave me many new skills in order to be able to run activities for 
residents. I think they think I'm crazy with some of the activities I organise for them 
but their attitude is so good - they always go along with whatever idea I have come 
up with. They say, "Oh this is great". 

In order to come up with activities I need to connect with residents on a personal 
level and find out their backgrounds, their passions, their hobbies, their likes and 
dislikes. This process evolves over time but starts when a resident comes to the 
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home and I do their 810 (lifestyle plan). This is a plan which is implemented by 
Uniting. 

123. I then research activities ideas that fit their needs. Once I identify an activity I need 
to plan it. including the nature of the activity, the location (in home our out of home), 
who will be involved, whether I need external assistance, whether I need to order 
anything, transport to external venues. I also need to assess the suitability for 
external venues and whether residents can physically attend. 

, 124. I also need to assess whether residents are physically and cognitively up to an 
------aetivity. I do a lot of this work out of hours as I don't have time to do it at work. 

125. Due to COVID-19 external activities were suspended in 2020. External bus trips 
have just started again. I often drive the bus when we have an external trip planned. 
I am the only bus driver they have on staff. 

External Activities 

126. In normal times we often take residents on external outings. This has included: 

(a) 

(b) 

(c) 

taking them to the shops; 

if its Friday we take residents to the hairdresser; and, 

a fortnightly trip to Bunnings to do a workshop. This was organised by our 
Lifestyle Coordinator. This was really hard work as I have to look after 
residents physically (usually with one other person) and engage with them 
socially but-also do the physical work of driving and parking the bus. To 
park at the Bunnings, I need to take off the trailer, and then park the bus. I 
then need to reload the trailer on before I leave. 

127. On one occasion approximately three years ago I had to drive the Homemakers to 
Orange to do our induction and then drive back and I did not get a break. 

128. Approximately 3 ½ years ago I had to drive the residents to Dubbo Zoo. I worked 24 
hours a day for 3 days straight. I did get a few hours sleep but I had residents in my 
room and they needed care throughout the night. I only got paid 8 hours a day. I 
was driving all day and caring all night for residents with behavioural issues who 
needed physical assistance (including one who required walking frames). I was so 
exhausted. 

129. We have a calendar with activities on it that the Lifestyle and Leisure Co-ordinator 
prepares with my input. I go around and ask the residents what they would like to 
do and what they have enjoyed doing with me. I might pitch a new idea for an 
activity that I have had to them to see if they will like it. I will ask them whether there 

- ------,s anything else that they want to do. I then approach the Lifestyle and Leisure 
Coordinator to add it to the calendar. 

130. Some of the organised activities that I have organised are as follows: 

Name That Tune 

(a) I organised an activity called "Name That Tune". I run this activity with my 
iPad and my UE Boom. I had to create playlists of songs that residents 
might know; 
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(b) I then set up the dining room by pushing all the chairs and tables to the 
side of the room; 

- (er -- I then explained the activity and asked people to come (they don't need 
much persuading as they love music.) 

(d) I got all of the residents together in the dining room, moving 4 to 6 
residents in wheelchairs and assisting the other residents with their 
walkers; 

(e) I was then the DJ and played songs while residents guessed the titles; 
and, 

(f) People were happy and laughing and enjoying each other's company. It 
gave me great joy to see them having so much fun. 

Exercise classes 

(a) 

(c) 

(d) 

Drawing Classes 

Residents used to have a boot camp come in once a week with a trained 
personal trainer. This doesn't happen anymore. 

I went and found a personal exercise video that I thought was suitable for· 
residents. I run exercise activities in the morning. I don't have any formal 
training but I set up the space so that they can safely exercise (removing 
any hazards and obstacles). Then I demonstrate the moves for them 
(which they think is hilarious). I then go backwards and forwards from 
doing other chores or paperwork to make sure they're okay. 

We do Move and Groove. It is a form of silent disco with iPads and 
earphones. However, it is difficult to use because of the poor Wi-Fi signal 
at the facility. 

I also researched other activities and found arm-chair yoga and Tai chi that 
the residents love and indoor bowls. 

_____ _jg)_ _ I have organised drawing classes. I found tutorials from artists on YouTube 
at home and then I came in and showed the residents those videos. I 

Weaving 
sourced paper and pencils so they could draw. They enjoy it. 

(a) I am spending my own time at home YouTubing how to weave. I then went 
and bought the yarn with my own money and tried to show them how to 
weave. 

Armchair Travel 

(a) I organised for the internet to be hooked up to a big television in the dining 
room. I frequently use this for an activity. I'll set up and pack away the 
space when people want to use it. 

(b) We have used it to do a lounge chair travel video, I like to take the lounge 
chairs down there so the residents are comfortable and then I turn on 
travel shows so they feel like they are travelling somewhere special. This 
was especiaJly important during COVID-19 when many residents could not 
go out and could not see loved ones. 
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(c) On one occasion I researched until I found a good show about the Czech 
Republic as one of the residents,  is from the Czech Republic. She 
was so excited and tried to talk to the other residents about the Czech 
Republic after the show. As she could no longer speak English it was hard 
for the other residents but we all listened to her. 

(d) We travel everywhere using armchair travel including to Malta as we have 
another resident that is from Malta. On that occasion I made a Maltese 
recipe for ricotta pie for residents to enjoy for afternoon tea. 

One on One Activities 

(a) I often take the time to try and connect with residents one on one doing 
----''-'--- something they love. The 'one-on-one' is extremely important. For some 

residents this might be baking together but for each it might be different. 

(b) I water  garden with her and we chat while we do it. I also got 
 involved with a podcast made by Uniting Care where she talks 

about the war days. I play cards and dominoes with others. 

(c) While I am doing this, I am engaging with residents, getting to know them, 
creating a social and caring environment. I am also getting a read of their 
mental and physical health so I can track it better and identify any 
changes. 

(d) I'll also set up Zoom chats for residents so they can talk to their families or 
friends, go through photography books with them, sit and chat with them, 
play a game of cards and even sit and knit with them (even though I'm not 
much good). 

- -----~ aj __ ~ost_ mgmi[lgs I get  up. We talk about her mum, her dad, her brother 
and  It's important to distract residents a little bit 
from what ails them and keep them talking. 

(f) I always encourage any members of my team who have any free time to 
spend it with the residents. 

(g) After the afternoon activity, I might need to get residents to the toilet before 
dinner and help them to get to the dining room. 

Paperwork and Administration 

Process Notes 

131. At some point between doing all these things, I need to complete all my Process 
Notes and audits. 

_ __ _..32___ Erocess Notes are stored on the computer, and sit within the individual resident's 
files. They will include observations about residents including their health. 

133. For example, I noticed recently that a resident had little blisters on his hand. I had to 
ask him about the blisters for a bit before he told me that he was ironing his hat and 
had burned himself. I needed to make a Process Note to inform other workers 
about it so that they could check that he doesn't pick at them and they don't 
become infected. I also needed to report this to the RN, take photos and record it in 
the wound chart. 
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134. Another lady has changed from a stand-up lifter to a sling lifter, because she was 
anxious about the stand-up lifter. The sling lifter is a machine that assists with lifting 
a patient from the bed. It is quite a physical process for the worker. You have to lift 
their legs and put the harness around them. 

135. I noticed that the resident was very anxious about the stand-up lifter as she thought 
_____ _she_ was going to fall so I made a process note to get her assessed by the 

physiotherapist. Even after the change in lifter, the woman still felt quite anxious 
about the lifter so I had to report that to the RN and do a Process Note so the RN 
could assess whether a different method should be used or whether there was any 
psychological concern for the resident that needed treating. 

136. Some of the other things that go in Process Note might be where you notice even a 
tiny little red area on the bottom. So it doesn't become a pressure sore, you need to 
obtain and use a waffle cushion which reduces pressure on certain areas of the 
body. The Process Note will ensure that the cushion is procured (as we don't 
always have them) and used. This prevents a little irritation from becoming a 
significant wound. 

Audits 

137. When I started, I would rarely do audits. I did them sometimes in the Dementia 
Ward. It's now a significant part of the Homemaker role. I might have audits from 

 Clinical Care Manager, which need to be completed by a certain due 
-------date:--

138. 

139. 

140. 

141. 

I am expected to complete different audits each month. This includes food audits, 
general experience audits and call buzzer audits. The audits I'm required to do and 
the return date for those audits are given to me in a folder with my name on it. 

I have to do the evacuation bag audit. The evacuation audit document folder has to 
be checked every Monday to ensure that residents would be fine in the case of an 
emergency as we would have vital supplies. The evacuation bag needs to be 
checked on the 1st day of the month. 

I also participate in the governance audit. This is an initiative from my current 
manager,  Facility Manager. I think it is a really good idea. The 
audit looks at handling errors and medication checks. Then all of the Homemakers 
and the RNs have a meeting with  to see whether there are any systemic 
issues. We had our first meeting in January. Prior to this we used to have to a 
Homemaker meeting once a week where Facility Manager would sit 
down with the RNs and the Homemakers. This was less formal. This has not 
happened for over 2 years now. 

In between meetings I have to implement quality assurance measures mainly by 
reporting any serious issues to  and the RN in writing - this could include any 
issues that I observe in manual handling of residents. I do this by logging a ticket on 
our maintenance system or sending an email. If we notify  about issues he 
makes sure that things are followed up on. This is important because there are 
sometimes issues with information flow and follow-up. 

Mentoring, supervising and performance management 

142. I observe my care workers as they perform their jobs. If I think they can do 
something better or differently I will give them direction or demonstrate how to do 
things better. 
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143. For example, the other night, I went in to say goodnight to a resident. She was 
sitting on a chair as the care worker was trying to pull off her pants to get her 
dressed for the night. The resident was getting a very agitated. So I said to the 
worker stop and get the stand-up lifter as it is easier on the resident. If this is what is 
on her manual handling chart we must follow it. 

144. If I see repeated performance issues that relate to physical handling of residents, I 
email or the RN and the physio. I have previously done this where I identified 
that we could all do with some additional manual handling training about using 
lifters - when to use them and how to use them properly. This resulted in the whole 
team doing manual handling training in January/February. Part of manual handling 
training is observing whether all staff can properly use the lifter. 

145. I have to manage any workers on compensation claims and keep track of their 
restrictions and what they can and cannot do, and support staff with mental illness. 
One of nJY tecl.m_ is pn workers compensation at the moment. She just bursts into 
tears and walks out. She has mental health issues and finds that working in aged 
care is too hard at times. When she can't handle it she will sit in the RN's office with 
her support box. This leaves the team short and two of us left on the floor to pick up 
all of the duties. 

Personal Shopping 

146. I was doing this every week during the height of Covid-19 and still do for some 
residents, sometimes for seven or eight people. This can be quite stressful as 
residents have very specific needs and you can't always get what they want. I also 
do the shopping for the Lewin Lodge Kiosk. 

147. Sometimes I don't have enough hours in the day so I have to go and do shopping 
for them in my own time. It is so stressful when I have different lists for different 
residents . 

Phvsical.T.herapy . 

148. If a physiotherapist gives a resident exercises to do we make sure that they do it. 

Health and Safety 

149. Working as a carer or a Homemaker is very physically demanding. We are 
constantly lifting and bending to move clients. Sometimes this will take two of us. 
This happens many times a day as we move clients out of bed, shower them and 
toilet them. The physical nature of the job has become more obvious as our 
residents become frailer as we have to assist them more physically. 

150. We will also support residents physically when we walk them and we push them 
around in wheelchairs. 

151 . I do the health and safety assessments relating to staff and residents. This is 
usually informal and can play out in many ways. For example, I recently identified 
that there was a health and safety issue with lifting a large female resident. I'm 

·-- -----str"0ng-and work out but I tweaked my arm performing this lift. It was on the same 
lady who fell off her commode and landed in between the toilet and the wall. 

152. I identified a safety issue with lifting her and ensured that this was always done with 
two people and using the Stand-Up Lifter machine. This should minimise the risk of 
us hurting ourselves through heavy lifting and of the resident getting hurt when 
moving her. I also ensured that we implemented a procedure where she was always 
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supervised by a staff member while using the commode or toilet to ensure that she 
would not fall again. 

153. Another example is  He is a very difficult man and can bully staff and other 
residents. He has hit me previously (he wouldn't have meant to hit me - he was just 
angry) and once smashed the coffee machine. He's very much "do it now and do it 
my way" and this gets worse when he has had a drink. With  I have 
implemented a practice that when he has been out drinking we have a rule that 
when he comes home he will stay in his room and have dinner there. 

154. I've taken few hits in the Dementia Ward. I've also had someone try to rip my hair 
out but thankfully it's short. It's not the residents, it's the disease. 

155. I try and avoid this situation or manage it by implementing the following strategies: 

(a) 

(b) 

(c) 

(d) 

(e) 

(f) 

(g) 

Maintenance 

getting to know people and creating a relationship of trust; 

providing comprehensive personal care; 

Obtaining an understanding of what triggers particular residents through 
observing them; 

Watching them to identify early if their moods are changing; 

Trying to establish the underlying issue that is causing an outburst (if 
everything else fails, it's probably pain); 

Dealing with the underlying issue by trying to de-escalate a resident. The 
methods I implement to do this will vary but might be by speaking in a 
soothing way or leaving a resident alone and coming back later or 
distraction; and, 

If you don't do that, residents can get so angry that there's no reasoning 
with them or taking medication. 

-5e-:- have beerr told not to but sometimes I have to do routine maintenance because it 
is quicker than getting the maintenance man to come. For example, last weekend I 
unclogged a drain because it wasn't working. 

157. Sometimes I put fly screens on for residents and change lightbulbs for them. 

Additional Duties 

158. I have to assist residents with technology. 

159. Sometimes this is helping them use technology. Other times I fix little glitches or 
issues with their technology for them. 

160. I will have to research online how a machine works and trouble shoot why a 
problem might be happening (for example, why it keeps on muting conversations). 

161. It took me a long time to figure out how a particular phone of one of the residents, 
kept on getting muted and fix it and then explain to how to avoid it from 

--happening again: 
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162. 

163. 

164. 

165. 

166. 

167. 

We deliver newspapers to residents. 

We pay resident's bills for them. 

I deal with complaints and enquiries. This might be anything from looking at a sore 
toe and applying medicated lotion, or, "/ have run out of this cream - can you order 
it for me", or, "my bed hasn't been made". 

It is my job to sort these things out and fix them up. 

Sometimes I have training or different meetings to attend to. 

We have huddles during the day (with care staff and sometimes the RN) where we 
discuss residents and what we have on. This might result in different messages 
being relayed to different people. The RN might ask you do to different things. The 
RN might even ask us to run into the chemist and pick up medical supplies. This 
does not happen often but it has happened a few times in the past. We might also 
drive to the shops to pick up referral sheets from Springwood X-ray. 

Dealing with different cultures and disabilities 

168. 

169. 

170. 

171. 

172. 

We have had a few Dutch and German residents come in. There are not a lot of 
non-English speaking residents in Springwood. 

If there's someone from a different nationality we have to adapt to people's 
language barriers. I go and buy or make cue cards so that we can communicate. I 
also use gestures to assist communication. 

You also assess facial expressions to understand how much pain they are in if they 
are unable to verbally express anything. Examples of expressions include looking 
for moaning or groaning. There's always something we can do to ease the 
communication aAd help them. 

Sometimes where someone has hearing loss we need to talk in a deeper tone, or if 
someone is blind we need to approach them differently so we don't scare them. If 
they are deaf we also buy/make cue cards. 

You also learn gestures or use pain charts. There's always something that wil l help 
them to understand, communicate and feel less isolated. 

Care plans 

173. For each resident when they are admitted a care plan is created and entered onto 
the iCare system. This plan covers the following care areas: 

(a) Admission & Case Conference 

(b) Personal Care and oral hygiene 

(c)-~ -- 0ral Care 

(d) Social and Cultural 

( e) Medications Medical and 

(f) Pain 

(g) Skin 
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(h) Nutrition and Hydration 

(i) Continence 

U) Sleep 

(k) Palliative 

(I) Mobility 

(m) Communication and Cognition 

(n) Behaviour and Depression 

(o) Spiritual 

Intake 

174. I am not usually involved with the development of a care plan as that is the RN's 
duty, however I do have to update the plan sometimes. 

175. When I am notified that a new resident is coming to the facility, I am sometimes 
provided with some background information on the resident. However, sometimes 
the RN does not know any information themselves. I usually check to see if they are 
mobile. ------- --- -

176. Upon arrival, I will do the following: 

(a) Take their basic blood sugar levels; 

(b) Check blood pressure, 

(c) Check temperature; 

(d) Perform skin check; 

( e) Weigh resident; 

(f) Meet and greet their family members; 

(g) Complete the 810 Lifestyle Plan; and, 

_____ _,_!}}_ Write-up the resident's profile on iCare with their likes and dislikes; 

177. The RN (if the resident has been transferred from hospital) will set out guidelines for 
care, including on wound care and nutrition. 

178. The Physiotherapists will do an assessment on mobility. 

Palliative Care 

179. One of the hardest parts of my job is saying goodbye to residents. This happens 
more than it used to as residents seem to be older and more frail when they come 
into care. 

180. I have had a lot of experience now providing palliative care. I have also done 
different levels and online courses. Uniting has organised some training for me but 
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------ ---- -
mostly I have learnt how to care for palliative care residents just by doing it for so 
long. 

181. I speak to dying residents as I always do, with compassion and decency. I treat 
them the best I can. I make sure they are as comfortable as they can be. For some 
it will be the little things that help - such as making sure their hair is done. I am not 
a religious person but if I need to be, I can be. Whatever they need I do. 

182. In the last six months, 2 residents have passed away. Their names were  and 
 

183. Most residents that are dying usually do want to stay with us because by that point 
the nursing home has become their home. If they want to stay in the home rather 
than go to a hospital, it's not palliative care, it becomes end of life care and it can go 
for many months before someone passes away. 

184. If a resident wants to stay home, we will try and honour their wishes and only send 
------ --them to hospital if absolutely necessary. For example, if someone has a chest 

infection, whether we send them to hospital will depend on what they want to do. 
We always ask them what they want and whether they go will depend on the 
resident's choice. 

185. The residents get used to Homemakers and the care workers as we are the 
constant in their lives. Unless an S8 drug is being administered the RN's don't 
necessarily have to spend time with residents so it is up to us to provide the 
physical and emotional care towards the end. 

186. Sometimes our residents are in a lot of pain towards the end and they can't even 
tell us where the pain is. In those circumstances I advocate for the RN to keep 
adding pain relief until the pain is manageable. We try and make it a smooth 
journey as possible. 

187. Some of our residents are spiritual and some are not. If they need to be attended 
to, I'll contact Uniting's Pastoral Care unit. I'll ring and ask them whether they can 
have a chat with a resident. 

188. If someone wants last rites administered, we have to get a Catholic priest. The 
same goes, whatever religions someone is - we try and understand what a resident 
needs, and then we contact Pastoral Care or make the necessary arrangements 
ourselves. 

Freda 

189. was a doctor of anthropology. She came into the home as an end of life 
patient who was not expected to live long. She ended up staying for 6 months. 

190. She was in terrible pain. It was up to care staff, the RN, and everyone, to manage 
that pain. I would check in with the RN about that frequently. I also obtained her an 
air mattress as I thought it would make her more comfortable. She was verbal so 
she could tell us what was helping. 

191. We also give end of life residents emotional or spiritual care. I try to give them 
reassurance that it's alright, but what can you say? Residents will tell you they don't 
want to be here anymore. I just try and comfort them and talk to them about things 
that make them happy or distract them 
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192. I just try to make them as comfortable, physically and emotionally, as possible. For 
example,  was allergic to Endone, so she was nervous about having 
morphine. I made sure to let her know that it was morphine that the RN and I were 
administering and that it wasn't Endone. I always introduced her to the RN that was 

-------'-ro-"-sC....t"""e ___ re~d or:, s9Jh_at she would be confident about them. 

Kath 

, 193. We see the relatives of end of life residents a lot. For example,  son was in 
almost every day. 

194. She passed away on Australia Day and when I came into the room I could tell 
straight away that she was dead. I'm not a religious person but I held her hand and 
wished her well. I cleaned her up and checked that everything was fine. 

195. Later I spoke to her son and let him know that it had been a peaceful end. 

196. I gave him my condolences and a hug when he came back the next day to get her 
stuff. 

After Death 

197. 

198. 

199. 

200. 

201. 

202. 

203. 

204. 

205. 

When one of my residents has passed away, I usually take a moment with them 
privately to say goodbye. Because someone is dead you still have to respect them. 
Sometimes I am incredibly sad, especially if it is one of my favourites and they have 
been with me a long time. It is an honour to get them ready for their final journey out 
of Lewin Lodge. 

I then put the air conditioner on. 

I dress them in their favourite clothes. If they are religious we put their rosary beads 
in their hands. 

I tidy their hair. 

I put on makeup for them if they liked it when alive. For  I put her lipstick on 
and her favourite headband. 

One of the nicest things you can do is wash someone's feet and their hands. 

After the family has been notified, and when they are ready, I will help the family 
pack up someone's belongings and help them dispose of anything they don't want. 

Some times it can be tricky dealing with the families. Sometimes people don't 
realise the reality of the situation and they can be really shocked when their loved 
one dies. 

You have to treat family members with respect too. You don't know what they're 
going through. I get on with most families pretty well. You have to be honest and 
direct and comforting. 

Supervision 

206. I report to the Clinical Service Manager (CSM). The CSM usually gives me broad 
supervision but I am not really supervised on a day to day basis. 
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207. Anything out of my scope goes straight to the RN for a decision. 

Changes over time 

208. There have been many changes since I started in Aged Care (as detailed above in 
my statement). 

- ---z0·Y-- =r~ese have included the introduction of new duties (such as BSLs, weigh ins, 
checking blood pressure, wound care) and new skills required to perform the work. 

Changes in health of residents 

210. 

211. 

212. 

213. 

Residents in Aged Care have changed over my time in the job. They have a lot 
more ailments and are coming in with more needs. 

Many are a lot older than when I started. 

Nearly everyone in Lewin Lodge has some form of dementia. 

Even the younger people have more needs than when I first started. 

214. If residents are less mobile you have to get them assessed and put them in 
wheelchairs. We work around it and try to include them in activities and meals. We 

_ ______ c.ao.'.t leav.e them in their room. This makes the work a lot more physical as there is 

215. 

216. 

217. 

218. 

219. 

220. 

more lifting, pushing and physical support to be provided. 

More residents in wheelchairs also means that we have to tailor each activity so 
they can join. You also have to include residents with dementia but you have to 
make activities easier or simplify it just for them. 

Dealing with residents with dementia can be really hard. I've been hit a few times 
over the years. The Lewin Lodge ones - they impact on you with their behaviours. 

There is one lady that lives upstairs but comes downstairs and swears, comes in 
people's way, sits at someone else's table and then offends other residents. It falls 
back on us to manage that. I do this both by managing her (usually by giving her my 
hand to let her know I am there for her or leaving her alone as she likes to be alone) 
but also by comforting other residents when she distresses them. 

We also have a 59-year-old who had a stroke. He is very demanding and arrogant. 
When he has been out drinking he becomes violent. He's got this electric 
w-heelGhair and he's banging it and driving it at staff. He has really scared staff in 
the past. 

The best way that I have learnt to deal with dementia sufferers is to observe them 
and get to know their triggers or when they are agitated. One of the residents,  
grabbed my head , really hard. So, I knew to be careful. I know when people aren't 
having a good day. Most of the time it is pain related. 

Some of the strategies I adopt are leaving people for 5 to 1 O minutes and coming 
back, distracting them or dealing with their pain. I try different approaches until they 
are okay. 

COVID-19 
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221. Since COVID-19 started, Uniting has been more stringent with wearing protective 
personal equipment. I think this will continue post COVID-19. I still have to mask up 
every day. 

222. If there's a new resident, I need to don and doff PPE for 14 days whenever I enter 
their room. The residents have to quarantine in their room for 14 days if they are 
new or come from the hospital. Sometimes it is less than 14 days if their COVID-19 
test comes back negative. 

,223. COVID-19 was really hard on residents as for months on end they weren't allowed 
out. Visitors were not allowed in. Now it's two visitors at a time allowed for a limited 

- ------ time:-

224. Those visitors either have to go to Admin to be screened (between 08:00am and 
4:00pm) or if they visit outside those times we have to screen them. I've been doing 
all the screening for 12 months for the bottom and top floor of the home. This 
involves getting them to fill in paperwork designed to check whether they might be 
at risk of having COVID-19. 

225. As well as that, I have to physically observe their presentation. If someone is 
coming in coughing and spluttering, I will tell them that they can't come in. 

226. I have also had to observe the health of staff to assess whether they might be at 
risk of COVID-19. I've been there when staff have been coughing and spluttering 
and I have told them to go home. One staff member had to go home with a 
COVID-19 test and their partner and cousin both also couldn't work, meaning that 
there were three staff off the floor. 

__ __.2-2...,.7~_1 tbinkJ_he stricter adherence to cleaning, using PPE and not working when sick will 
continue after COVID-19. I think I will be required to more closely monitor people's 
health when they attend as a visitor and an employee in the future as this reduces 
the risk of serious infection being brought into the home. 

228. During lockdown residents were very confused and upset about not being allowed 
out of the home and not being allowed to see their loved ones. I was having to 
explain to some residents several times a day that it was happening to everyone. 
They would say things like "it's Uniting's fault and I have to tell them". I would try 
and gently explain to them that it was the government's decision. It was very 
draining. 

229. In order to help morale, I increased activities to try to keep them all busy. I also 
spent more time talking to the families of residents and communicating with them 
about their loved ones. Often families were distressed and I would try and calm 
them and let them know everything I was doing to help. 

230. I also learnt how to use Zoom, WhatsApp and frequently organised for families to 
----- .. ..communicate that way. Families of residents have my personal mobile number and 

they know they can contact me any time - day or night - whatever they need. 

231. For example,  who is 99 years old, has two daughters who live overseas so I 
have to do What's app face-time with them on my phone so she doesn't feel alone. 
They can't see their mum in person and she doesn't have any other family. 

232. I went in on Christmas Day last year and set my phone up in the morning and 
afternoon (as they live in different countries) so she could speak to them. I just set 
up my phone and leave the room, and let them have their time on the phone. If I 
didn't organise Face-time then they might not get to have their final call with their 
mum. 
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233. In order to keep residents in touch with their families I had to figure out how to use 
Samsung tablets because I was only familiar with Apple operating systems. Some 
residents have their own iPads. I set them up for them to Zoom with their families. I 

_ _____ _;:a~ls:a..:o::;,..c.;pr=eQ_ared (he Fa1her's Day message to residents from Uniting. 

234. 

235. 

236. 

237. 

On other occasions during COVID-19 I would take residents to the veranda where 
they could do a window visit with family on the outside. Whilst they couldn't touch 
they could talk from a distance. This really helped to settle residents and improved 
morale. 

When you think of it, we do really well up here. I always go out of my way to make 
residents happy. We try to keep them happy and make their life a little better. They 
make my life better too! It is definitely a mutual relationship 

I always dress up for holidays to make them laugh. They just love to laugh and have 
banter with someone. 

Residents all have little things that make them happy and I love to find those things 
and have them know that they can rely on me. It is an incredibly exhausting but 
rewarding job. 

Virginia Ellis 

Date: ~r 3( 2_\. 
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When you live with us,  
you live your own way.

Uniting Springwood

Uniting Springwood is a comforting aged care  
home in the heart of the iconic Blue Mountains.  
Our compassionate staff warmly welcome you with  
round-the-clock comfort and peace of mind, and care 
that’s tailored to suit you. This includes full-time nursing 
and personal care, access to clinical and allied health 
services, and specialist dementia support. 

24/7 nursing care

Secure memory 
support unit

Beauty salon

Pet therapy

Leisure and  
wellness programs

Feel right at home.
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You’re in the right place.

Truly holistic care
• Clinical and allied health services
• Spiritual and pastoral care
• Nutrition programs
• Chapel

Health and beauty
• Hairdresser
• Massage

Leisure and entertainment
• Vegetable patch
• Gardening
• Days out
• Library
• Games
• Crafts

Family-friendly features
• Room for private get-togethers
• Landscaped gardens
• Public transport
• On-site parking
• Courtyard

Choosing an aged care home is a big  
decision for you and your family, so we’re  
here to make things a little less daunting.  
Part of what makes our home special is that  
we think of ourselves as an extended family. 
We work to create an environment that’s 
loving, caring and supportive, so you can  
settle in easier – and feel at home faster.

Plus, when you live with us, you’ll have  
access to a wide variety of services to help  
you live a fulfilling life.

Aged care that feels like home
Life at our home revolves around our groundbreaking 
‘household living’ approach. This sees you live within 
a small, active household, where you share a kitchen, 
dining and living area – just like any family home.  
And rather than having our staff set your schedule, 
you’ll be free to set your own day-to-day routine.  
This includes everything from what you eat and  
when, to the activities you take part in, and even 
when you wake and retire. Because having the 
freedom to make choices helps you feel at home.  
And that’s what Uniting Springwood is all about. 
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You won’t find ‘one size fits all’ here
When it comes to your care, we embrace  
what makes you uniquely you – your likes,  
your habits, your culture and your hobbies 
 – and welcome you exactly as you are. 

By taking the time to develop a close 
relationship with you, we give you the power  
to shape your own life and create your ‘normal’ 
– so you feel safe, comfortable and at home. 

We honour your desire to express who you 
are, and make your own decisions about the 
support you receive and how you contribute 
to your community. It’s an approach we call 
Inspiring Life.

Live your best life
Our leisure and wellness programs are designed 
around you. We take the time to understand your 
interests and preferences, so we can develop a 
program that promotes your health and wellbeing. 
Your activities may be planned or spontaneous,  
solo or with a group, or even led by you if that’s  
your wish. It’s another way we support you to live  
a meaningful and happy life.

Your home, your community
This is your home, and we want you to share it 
with your friends and family at any time of the 
day or night. That’s why Uniting Springwood has 
dedicated areas designed for entertaining, including 
child-friendly outdoor spaces, a BBQ, and peaceful 
courtyards and communal spaces. The iconic Blue 
Mountains are right on our doorstep. And our easy 
on-site parking and excellent transport links make 
getting to and from our home a breeze. 

Caring for your mind, body and spirit
You’ll have access to regular visits from our local  
health practitioners, including physiotherapists, 
dietitians, podiatrists and GPs. If you’re seeking  
a shoulder to lean on, comfort in grief, or the chance 
to explore your spiritual side, our pastoral care and 
church services are here to help – and you don’t have 
to identify as a person of faith to benefit. We welcome 
the cultural contribution your personal beliefs and 
heritage bring to our home.
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Book a tour
You’re invited to meet our team and have  
a look around Uniting Springwood.

2 Lewin St 
Springwood NSW 2777

Call us to make an appointment.

1800 864 846  
ask@uniting.org  
uniting.org

Bus Stop

Train Station

Hospital

Medical Centre
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Uniting 
Springwood
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Springwood, NSW 2777
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Chemist

Shops

Recreation

Room to be yourself
Our rooms offer you all the comforts of home 
you’d expect, with options to suit your needs  
and budget.

Comfort Living Comfort Living
Single room Single room
Private ensuite Shared ensuite
Air-conditioned Air-conditioned
19-22m2 19m2

Spacious 
Living

Secure  
Living

Companion  
Living

Single room Single room Double room
Private  
ensuite

Private  
ensuite

Shared  
ensuite

Air-conditioned Air-conditioned Air-conditioned
19m2 21m2 26-32m2

Uniting is responsible for the social justice, community services and 
chaplaincy work of the Uniting Church in NSW and the ACT. We provide  
care and support for people through all ages and stages of life, with a focus 
on people experiencing disadvantage and vulnerability. 

Our purpose is to inspire people, enliven communities and confront injustice. 
We celebrate diversity and welcome everyone exactly as they are.

© Copyright Uniting 2019
18-RHC-327. AUG19
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,, • • un1t1ng 
POSITION DESCRIPTION 

Your position: 
Your classification: 
Your department: 
Where you'll work: 

You'll report o: 
Your direct reports: 

Your key relationships: 

HO EMAKER 

Home l'rlaker 
Resideht ial Care Tea 
Residential ag!:!d care 
Vario s locations 

Yo 'll b~ part of t he collaborative Uniting team, led by the Service Manager, which includes 
Care Workers, Registered Nurses and ACFI Coordinators, Allied Health professionals, 
Pastoral carers and volunteers, who work together to serve people and their families. 

You' l l also work with external stakeholders including other service operators, 
representatives of relevant government bodies and a range of providers and suppliers. 

WHAT W~'Rf ABOUT 
' 

Our purpose: To inspire people, enliven communities and confront injustice. 
Our values: As an organisation we are imaginative, respectful, compassionate and bold . 

• 
ABOUT THE ROLE 

Our Home Makers live and breathe lnspi,ed Care. This role is central to the delivery of our 
person-centred approach, based on agreed individual care plans that enhance the physical 
and social wellbeing of our clients and help them achieve their goals. Our Homemakers 
lead their team, working co-operatively with clients, their families and friends, to ensure 
the daily activities of the home reflect individual choice and cont rol of our clients. 

ROLE OBJECTIVES 

• Communicates well with people of varied needs and backgrounds 
• Balances client needs and work load allocations in collaboration wit h Care Team 
• Facilitate meaningful lifestyle choices that reflects t he unique needs of each person 
• Participate actively in the local leadership team 
• Promotes the right s and privacy of t he people who live in our homes, in accordance 

with relevant policy and legislation 
• Work for the continuous improvement of our service to ensure it's the best it can be, in 

line with Aged Care Accreditation Standards 
• Part icipate in ongoing professional development. 

• 
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• • un1t1ng 
YOUR RESP.ONSIBILITIES 

Financial management: 
• You'll monitor supplies and consumables and re-order as needed, in line with 

relevant budgets, in collaboration with your superv/ or 

Operational processes: 
• You'll coordinate acf 1ties of the home, e:reated around individual choice. 
• You'll participate int e assessment, monitoring and delivery of care to meet 

individual need. 

• 
• 

• 

• 

• 

• 

You'll coordinate worl{ to team members based on their sJ<ills and abilities . 
Queries and complainls..from our client"s and their families, as well as your co
workers and other service providers, that come your'way, will be and led with a 
confidential and timely approach in collaboration with your supervisor 
You'll take your record keeping seriously and make effective use of our electronic 
management systemt 
You'll monitor our equipment to ensure it's in safe working order and request 
maintenance and repairs when needed. 
Your participation in audits (and other activities aimed at continuously improving 
our service) will help us identify and reduce client incidents and unsafe work 
practices. 
You'll work within relevant government legislation and Uniting policies and 
guidelines. 

Client management: 
----- - IA-€ollaboration--w-ithl!:ie-Gai:e..teai:n,...you'll work with our client s to help them set 

and achieve their goals. - -
• While providing effective and timely care, you'll treat our clients with respect and 

recognise their abilities, preferences and decision-making capacity. 
• The rapport you build with our clients and their families will encourage their social 

and recreational interests and empower them to participate in the community. 
• You'll assist our clients with daily living activities and personal care and make t heir 

dignity and independence a top priority. 
• Clients, carers and families can be confident that you'll take on-board their 

feedback, leading to improved customer experience for everyone in the service. 
• Your commitment to quality care will ensure you'll monitor client progress, 

especially signs of deterioration and escalate any changes or concerns to your 
supervisor. 

People management: 
• You'll contribute to a cohesive and harmonious team that respects each other's 

ideas, integrity and abilities. 
• You'll maintain skills and knowledge related to your role, including regular 

attendance at training, team meetings and one-on-one supervision/support 
meetings with your supervisor. 

• You'll support new or less experienced members of the Uniting team by sharing 
your knowledge and setting an example with your high standards of work. 

• You' ll monitor unplanned leave i.e. sick leave and shift variations to make sure 
t here is stability for clients, reporting any concerns to your supervisor. 

• You'll identify team and volunteer training needs, providing peer support and 
mentoring. 

• Your attention to personal safety and risk management, use of appropriate manual 
handling techniques, food safety and correct chemical handling procedures will 
contribute to a safe workplace. 

!'It., 
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uniting 
• You'll model t he values of the Unit ing Church by respecting and valuing t he 

inherent dignity and uniqueness of each person, celebrating diversit y and 
passionately pursuing social justice and inclusion. 

KEY PERFORMANCE INDICATORS 

l Financial management: 
• You'll follow relevant procedures, including diligent record keeping, when handling 

money or ordering supplies. 

Operational processes: 
• You'll provide det ailed and accurate information t o our client s about the services 

Uniting offers. 
• You'll work within Uniting policies and guidelines. 
• You're understanding of Aged Care Accreditation Standards, t he funding t ool and 

relevant regu latory requirements lead to cont inuous improvement of our 
processes. 

Client management: 
• Your duty of care to clients will show your respect for their independence, choice 

and control. 
• You'll contribute to the evaluat ion of client outcomes through observation, 

feedback, care plan reviews and audit s. 
• Your ability to handle client information, q~ ~arui.c.omplaints..sensitively and 

confident iality ~ lead t ~ trust ing relationship between the service and our 
clients. 

People management: 
• You'll build and maintain collaborative relationships with your team, volunt eers 

and visiting professionals. 
• You'll monitor t he t eam's adherence t o policy and guidelines 
• You'll document and report all hazards, incidents, formal and informal complaints 

and feedback that may impact the people you work with. 
• You'll develop and maintain your knowledge and skills by act ively participating in 

the training Uniting provides and your own professional development. 

THE IMPORTANT DETAILS 

Qualifications: 
• Certificate 4 in Aged Care or equivalent qualifications and/ or experience 
• Current First Aid certificate 

Your experience t icks the following boxes: 
• A good insight into t he health, social or aged care services indust ries 
• Great communication and customer service ski lls and t he ability t o get along easily 

with others 
• A gift for working collaboratively with a team and confident making decisions 
• Great understanding of Work Health and Safety principles and risk management 

practices 
• Confident using elect ronic, communication tools, including documentat ion 

system s, email and mobile phone 

. t 
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uniting 
• Great organisation and time management skills. 

Even better: 
• Previous experience in aged or community care or in a retail or hospitality 

environment 
• Certificate 4 in Leisure and Lifestyle and/ or Frontline Management 
• Assist Clients With Medication 
• Recognise Healthy Body Systems 
• Provide Support to People Living With Dementia 
• Participate in the planning, implementation and monitoring of individual lifestyle 

programs 
• Experience using client/data management systems 
• Current Australian driver's license 
• Current LR bus driver's license 

ABOUT UNITING 

At Uniting, we believe in taking real steps to make the world a better place. We work to 
inspire people, enliven communities and confront injustice. 

Our services are in the areas of aged care and disability, community services and chaplaincy 
and we get involved in social justice and advocacy issues that impact the people we serve. 
As an organisation we celebrate diversity and welcome all people regardless of lifestyle 
choices, ethnicity, faith, sexual orientation or gender identity. 

We believe choice is everything. Uniting is the largest provider of aged care Tri N-SWand the 
ACT with more than 15,000 people in our services. We offer aged care homes, independent 
living, care in the home and in the community, healthy living for seniors and respite care. 

Managers Name: 
Employee Name: 

Title 

Date: Date: 

Signature: Signature: 
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IN THE FAIR WORK COMMISSION

FWC Matter No: AM2020/99

Application to vary or revoke the Aged Care Award 2010

REPLY WITNESS STATEMENT OF VIRGINIA ELLIS

I, Virginia Ellis, Homemaker, of 

 state as follows:

1. I am a witness in these proceedings.

2. I have previously provided a statement in respect of these proceedings, dated 28 

March 2021 ("my first statement’).

3. I now provide the following information in addition to my first statement.

COVID-19

4. Being an aged care worker since the start of the pandemic has been incredibly 
difficult. The only stress in my life is my work. Until this year I didn’t drink alcohol- my 

stress relief is the gym- but this year for the first time I have started to have a couple 

of drinks per week just to ease my nerves at night when I get home. Sometimes I 
think I should quit because the job is so hard and the pay so poor but I care about 

the residents and I have a really good manager who tries to support me and residents 

as much as possible.

6. We have been chronically understaffed in my workplace. Usually, we have 

approximately 100 shifts a fortnight vacant on the roster where we just don’t have 
enough staff employed and well and able to attend work. Every day, we work short 

staffed in my facility across all of the houses. Even if we do start a shift with a full 

staffing roster we often lose someone to another house because they are short 

staffed.

6. Uniting have lost lots of staff during the pandemic who don’t seem to have all been 

replaced. People tell me that they are leaving because the job has become too much.

7. Residents these days (more than when I started and more even than last year) 

require full care. Some have dementia, are aggressive and are difficult to deal with. 

With the patients being very unwell they are often more demanding in every possible 

way, requiring extra emotional and physical support Residents are being admitted 
with much greater needs and also residents with dementia are placed in nondementia 

wards while residents are admitted that require lifters with a full sling without 
consideration of how small the bathrooms are for moving these residents. It is 

particularly hard to care for these types of residents in the home model that we have
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at Uniting as carers provide multifaceted support to the residents in a home like 

environment This takes more skill as we need to not only provide person care but 

also cook and clean and provide physical and mental health support and medication.

8. On the floor of Lewin Lodge that I work in we have 35 residents. We need to perform 

the duties described in my first statement as well as providing recreational activities, 
performing Rapid Antigen tests (RATs), doing temperature checks for everyone, 

filling in necessary paperwork and records, making and serving ali the meals and 

drinks for residents, providing personal care and providing medications Central to 

the home model of care at Uniting is the need to ensure that residents needs and 

choices are taken into account when we are working. This has been challenging when 

we are so short-staffed.

9. When we are working short staffed (which we often are) we don't get to take our 
breaks because it is not possible to answer the buzzers within 10 minutes and get all 

the work done.

10. In order to deal with the short staffing, we have to focus on prioritising the more 

important tasks. I sometimes literally run from one task to another. I have to triage 
the order of urgency. We go to the neediest first, including people in pain or who are 

being aggressive or if they are a falls risk. Recently I had a situation where i was 

showering a resident Someone else was calling me as they were in pain and then a 
visitor arrived at the front door and kept on buzzing. This was really stressful as I 

determined that I couldn't leave the resident that I was washing without jeopardising 

her safety and all other staff were attending to other residents in similar 

circumstances.

11. I tried buzzing the Registered Nurses (RN) on duty but they must haw been busy as 

they didn't respond so 1 stayed with the lady 1 was washing and tried to speed up her 
shower process while maintaining the usual observations of her health and used my 

private phone to call the RN in Jacaranda House for assistance whilst still providing 

personal care. The RN then came and helped the resident who was in pain. I had to 
explain to the resident I was working with and the one who was calling out what I was 

doing and why. High level communication skills are key in managing these situations.

12. When you are understaffed it is very hard to provide the full suite of person-centred 

care that Uniting requires us to provide. I find this hard to reconcile as we want to 

provide as much choice for residents as possible. By way of example, several weeks 

ago we were understaffed so I had to decide what was superfluous. I needed to 

prioritise so I deleted the scheduled group activity. I felt that I did not have a lot of 
choice- especially as the Recreations Officer was absent. I then printed out puzzles 

that residents could do on their own.

13. During these times I have had to think of alternative measures to keep spirits up so I 
have encouraged people to attend morning tea and I try and take people down to the 

dining room so that they get a social atmosphere at lunch time. I also put on a movie 

for a group of residents, organise the Chaplain to do a visit or ask a volunteer to do 

1 on 1 time with a resident (after I select one who seems most in need of social 

support).

14. During COVID we have also been required to answer the front door to visitors (when 

the Administration Office is closed on weekends), ensure that visitors check in 
properly, record who is coming on to the premises. In order to get all of the care done 

PCWs including myself are regularly having to stay back after the shift ends at 6pm, 

until 6.30pm to assist with 2 person assists. Sometimes there are just two staff from
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3pm to 6-6.30pm when I leave and then after 6pm there is just one person rostered 

to work on the other floor of Lewin Lodge looking after 23 residents. I have to stay 

back to ensure that the residents who require two-person assists can get back to bed 

as one person can’t do this alone (while attending to 23 residents). I have to work 

through the medication round very efficiently so I can help the other staff with dinner 

and feeds. When we stay back like this it is often unpaid but we have no real choice, 

as we must prioritise resident care and some residents can't be moved or provided 

with personal care without 2 people.

15. As a result of being short-staffed Uniting have had to call in agency staff or casuals. 

My manager has told me that even getting these staff has been difficult as the 

providers say that no one wants to work In the industry. Agency staff have told me 

that they have had enough and are not coming back. Permanent staff have told me 

that they are looking for jobs at supermarkets like Coles as they have had enough.

16. Even when we do get agency staff, the majority of the time they have no experience 

in aged care and don’t know what they are doing or what is required of them. They 

usually won’t have had any training from Uniting before they come to work on the 

floor. I have to train them whilst doing my noimal role as well. Many of our agency 
staff don't have great English language skills and I have had to figure out howto train 

them while having communication issues. This makes it really hard so I slow down 

my explanations and try and do demonstrations. Sometimes it is easier to do it myself 
but l know I need to train them so I can get good support for the residents.

17. Ido this by taking them through all of our procedures and duties and talking to them 

about our residents and their needs. Sometimes even though I do this they don't get 

things right so I need to do a demonstration and work through our roles again. For 

example, I recently had one agency person who went to shower a resident but left 

their incontinence aid on.

18. In my experience, agency staff work one or two shifts doing care work and then I 
don't see them again, I have also been told by the Chef that kitchen staff might survive 

one shift and then quit (including permanent staff not just agency staff). This is really 
hard as the care staff then need to do some of the work of the kitchen staff, like 

serving up meals and serving dinner trays.

19. Many have expressed to me their surprise at the intensity of the work with the 

competing demands and physically and mentally demanding nature of caring for the 

frail and often mentally unwell residents.

20. We have had some issues with staff turnover in the past and maybe once a week 

someone would call in.sick but not to this level and not for this long.

21. It has also been incredibly hard to work in full Personal Protective Equipment (PPE) 

over the last year. It has also been hard to keep track of what the approach to PPE 

is as it can vary day to day. One day we can be in lockdown in full PPE, one day free 

and wearing less PPE, then the next day we will be back in lockdown. We were in 

lockdown for 8-10 weeks on one occasion in the last year. Only this week we went 

back to masks as opposed fuller PPE.

22. It is really hot and uncomfortable to work in full PPE. At times I have thought I was 

going to faint when showering residents while wearing full PPE. It is also very time 

confusing to doff and don it repeatedly during the day (including each time we see a 
resident who has COVIO), This puts more pressure on PCWs and carers as we have 

less time, less staff and more demands from residents (especially those with
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behaviours as they tend to exhibit more disturbing behaviour when we are in PPE 
and when we have less time just to sit down with them and have a chat).

23. For residents who are hard of hearing, which is most of them, it is harder to 

communicate with a mask and shield on. Even residents who don't have full blown 

dementia have a short memory span and can become distressed by our physical 

appearance. PPE scares some residents as they can’t recognise us. I have had to 

communicate differently to a degree to reassure them. I have done this by adjusting 

my tone, speaking calmly and dearly.

24. During COV1D we had to team how to safely dispose of PPE to minimise the risk of 

infection. We set up one of the seminar rooms with special tables and bins to secure 

used PPE. We are also now expected to empty the bins.

25. We also had to leam how to give residents and visitors RAT and PCR tests, interpret 

the results of RAT tests, document and record results in iCare for RATs and send 

PCR tests to Pathology (including putting the correct label on it and ensuring no 

contamination occurred before it was sent off so that it returned a valid result,

26. We had two residents in Lewin Lodge who got COV1D. Thankfully both survived. It 

was a very difficult time for us as carers as both residents were very unwell. Both 
have mild dementia and their behaviour deteriorated while they were unwell, and, 

sadly, hasn't improved since they recovered.

27. One of the residents (who recently passed away) was 120kg and takes two people 

to provide her with her personal care (sometimes four). Caring for her including 

moving her, showering her and toileting her is challenging enough without PPE but 

was very difficult in full PPE

28. These two residents were very stressed and upset while unwell with COVID. Care 

staff had to be very patient and use our listening and communication skills to offer 

personal care and also emotional support. Sometimes they wouldn’t want treatment 

or recommended health measures and we had to use our best endeavours to 

persuade them. For example- the doctor had prescribed frequent fluids and the 
residents were resistant to drinking so we had to put a lot of effort into persuading 

them,

29. In relation to their physical health we had to observe their health closely, looking for 

any sign of deterioration that warranted different medical interventions. We did this 

four-hourly (including testing their temperature and oxygen). This was time 

consuming as was keeping all of the charts, notes and observations regarding their 

health. I had to prioritise what not to do with other residents as we were short staffed.

30. We are very proud of giving good care at Uniting and in particular Lewin Lodge. In 

order to assist the COVID positive patients, I set up zooms with their families and 

talked to them and played them music.

31. I felt very anxious during this time- anxious that I would catch COVID myself (which I 

did), and anxious that they wouldn't get enough food or fluid if I wasn’t there to cajole 
them or supervise. It was a very tough time. I was constantly emphasising to my staff 

that they couldn’t leave these residents to feed themselves given their health and that 

they would have to be fed by PCWs.

32. Even when a resident is healthy either myself or a PCW will participate in an annual 

case conference with each resident their family members, treating doctors, a
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Registered Nurse and the Deputy Manager of our facility. In these meetings we go 

through our observations of the physical and mental health of the resident in great 

detail. We also do these case conferences more frequently if there is an issue, 
complaint or significant change in a resident's health. I am an active participant in 

these conferences and provide observations including my views on resident's moods, 

behaviours, food intake, bowel movements and medical conditions. I was not involved 

in these conferences in the early part of my career.

33. When one of our residents had COVID we did a case conference to assess their care 

needs and health needs. I also set up daily case conferences between the doctor, 
myself and each resident. To do this I would get into full PPE, set my phone up in the 

room where the resident could engage in conversation and be observed on video by 

the doctor, set up a video conference, engage in the videoconference by offering my 

observations of the resident’s health and answer questions posed by the doctor. This 

included my observations of her health (including temperature, moods, behaviour, 

food and fluid intake, bowel movements and medical conditions). The resident and 

myself were the only participants on these conferences.

34. Doctors, including Dr Owen and Dr Ding, approach PCWs frequently to get our 

observations of a resident's health. This is because we are constantly with residents 

and engaging with them and observing them. They rely on our observations. Only 

this week I did a conference with the VACS team and Dr Katkat from Nepean Hospital 

with a COVID positive resident. I had to do observations, answer questions about the 

resident, report back to my manager and document it and report to the RN. I was also 
requested by the manager to talk to the dietitian about the diets of 3 residents.

35. During lock down, residents were meant to stay in their rooms and not move around 

the facility. This was very hard for many residents as they missed seeing their families 
and socialising with other residents. It was especially hard for residents with dementia 

who didn't understand why they couldn't wander around. It was really hard to keep 
them in their room and repeatedly explain why they couldn't move around.

36. I am asked by Uniting to reassure residents and keep them positive. During our really 

long lockdowns this was very hard.

37. In order to try and address resident's social needs we provided tray sen/ice to their 

rooms and tried to have a one on one chat. I printed puzzle books for them to work 

on and loaded solitaire onto the IPad for them to play. I made sure I found out what 

they needed at the shops and shopped for them. Residents who smoked were 

allowed to leave their room. One of my residents was really struggling with the blues 
so she pretended to take up smoking so I could take her for a lovely long walk in the 

garden. This came out of a conversation I was having with her daughter who was 

concerned for her mum’s welfare but couldn't see her.

Dealing with Families

36. I understand that some employers in this case have said that PCWs have limited or 
routine contact with the families of residents. I disagree.

39. We have a lot of contact with families of residents. This has significantly increased 
since I started in the job as the residents have become frailer and more unwell and 

less able to have their own meaningful contact with their families. Often the families 

seem needier for contact with us than the residents. I receive contact daily from 

resident’s families who want to know what is happening that day for their parent and
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how they are doing physically and mentally. During COVID in my observation, 

families were more anxious and I spent a lot of time setting up Zooms with phone 

numbers that were wrong, facilitating calls in full PPE.

40. The types of enquiries I receive include:

(a) How’s mum today?

(b) Is she eating?

(c) How is she feeling (referring to their physical and mental health)?

(d) What does dad need?

41. Family members expect me to be able to provide detailed and immediate responses 

to their questions, and to their follow-up questions. I am required by Uniting to 
reassure families and try and keep them positive about the care their lo\ted ones are 

receiving,

42. I recall talking to one very frustrated family member who was worried about her mum's 

mental health. She was frustrated that smokers were allowed out to the garden but 

other residents were not She asked whether I could change up her day and take her 
out to the garden. Which I did as detailed above in this statement.

Technology

43. I have been advised that some employers in this case are saying that technology like 
mechanical aids makes our jobs easier. I don't agree. Sometimes these aids make it 

harder; for example, in some cases it would be easier just to do a stand and pivot lift 

without machinery. Stand and pivot lifts still occur where the physiotherapist 

recommends it We have to check our notes and follow procedure. For example, it is 

still difficult to roll a 120kg woman to put a sling under her especially if she is resisting.

44. I received training on using a mechanical aid when they were introduced. At Lewin 

Lodge we still need to know how to safely lift and move a resident without a 

mechanical aid (as not all residents have a need for an aid). Where use of an aid is 

recommended, we don't have a mechanical aid in every room so we need to push it 

to the residents room and it is cumbersome and heavy. We then need to move 

furniture around safely as the room is small. This is important that we do this correctly 
as we need to move the bed with the resident on it even to use the lifter and to get 

the sting behind the resident

45. We then need to check the notes that the physio has left and assess when to use the 

aid, howto use the aid and make sure it is safe for us and the residents. We need to 
know which patients need what, what weight to use as this affects which sling to use.

46. Using a mechanical aid is complicated as it requires 2 people who need to coordinate 

their actions. It is difficult to do 2 person lifts because we do not always have enough 

staff on shift to do it. if we do not have mechanical aids or enough people to operate 

them safely we lift and pivot for light people Heavy people would have to stay in bed.

47. The introduction of computer technology has not made our jobs any easier either. We 
still need to do all the same paperwork (and even more than when I started). We still 

have to observe and record- progress notes, pain charts, wound observation charts, 

food charts, fluid intake, fluid output, pain massages, general observations including
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vital signs and blood pressure, ACFI charts, sight charts, weight charts (every month), 

bowel movements, Blood sugar levels, temperature charts, and behaviour charts. 

Most of these were previously done by hand. Some are still done by hand in the 

resident’s room, others are in the resident's room and also entered into a computer 

and others are only entered into the computer. In order to use the computer-based 

technology I had to leam to use a new operating system and new computer programs. 

So, we have to do things the old way and the new way.

48. When I first started we did not have to do all of these observations and record the 

results. PCWs just did progress charts. Now we record RAT tests results (for the past 

6 months), we record when a resident leaves the premises and do an alert to do a 

RAT test on them at Day 2 and 6 after their return, record food charts if a resident 
has lost weight and to track their weight, wound charts (including whether a resident 

has a wound, whether it has become worse, whether we have applied a dressing, 

whether dressing is intact, whether infected). If a wound is infected we will report this 

to an RN. These tasks would all have been done by an RN previously.

Family Engagement

49. I understand that some employers in this case are saying that Care staff have minimal 

family engagement and that this hasn't changed. I disagree.

50. Resident’s family members have my personal number. I receive calls daily because 

of the bonds that we build with families. They will call me and ask things like:

- Are any biscuits or wine needed?
- Can I get an update on Dad's health? What is he eating? How are his bowels? 

How is he recovering from the UTI (which is common in Aged Cane)?
- How Is mum feeling (refem'ng to her mental wellbeing) ?
- How is Dad's mood?

51. By way of example,  daughter-in-law calls every day. She then comes in/in the 

afternoon. She is worried that  is dying. She calls me frequently and asks about 
 health. I send her photos and give her updates about  physical and 

mental wellbeing.

52. I also receive contact from families who want paperwork sent so I do this.

53. I also facilitate WhatsApp and Zoom calls. For a long time, I had to use my personal 

iPad and mobile phone for calls. Often families and residents expect me to facilitate 

the technology and also participate so they can get a true sense of how their loved 

one is doing. I expect families will continue to expect this form and frequency of 
contact even when COVID is gone. They still are expecting this even though we are 

not in lockdown at the moment "

ACFI

54. PCWs play an important role in the Aged Care Funding Instrument (ACFI) 

assessment for all residents on an ACFI. Assessments will usually be done when a 

new resident joins the home or if their health declines. This is as the home will get 
additional funding if their health declines. Essentially, when someone is on an ACFI 

PCWS must apply an extra level of observation and charting. We have to do ACFI 

charts, observe, track and document their nutrition and diet, their mobility, their 

toileting and continence reporting, their personal care, behavioural notes, sleep 

assessments and daily progress notes. In order to do this to the level required by the
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Government we need to be very observant, know what to look for and what is 

important to report, and ensure that we have enough detail.

Serious Incident Report (SIRS)

55. In the case of a serious incident a report will usually be made by a PCW (but it will be 
the person who finds the fell or incident who reports). This could include when a 

resident has a fall. This report will be made to me or to the RN using the Quasar form. 

The RN or Facility Manager will then complete any further SIRS forms that are 

required. Once an incident has been reported the PCW will have an important role to 

play in ensuring that a resident is getting appropriate medical care. This could include 

doing 15-minute observations as an extra level of scrutiny and observation must be 

put in place.

Statement of Mr Sewell

56. I have read paragraphs 84 to 87 of the statement of Mr Sewell dated 3 March 2022. 

I do not agree that employees inherently know how to use social media, search the 

web, use text messages and online booking. Employees have varied levels of 

technological knowledge when they start, and are required to upgrade their skills as 
part of their work. For example, I had to get to know how to use Samsungs as I only 

knew how to use Apple devices. I also had to leam how to fill in a behaviour chart on 
iCare. Other employees have had difficulty learning how to use iCare as the systems 

are complicated. I know this as employees regularly ask me for help in how to use 
the system. For many of us older employees we have had to leam many new skills 

in order to use the current technology. When I started we didn't use any of the 

technologies listed at paragraph 87 of the statement of Mr Sewell and I have had to 

leam how to use the similar technologies and programs that are used at Uniting. 

When I started we only used a computer for progress notes, bowels and urination 

charts. We used sign sheets for medications. Apps, iPads and smart phones hadn't 

even been dreamed up yet.

57. I have read paragraph 96 of the statement of Mr Sewell dated 3 March 2022. I 

disagree that frontline employees always had to have good customer service skills 
and interpersonal skills for personal interactions with the families of residents. When 

I first started we had very little to do with the families of residents as residents were 

able bodied and usually driving themselves around. If they did have an issue or 

require information they would speak to the RN. We hardly had any dealings with the 

families of residents. Now residents come in with more care needs and only a couple 

could drive. Families have become more needy these days and dealing with this is 

the responsibility of care staff. They require our time and patience and we need to 

have amazing communication skills to deal with their demands.

58. I have read paragraphs 100 and 101 of the statement of Mr Sewell dated 3 March 

2022. This is not the case at Uniting. Usually RNs will transfer these calls to us to 

resolve. If I can't answer the query, I call the RN. This might be occur if it relates to 

an appointment I wasn't aware of or a complicated medical query. However, I will 
always endeavour to answer a question as the RN is not'on the floor as regularly as 

carers and they are not always available.

59. I have read paragraph 102 of the statement of Mr Sewell dated 3 March 2022. This 
is not the case at Uniting. The first point of call for a complaint will usually be the carer 

or myself who will endeavour to resolve the complaint I always report it to the RN or
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Facility Manager but will usually still be involved in trying to resolve the issue. I record 

it in the progress notes and do a QUASAR report

60. I have read paragraph 103 of the statement of Mr Sewell dated 3 March 2022. PCWs 

and Homemakers have responsibility for dealing with grieving families. It’s hard. We

■ are grieving too. I also deal with complaints -1 listen and if a family member is really 

upset or difficult I call in the RN or the Facility Manager.

61. i have read paragraph 104 of the statement of Mr Sewell dated 3 March 2022.1 do 

not agree that the skill of diffusing situations was always required at the same level it 
is today. Residents are very different to when I first started. They are much more 

complicated and have more needs. They used to be fit and more active, I would not 

describe residents that way anymore, Now they (and their families) have more 
problems and complaints. This is because people are more unwell and have more 

challenging needs.

62. I have read paragraph 107 and 111 of the statement of Mr Sewell dated 3 March 

2022. I disagree that there has been a decrease in the engagement with families. 

There has been increased engagement since I started (as detailed elsewhere in this 

statement). This has been further increased due to lockdowns and COVID. I don't 

expect this to change. It hasn't since we came out of lockdown.

63. I have read paragraph 112 of the statement of Mr Sewell dated 3 March 2022.1 don't 
agree at all. The core nature of the work has changed. Partially this is as residents 

are so much more unwell. They require so much more care and we can't use chemical 

restraints (like we used to) so we need to figure out what is wrong, how to deal with 

it and what strategies to adopt. Then we need to deal with other residents who have 

been distressed by the behaviour. Then we need to document the behaviour and any 

issues. When l first started we could use chemical restraints. For example, now, 

when we have a resident with dementia, lying across the dining room table yelling I 

need to distract them and try to reason with them rather than sedate them (as we 

once would have).

Statement of Ms Bradshaw

64. I have read paragraphs 29 and 30 of the statement of Ms Bradshaw dated 4 March 

2022. These matters are dealt with differently at Uniting. For example, we do not have 

time for a handover or a huddle. Further the RN doesn't allocate the work. I do that 
as that is my area of accountability.

Statement of Mr Brockhaus

65. I have read paragraph 38 of the statement of Mr Brockhaus dated 3 March 2022,1 do 

not agree. During my employment I have seen an increase in occupational violence 
and aggression from resident Residents now come in with a range of behaviours that 

we didn’t get when I first started. These can include hitting, snapping, yelling, 
following us around and making unreasonable demands.

66. There are a lot more behaviours as residents are mentally and physically more fragile. 

This is as Uniting take more in as they get more funding the frailer or the more needs 

that a resident has. Violence and aggressive incidents need to be recorded in a 

behaviour chart or if we get hit or another resident gets hit by a resident then we need
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to fill in a QASR (an incident report) and report it to the Facility Manager or the RN. 

So, this means that we have more incidents and more reporting these days. That 

said, we have no time to do documentation for the low-level aggressive behaviour 

that we experience everyday. For example, over the last week, one of our residents 

has repeatedly been difficult, abusive, demanding and angry. Despite her behaviour 

being inappropriate I didn’t write it up as it happens every day and I just don’t have 

the time.

67. I have read paragraphs 39 to 40 of the statement of Mr Brockhaus dated 3 March 

2022. I do not agree that there has not been a material increase in the levels of 
engagement with families or external bodies. This is not the situation at Uniting. There 

has been a material increase. We become their families too as we are caring for their 
loved ones. You need a good bond with them to provide consumer focussed care. I 

rely on my previous statements in relation to the interactions with families.

68. I have read paragraph 42 of the statement of Mr Brockhaus dated 3 March 2022.1 do 

not agree that this is the situation at Uniting. I have detailed my interactions with 

doctors elsewhere in this statement.

69. I have read paragraph 44 to 45 of the statement of Mr Brockhaus dated 3 March 

2022.1 do not agree that this is the situation at Uniting. I have detailed my interactions 

with families elsewhere in this statement.

70. I have read paragraph 54 of the statement of Mr Brockhaus dated 3 March 2022.1 do

not agree that this is the situation at Uniting. We do not get a handover from the RN.

71. I'have read paragraphs 55 and 56 of the statement of Mr Brockhaus dated 3 March 
2022.1 do not agree that this is the situation at Uniting. I allocate duties and residents. 

We also have fewer carers assigned to residents than at Buckland. We have 3 PCWs 

and me for 35 residents.

72. I have read paragraph 77 of the statement of Mr Brockhaus dated 3 March 2022.1 do 

not agree that this is the situation at Uniting. The work of carers has changed 

dramatically since I started working in Aged Care.

Statement of Mr Smith

73, I have read paragraph 31 of the statement of Mr Smith dated 22 March 2022. At 
Uniting, PCWs are also involved in preparing care plans (as well as the RN). This 

includes filling out the B10 form - Lifestyle and Leisure Plan (essentially their 
language and cultural preferences and beliefs and their likes and dislikes and how 

they like to live their day). PCWs also assess changes in residents and whether a 

care plan needs updating.

74. I have read paragraph 33 of the statement of Mr Smith dated 22 March 2022. I 

disagree. I disagree. The work is not routine. Our day to day tasks change every day 

depending on the resident's preference.

75. I have read paragraph 43 of the statement of Mr Smith dated 22 March 2022.1 note 

that it is one of the functions of care staff at Uniting to capture this data and prepare 

reports. This includes:
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- Pressure injuries;
- physical restraints- we have a no restraint policy;

- Weight loss - we weigh them and fill in a weight chart;
- fells and major injuries (we will fill in QASR and then record our frequent 

observations of the resident);
- Medication management forms (are done by both the RN and PCWs), PCWs 

fill in the chart if we give the medication); and

-Progress Notes

PCWs did not do these things when I started. These were done by RNs. I am not 
certain but I think this changed in or around 2019, and certainly not much later than 

that.

Statement of Ms Brown

76. I have read paragraphs 33 and 34 of the statement of Ms Brown dated 2 March 2022.

I note that this reporting was previously the province of the RN. These days, at 

Uniting, it is the care staff who have to document falls. The work described in 
paragraph 34 does not accurately reflect the work and clinical skill involved in this 

task as we need to;
- fill in charts and notes;

- know what is important;
- assess trends as part of reporting i.e. blood pressure;
- identify any issues that we have identified as part of our observations;

- know when to call the RN to make sure they are aware of any concerns that 

we have identified;

- get the RNs views on what to implement; and

- implement the RNs recommendations.

For some obvious or urgent issues, we will assess the risk and what need doing and 

get things done immediately. This could include where a resident is very unwell, we 

will take their blood pressure, perform a urine analysis (UTI check) dip test, get their 

temperature, perform a RAT test. If we need to do a midstream urine test we will 
collect the specimen, label it and then send it to pathology. We will then call the RN.

77. I have read paragraph 45 to 50 of the statement of Ms Brown dated 2 March 2022. 
This does not reflect the practice at Uniting. We do not have an external palliative 

care provider or external nursing support. PCWs are responsible for reporting 

everything. We perform care work, we feed them, we deal with their emotions and 

behaviours, we make them more comfortable, we deal with their families and we try 

and find different foods that they might like. When someone is in palliative care they 

stay with us in our normal accommodation.

78. We recently had someone with a broken neck and we were expected to change their 
medical collar. We had to deal with their negative behaviours (which were significant 

as they were in pain and had dementia) and deal with their family who was anxious 
and grieving). When I first started it was very rare to have to look after someone 

during end of life as they were cared for in hospital towards the end. These days we 

have to report on the pain, check NIKI pumps each hour, report pressure areas etc 

to the RN. Most residents are cared for in the home now rather than sent to hospital 

(unless requested by the family).

10049



79. I have read paragraphs 72 to 75 of the statement of Ms Brown dated 2 March 2022. 

I disagree with the statement at 72(e) that the RN checks the medications. An RN 

may do this if they are doing the medication round. A PCW will also check the 

medication as what is on the trolley or in the blister packs is not always right The 
medication competency is done in house at Uniting every 6 months or so. We also 

administer controlled S8 drugs with the RN. We don't do insulin anymore (as we 
previously did) but we get the drugs in a blister pack, check the drugs on the EMS 

system to ensure that they are correct. We use an electronic EEM system and use a 
paper-based system when EEM goes down. We then observe the resident to ensure 

all medications are taken, we figure out how to give them so that the resident can 

ingest them, we apply medicated creams, administer nasal spray and prescribed eye 

drops.

80. With S4 medications we punch them out of the blister pack, after checking that the 

pack is correct, and make sure that the residents take them. We apply S8 pain 

patches with the RN present.

81. I love my job and I feel supported by Uniting. But we need more staff and if we were 

paid more we would be able to get more staff.

VIRGINIA ELLIS

DATE:
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF TRACY ROBERTS 

Tracy Naree Roberts Kitchenhand and Carer,  in the state of 
Tasman a say that 

1. I am currently 48 years of age, having been born on 

2 I am currently employed as a kitchenhand and carer at Respect Group. 

3 -n s statement is made from my own knowledge and belief, unless otherwise stated. 
Where statements are not made from my own knowledge, they are made to the best of 
my knowledge information and belief and I have set out the sources of my knowledge, 
n'ormation and belief. 

Education and qualifications 

4 In or about early 2012, I commenced my Certificate Ill in Aged Care. Attainment of the 
Cer;: cate was encouraged by the then Chief Compliance Officer,  I 
was to d by  that I needed to get the Certificate Ill in order to work as a carer. 

5 \Nher started the course, it was explained to me that it had to be completed w th n 2 
years course completion date'). 

6 Unfortunately 1n or about June/July 2012 my daughter became very unwe I and, as 
d agnosed w th cancer. Her prognosis was poor and I had to stop studying so co ::i 

care for her 

7 When I contacted the institute to withdraw from the course. a representat te o' • _ 
nst lute recommended that I apply to extend the course completion date as opposeo tc 
w thdrawing from the course altogether. 

8 was able to extend the course completion date to 2015, because I was able to show 
that there were exceptional circumstances beyond my control for not being able to 
complete the course within the course completion date. 

9 Wl-iilst I was caring for my daughter, I reduced my shifts at Respect Group to 1 or 2 days 
a week 

10 My daughter passed away in 2013, and I gradually resumed working about 20 to 30 
hours a week. 

11 I completed the Certificate Ill in Aged Care in about 2015. 

12 I now have the following qualifications and certificates: 

(a) Certificate Ill in Aged Care; and 
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(b) Certificate Ill in Commercial Cookery. 

13 The cert "cates were paid for by Respect Group, however were completed outside of 
work hours 

1A. Atta riment of the certificates was not incentivised, nor did they result in any change to 
m , oa, 

15 1/,. rien • .-,as completing my Certificate Ill in Commercial Cookery, I was required to 
o•eoa•e cook and present multiple items of food for assessment. Although I was 
oe...,....7.eo :o Jse Respect Group's commercial kitchen and ingredients to complete the 
assessme,.,:s was not paid for this time, nor was I given time in lieu. 

16 S ~ a-• • with the Certificate 111 in Aged Care, I completed the assessments or course 
. on. :ie'ore or after work. I was not paid for this time, nor was I given time in lieu. 

Respect Group 

~ 7 = es~ Group ,s an aged care facility or nursing home which supports older people 
~ -::a ... :10 onger live at home and need ongoing help with everyday tasks related to 
ea -care 

· c = es:>eet Group was previously owned and operated by Mt St Vincent. Respect Group 
:o· c ='·:·St Vincent in or about September 2020. 

·; - e 'ac -. l'las approximately 73 beds and provides both permanent and respite care. 
- ~-= s a so a separate 12-bed dementia care unit for residents with behavioural and 
p:s :. og ca symptoms of dementia. 

- e ::>eds are located in two wings of the facility, the Gardenview wing and Riverview 
, ~ - .,ere are slightly more beds in the Gardenview wing compared to the Riverview 

=esor.e care is short term care for residents. Typically It Is designed to provide support 
fo• -.ome carers, to take a break from their usual caring duties. Respite care residents 
a·e expected to return to their permanent homes at the end of their respite stay 
- o ... ever it is not uncommon for residents who have entered Respect Group for respite 
ca·e to become a permanent resident. 

2.2 -.,e 'acility also has 24-hour registered nurse coverage. In addition to general nursing 
care the registered nurses also provide palliative care. 

23 Other amenities of the facility include a garden and a hydro pool, which are used to 
improve the fitness, mobility and the mental health of the residents. 

24 In total, there are approximately 120 care and service staff at Respect Group, including; 
carers, Registered Nurses (RN), Enrolled Nurses (EN), cooks, kitchenhands and 
maintenance and office staff. 

Employment History 

Page2 
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Employment History 

25. I commenced employment with Mt St Vincent, as a casual cleaner, on 11 March 2011. 

26. After the. business transferred to Respect Group in about September 2020, I became an 
employee of Respect Group. 

27. I currently work for Respect Group as a carer and kitchenhand. 

28. The terms and conditions of my employment are covered by an Enterprise Agreement 
(Agreement). I cannot recall the name of the Agreement. 

29. I am classified as: 

(a) a 'Service Grade Level 2' kitchenhand; and 

(b) A 'Grade 3 Level 4' carer, under the Agreement. 

30. My rate of pay varies depending on the type of work I perform. As a kitchenhand I get 
paid $22.50 per hour, and, as a carer, I get paid $23.72 per hour. 

Cleaner 

31. As a casual cleaner, I was rostered to work 7:00 am to 3:00 pm, and worked an average 
of approximately 25-30 hours per week. 

32. My base rate of pay as a cleaner was $20.49 per hour. 

33. I usually arrived at 7:00 am, and would go over the log book folder which is kept at the 
nurse's station. The log book folder keeps a record of which residents have been 
showered and assisted out of bed. While some residents are early risers, others are not 
happy being woken and showered early in the morning. 

34. In the morning, I made rounds to residents' rooms to clean and tidy them. I only cleaned 
the rooms of residents who had been showered and assisted out of bed. 

35. On occasions when many residents were asleep, and I was unable to access and clean 
rooms, I cleaned the hydro pool or disinfected wheelchairs. 

36. My general cleaning tasks included: 

(a) removing waste placed in the waste bins; 

(b) cleaning high touch surface areas includiing: 

(i) safety railings in the toilets; 

(ii) safety railings in the shower; 

(iii) door handles; 

(iv) tables; 
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(vi) basin and shower tap handles and benches. 

(c) cleaning the toilets; and 

(d) mopping the floors. 

37. When cleaning, I always used colour coded cloths or mops. For example, a red cloth 
was for toilets and a yellow cloth was for basins and sinks. 

38. By 8 00 am. I would put away my cleaning trolley and assist the kitchen staff with 
breakfast. I assisted by spreading butter, jam or peanut butter on toast. Over time, I got 
to know what each resident liked to have on their toast. On occasion, a resident would 
get 'ed up with having peanut butter on their toast and asked for jam instead. 

39 Some o' the residents also had a habit of frequently changing their preferences. With 
trese restde11ts I always asked them what they wanted for breakfast prior to making it. 

40. cm.,., aoout 8.00 am to 8:30 am, I, together with another cleaner, distributed breakfast 
us "9 a 'ood trolley. Most residents ate their breakfast in bed and some in the communal 
a ... -g room Over time, I got to know which residents preferred to eat breakfast in their 
::>e-:: a"o ,·,'lich residents preferred to eat breakfast in the dining room. Whilst performing 
-; ·o .. .,os would talk to residents and engage with them so as to increase their social 
-~erac O'l loved doing this, because it helps to keep them happy. Many of the 
·as cs-~s don t have family or grandchildren. When someone takes an interest in them, 
·-=. 'ee that their presence is appreciated and they feel more comfortable being 
-;;-s.: .es 

.! • /os· o' t"e time, a carer or member from the Lifestyle team would assist a resident to 
•-: c ... '19 room. 

.---

,,--= 

,: --

=,:,.- abOut 9:00 am to 10:00 am, I continued cleaning residents' rooms. When cleaning 
~ .... s had to carry out my tasks with care, so as to a minimise risks to residents and 
s-a= =or example, I had to be alert to the personal movements of residents, and the 
:x..---s on of buckets, power cords and other cleaning equipment I was working with. 

!• • C 00 am, I assisted with distributing morning tea to residents in the Gardenview wing 
o· ""e RiveNiew wing, using a trolley. Morning tea was usually a tea or coffee and either 
a s .·,eet biscuit or a savoury snack, like a savoury scone or a piece of toast. 

--e other cleaner on shift distributed coffee, tea and food to the remaining residents. 

=rom 10:30 am to 12:30 pm, I continued to clean rooms that had not yet been cleaned, 
or the communal areas shared by residents. When I cleaned the communal areas, I 
.. ould: 

a vacuum the floors; 

b clean floor coverings which would require a mop; 

(c) wipe down chairs; 

(o) wipe handrails; and 
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(d) wipe handrails; and 

(e) dust the TV unit and cabinet 

46 I took my lunch break between 12 30 pm to 1 :00 pm, before continuing to make my 
rounds. In between cleaning rooms. was frequently asked by residents, nurses and 
other staff to c ean spills and other messes, for example a spilt jug of water, or a spilt 
glass of JU ce 

4 7 It was not a vays poss ble to clean every room in the facility due to interruptions to my 
c ean ng schedu e For example, I was often asked mid-way through my shift to 
phys ca 3/ ass st wrth moving a resident from a respite room to a permanent care room, 
or to a room closer to the nurse's station. 

48 Typical y a resident was moved closer to the nurse's station if that resident had high 
level care needs or was at high risk of falls. 

49. When a resident vacated a room, it was thoroughly cleaned. In addition to normal 
cleaning duties, I cleaned cabinets, inside wardrobes, the skirting boards, fans, lights 
and the TV. 

50. I kept track of cleaned rooms by checking the residents' rubbish bins. If the bin had been 
emptied and cleaned, I knew that I, or another cleaner had cleaned that room. 

Kitchen hand 

51. From about April 2013, I started working in the kitchen as a casual kitchenhand. After 
two weeks, I was offered the role on a permanent part-time basis. 

52. I worked part-time in the kitchen and continued to clean on a casual basis. 

53. Initially, I was rostered to work on average approximately 40 hours per fortnight. Not 
long after, my hours of work changed, to an average of 60 hours a fortnight. 

54. As a kitchenhand my duties include 

(a) washing utensils and dishes used in the kitchen; 

(b) assembling and preparing ingredients for cooking, 

(c) disposing of rubbish 

(d) cleaning the food preparation areas, equipment and other kitchen tools; and, 

(e) handling, sorting and storing food items. 

55. Kitchenhand staff worked staggered hours, which meant that the start and finish times 
were slightly different and typically overlapping. The kitchenhand staff shifts were: 

(a) Shift 1: 6:30 am to 2.30 pm; and 

(b) Shift 2: 6:45 am to 12A5 pm. 

Page 5 10055



(c) Shift 3: 7:00 am to 1:30 pm; 

(d) Shift 4: 12:00 pm to 7:00 pm; 

(e) Shift 5: 3:15 pm to 8:30 pm. 

56. Typically, I was assigned to work Shift 1, 6:30 am to 2:30 pm. 

57. Upon arrival at 6:30 am in the morning, I started by making the porridge with oats. When 
the second kitchenhand arrived at 7:00 am, they started preparing the toast, fruit, yogurt 
and prunes. 

58. At 8:00 am, the cleaners came past the kitchen to spread butter, jam or peanut butter 
on slices of toast. They then served breakfast to the residents on trays. 

59. At around 8:30 am, the cleaners returned the used tray and metal utensils for us to clean. 
We also cleaned used pots and pans and wiped down benches and the toaster. 

60. For the remainder of the shift, I: 

(a) kept the food preparation areas clean; 

(b) cleaned kitchen appliances and benchtops; 

(c) retrieved food items requested by the chef; and 

(d) washed dishes, utensils and pots and pans and assisted with food preparation. 

Chef 

61 . In or about 2016, Respect Group were seeking to recruit a temporary replacement for 
the position of chef. 

62. I was asked to perform the role for a temporary period of 10 weeks, while one of the 
chefs was on leave. 

63. At the time, the other chef was also on an extended period of sick leave. 

64. When my role changed, my pay increased from $22.50 to $24.19 per hour, being an 
amount less than $2.00. 

65. I worked part-time (28 hours a fortnight) as a chef, and part-time as a kitchen hand (32 
hours a fortnight). 

66. Working as a chef in the kitchen was difficult. I was on my feet most of the time and the 
kitchen was fast paced and overwhelming. 

67. Many of the recipes were designed for a cook who had a level of knowledge in food. I 
found this to be challenging, because back then, I didn't even know the difference 
between a zucchini and a cucumber. 
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68. As a beginner, I did my best and always tried to follow recipes. It was a steep learning 
curve. 

69. Although I eventually became accustomed to the pace of the kitchen, I still got 
complaints about my food. In nursing homes where residents are susceptible to feeling 
bored, meal times become a very important part of the day. So, if a meal didn't meet a 
resident's high expectations, they often complained to management about the way a 
meal looked or tasted. 

70. Following my temporary assignment, I was advised that one of the chefs retired and I 
was offered the position on a permanent part time basis. 

71. I accepted the role and worked part time as a chef, for 28 hours a fortnight, and part time 
as a kitchen hand, for 32 hours a fortnight. 

72. In or about 2018, about two years after I had started cooking, I attained my Certificate 
Ill in Commercial Cookery. The attainment of the certificate was encouraged by  

the Facility Manager. 

73. The course was completed partly at work, and partly at home. Respect Group paid for 
me to complete the course. 

74. Working as a chef in aged care has its challenges. Firstly, you are responsible for 
catering for all special dietary requirements with limited resources. For example, I had 
to learn how to cook food that was 'pureed' or 'minced and moist' for residents who didn't 
have teeth or who had difficulty swallowing. If you get the texture wrong a resident can 
choke or die. 

75. Pureed food is food that is cooked and then blended to the consistency of a thick liquid, 
like baby food. 

76. Minced and moist food is food that is cooked and soft so residents can squash and 
swallow it with their tongue, like a piece of cooked pumpkin. 

77. Respect Group also had specific rules around resident meals. For example, a chef was 
only allowed to cook meals that had 1 protein, 1 starch (which was always potato) and 
3 vegetables. There was also a rule that any 2 vegetables used in a meal could not be 
the same colour. 

78. We had a lot of picky eaters who avoided foods because they disliked the taste, smell, 
texture or appearance. It was difficult to prepare meals for these residents, whilst still 
observing Respect Groups food rules. There were a lot of complaints from many 
residents and their families that they were not getting properly fed. 

79. Respect Group has over time relaxed their rules around food. For example, if 5 residents 
don't like sweet potatoes, and 1 resident doesn't like carrots, the kitchen can substitute 
the sweet potato with carrots for 5 meals, and substitute the sweet potato with red 
peppers for 1 meal. 

80. Members of the kitchen were also required to ensure food items on the menu were ready 
in time for service. For example: 
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81. Respect Group also tried to offer variety by offering various food choices. For example, 
for breakfast we would serve toast, prunes, fruit and porridge. For lunch, we had a hot 
meal, like a roast chicken or fish and chips or lamp shanks. For dinner, we had soup 
and sandwiches, pizza, ham and cheese pin wheels or curried sausages. 

82. Respect Group has a 4-week rotating menu with summer and winter options. 

83. Food choice was introduced when Respect Group took over from Mt St Vincent. 

84. When Mt St Vincent was operating the home, food alternatives were limited, and so was 
the inclusion of choice. 

85. Since Respect Group has taken over, there is a greater emphasis on residents being 
able to exercise choice in their food, to not only assist with their overall wellbeing, but to 
allow them to maintain some level of autonomy through food choices. 

86. The change has meant that we operate a production system that requires forecasting of 
production quantities in advance with the residents having to make choices before 
service times. 

87 Receiving and storing produce from suppliers was also an important aspect of my role. 
Deliveries would usually arrive on Monday, and we would need to properly inspect the 
produce before storing it. 

88 We had a good relationship with our supplier which meant that we didn"t have to check 
tl-ie deliveries as soon as they arrived but we did need to assess food quality throughout 
~he week We would set it aside if it was not of good qua ity or damaged for the supplier 
to o ck up. For example, if a can had a dent t would be returned If a box of Weet-b1x 
was vs bly damaged, we would open and inspect me nd v oual squares of Weet-b1x to 
de:e·m ne whether they were crushed If they were they would be set aside to return 

Carer 

39 " or about mid-2019, a resident had an adverse reaction to food that I had prepared 
served the resident tomato vegetable soup nstead of tomato soup I was so distressed 
o ·n s and then Respect Group sought to reprimand me for the error, so I asked to be 
rs moved from the position of chef to work as a carer. 

9 -•'net me I knew I could perform the role of carer on account of having completed my 
:s- "cate Ill in Aged Care. 

3 cu rent y work as carer on a part time basis. 

9? Carers work according to staggered hours, which means that the start and finish times 
a·e s gntly different and typically overlapping. The different start and finish times of 
carers are 

7:00 am to 11 :00 am 2 
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7:00 am to 1 00 pm 

7:00 am to 3:00 pm J 
4 

4 

93 n a tyo ca week, I work roughly 22 .5 hours a week. and I am usually rostered to work 
- 00 am to 3:00 pm Saturday, Sunday and Monday 

95 

96 

98. 

99. 

. ost residents have difficulty using the toilet. This could be, for example, due to mobility 
ssues or problems with coordination and movement. which makes finding or reaching 

e to et on time difficult. 

Ot e• residents are more prone to incontinence due to their age or health problems. 

tll some residents. I manage accidents or leaks by monitoring their habits. For 
examp e the frequency of their bowel movements 

·h other r sidents I look for visual or verbal cues For example, a res1de'1t can yell out 
"I need to go to the toiler, or they may be fidgeting or trying to hurriedly get out of bed, 
a sign that they need to go to the toilet. 

Each resident also has a call bell or a buzzer, which is placed at the resident's bedside. 
The ability of the resident to communicate their needs is assumed through the use of 
the call bell. For example, 1f a resident needs to go to the toilet urgently, they can press 
their call bell to let a member of staff know they need help. 

Depending on the resident's level of mobility, I also assist the resident to clean 
themselves with toilet paper or wipes or re-wipe residents who are unaware that they 
have incorrectly wiped themselves (to prevent the risk of infection) 

100. Moving residents to the toilet or shower is difficult. Manual handling and lifting some 
residents to the toilet or showe1 s a so unsafe Depending on the resident's mobility I 
use different lifting aids to move residents. 

101 . If a resident has the ability to stand, I typically use a Pixel standing lifter I strap the 
resident in the Pixel standing lifter, which provides support by alleviating pressure and 
strain from the resident's joints. If a resident has very low mobility I use a lifting hoist. 
Toileting and showering some residents requires two carers It Is hard-going manual 
work. 

102 As the resident's primary carer, I am also expected to monitor residents' bowel health. 
If a resident does not have a bowel motion for 2 days, I report it to the RN. Failing to 
have a bowel movement regularly can be a symptom of a significant health concern. 

Feeding 

103. Once a resident is toileted and showered, I check their tables and trays to ensure they 
are clean clear and appropriate utensils are available for breakfast. 
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104. If I move an item from the resident's table to clear it for breakfast, like a brush or an aid, 
I have to make sure 1t 1s still within arm's reach. I also have to ensure that the call bell is 
in close proximity of the resident. 

105. Depending on the resident's mobility, I assist with feeding. Some of the physical 
assistance includes 

(a) ensuring that the resident 1s seated upright and can easily reach their food; 

(b) ensuring that the resident has their 'clothes protector' on: 

We don·t like using the word 'bib' so we use the word clothes protector'. The 
residents know what a bib is, and might feel embarrassed if they are told that 
they are wearing one at dinner. 

Using the word 'clothes protector' means that residents can maintain a level of 
dignity whilst they are eating, and don·t feel ashamed or embarrassed 

(c) Monitoring that they have been served food that they can eat. Th s includes 
checking the texture of the food; 

(d) cutting meals for residents; 

(e) feeding or serving residents, depending on their mobility; and 

(f) after eating, removing any crumbs from their face 

106. Feeding, toileting or showering a resident who is elderly and starting to lose their mobility 
requires a level of tact and empathy. I always try to ensure that by helping a resident. I 
am not undermining their independence. I am only there to help the residents to the 
extent that they needed my help. 

Washmg 

107. We try to involve residents 1n decisions around bathing and washing. For example, I ask 
residents if they want a shower. If a resident says no, I usually adhere to their request. 

108. If a resident who clearly needs a shower is still reluctant to take one, I will make a joke 
like "But I can smell you If the resident still refuses to take a shower we ask that they 
at least wash their hands and face and brush their teeth. 

109. When a resident first steps into a shower I will check the water temperature. I do this by 
splashing a little bit of water on the resident's hand and asking "Is that temperature ok?". 
If the resident indicates it is too hot, I will balance it with cold water. 

110. Some residents. once physically in the shower, can bathe themselves. Others can bathe 
most areas, but not all and some cannot bathe themselves at all 

111. For the residents who cannot bathe themselves at all, we do it for them. For the residents 
who can bathe themselves but cannot reach every part of their body we assist as 
required. I try and take their personal preferences, culture and dignity into account. 
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112. When bathing or toileting I always step out what I am doing next and request permission 
from the resident before assisting, for example I'd say 

(a) "Let me get under your arms 

(b) ·would you like me to do that· or "is that okay·. 

(c) "Let me put a hand towel down and we will give your bottom a wash '. 

113. If a resident cannot communicate (approximately 6 out of 76 residents cannot) I focus 
on asking questions that only require a "yes" or "no" response The resident can respond 
by nodding shaking their head or saying "mmm" or in some way gesturing with their 
hand 

Medication 

114 Medication is administered by the RN, however carers are increasingly being asked to 
assist in the process. For example. the RN will often ask me to witness them providing 
insulin to a resident The w•tness is required to double check that the nurse 1s 
administering the right dosage. 

115. Carers also help administer a range of medical and cosmetic creams prescribed by the 
resident's dermatologist. For example, I often assist residents to apply creams to treat 
Eczema. I will also style a resident's hair upon request. 

Cleaning 

116. Cleaners at Respect Group are not required to clean when a resident has an involuntary 
leakage of urine or faeces. This is the job of a carer. 

117. When I clean leaks or accidents, I always wear disposable gloves, to prevent 
contaminating my hands I also ensure I wash my hands thoroughly with soap and water 
afterwards (even if I was wearing disposable gloves) 

Handovers 

118. RN's are required to provide carers and other RN's and EN's a handover in the morning 
at 7 00 am During the handover information is shared between the outgoing and 
incoming shifts, addressing the residents' safety and care For example, the information 
exchanged can relate to the residents' 

(a) wound care; 

(b) behaviour; or 

(c) medication. 

119. At 3:00 pm and 11 00 pm the outgoing RN s or EN's do a further handover with the 
incoming RN's or EN's, however do not perform the same handover with the incoming 
carers. The outgoing carers s1m1larly do not perform a handover with incoming carers. 
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Lifestyle 

120. In or about late 2020, I was asked to complete an orientation to become a lifestyle 
assistant. 

121. A lifestyle assistant provides effective cooperation and facilitation to the aged care 
Lifestyle programme. It also includes facilitating one-on-one leisure programs or 
sessions with residents. 

122. My duties as a lifestyle assistant included: 

(a) setting up and running group activities with the residents; 

(b) cleaning up after activities; 

(c) spending time to socialise with residents who are unable or unwilling to participate 

in group activities. 

123. our lifestyle coordinator created the Lifestyle programs. The programs 
were put together and appeared on a schedule, which also had the outline of meals 
served throughout the week. 

124. These planners or schedules were then distributed to residents every week on a 
Sunday. 

125. I tried to assess the activity preferences of the residents by listening to their feedback, 
interviewing them or meeting with their families. I then passed this on to  

126. Some of the activities that we still facilitate at Respect Group include bocce, bingo and 
carpet bowls. 

127. Respect Group also organises an array of board games and card games, including: 

(a) Crazy dog; 

(b) Scrabble; 

(c) Checkers; 

(d) Backgammon; 

(e) Dominos; and, 

(f) Find the Word (this is a game where the residents find words containing the letter 

in another word). 

128. Residents were often rewarded with a chocolate for winning or participating in a game. 
I play these games with them or coordinate them. The idea of engaging in recreational 
activity is that it stimulates residents mentally, increases their engagement with other 
residents, decreases feelings of isolation, and provides them with emotional wellbeing. 

129. A lot of the residents enjoyed the craft activities. For example, on Valentine's Day, 
residents made Valentine's Day crafts as a fun way to show their appreciation for fellow 
residents. Similar craft activities were coordinated for Christmas and Easter. 

130. With physical activities like carpet bowls, we alter the activity to suit the resident's 
capabilities and for their safety. For example, with lawn bowling, it was set up in one of 
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activity is that it stimulates residents mentally, increases their engagement with other 
residents, decreases feelings of isolation, and provides them with emotional wellbeing. 

129. A lot of the residents enjoyed the craft activities. For example, on Valentine's Day, 
residents made Valentine's Day crafts as a fun way to show their appreciation for fellow 
residents. Similar craft activities were coordinated for Christmas and Easter. 

130. With physical activities like carpet bowls, we alter the activity to suit the resident's 
capabilities and for their safety. For example, with lawn bowling, it was set up in one of 
the communal lounges. Residents who were in wheelchairs could easily roll the bowling 
ball down to the jack. 

131. The facility also has a large garden that residents are encouraged to use to socialise 
and improve their emotional wellbeing. As a lifestyle assistant, I accompanied residents 
to the garden. 

Current role 

132. Currently, I am employed as a permanent part-time carer and permanent part time 
kitchenhand at Respect Group. 

133. My pay per fortnight is approximately $1,700 gross. 

134. In a typical week, I am rostered to work an average of 30 hours. 

135. The hours I am rostered to work are: 

(a) Week 1: 

(i) Tuesday: 12:00 pm to 7:00 pm (kitchenhand); 

(ii) Thursday: 12:00 pm to 7:00 pm (kitchenhand); 

(iii) Friday: 12:00 pm to 7:00 pm (kitchenhand); 

(iv) Saturday 7:00 am to 3:00 pm (carer); 

(v) Sunday 7:00 am to 3:00 pm (carer); and 

(vi) Monday 7:00 am to 3:00 pm (carer). 

(b) Week 2: 

(vii) Wednesday: 12:00 pm to 7:00 pm (kitchenhand); 

(viii) Tuesday: 12:00 pm to 7:00 pm (kitchenhand). 

136. I am entitled to a 30-minute lunch break, however in truth, my shifts are so busy that 
most of the time my breaks are reduced to 20 minutes. 

137. I am also required to confirm the days I am unavailable outside my guaranteed hours, 
so I can be contacted for additional shifts. 
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138. Due to my broad skill-set and experience having performed various roles at Respect 
Group, I am more versatile and able to transition between different roles quite easily. 
This means I have greater earning potential because I can take on various additional 
shifts 

139 On average, I pick up an extra 3 shifts every month as a cleaner, cook, carer or lifestyle 
assistant. 

Supervision 

140 I am required to work autonomously in an unstructured environment. 

141 . Depending on whether I am working as a k1tchenhand or carer am predominantly 
supported by  the Kitchen Supervisor, or the RN on shift. 

142. As a result of being understaffed, I don't think either  or the RN on shift have 
the capacity to supervise me, or provide me the level of support I would prefer 

Changes over time 

143. Carers at Respect Group today can expect that residents will have more health concerns 
and complex care needs than when I started 

144. I think this is, in part, due to the Home Care Packages (HCP) HCP's provide accessible 
home care seNices to those with more extensive healthcare needs. This means that 
people are able to remain home for as long as possible, whilst still receiving care and 
support. 

145. Most of the residents who attend the facility now are those with severe or chronic 
conditions who require round the clock care. The increased demands in care affects all 
staff at Respect including: 

(a) Cleaners 
Cleaning schedules are more likely to be adjusted, when patients require the 
constant attention of nurses and carers. As a general rule, a cleaner should avoid 
cleaning a room if other staff are in the room. If a resident needs constant care, it 
can be challenging to regularly clean their room or schedule time to clean their room. 
We need to be flexible and manage our work by clever scheduling of tasks 

(b) Cook 
There Is an increased prevalence of the use of modified textured foods with residents 
who have severe of chronic conditions. Accommodating for various textures of food 
like pureed or minced and moist can be time consuming In the kitchen, we have to 
manage time spent to puree food or ensure food is prepared to the right texture. 

(c) Kitchenhand 
The dismantling, cleaning and sanitising of equipment takes longer when you have 
to accommodate for modified textured foods Residents with severe or chronic 
conditions also take longer to eat For example with some residents, their impaired 
dexterity interferes with their eating process This means kitchenhands fall behind 
schedule because they are left waiting for trays to be returned and cleaned following 
meal times. 

(d) Lifestyle 
A chronic disease or condition will often negatively impact a resident's ability to 
participate in group activities With these residents there is a greater emphasis on 
providing one-on-one care. 

146. Depression and loneliness are common concerns at Respect Group. It has over time 
been impressed upon all staff to regularly interact one-on-one with residents who are 
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introverted or who don't participate in group activities. This is difficult most of the time 
due to low staffing numbers. 

147. Inclusion and the exercise of choice and independence for residents is also becoming 
increasingly recognised. I always try to strike a balance between trying to care for a 
resident and enabling them to maintain the maximum possible level of independence, 
choice and control over their own lives. I always treat residents the way I would want to 
be treated, or the way I would want a family member to be treated. 

Technology 

148. Technology changes have impacted the aged care industry and the role of a carer. For 
example, as a carer, I am required to be familiar with, and routinely use a software 
system called I-Care. We didn't have this when I started. 

149. I-Care is a web-based application which allows a carer to document progress notes 
regarding falls or concerns about a resident's behaviour. Documenting care and any 
changes to care needs is a requirement of my role and also affects the level of care the 
resident receives. 

COVID-19 

150. Respect Group staff and residents have encountered significant changes as a result of 
COVID-19. 

151. With the initial COVI D-19 outbreak, there were significant restrictions placed on visits 
between residents and their family, friends and volunteers. 

152. Visits from family members, friends and volunteers is considered critical for the 
residents' mental, physical and emotional welling. 

153. As a result, while the restrictions were put in place on account of COVID-19, various 
staff at Respect Group used technology as a gateway to help residents remain 
connected with family and friends. 

154. While there has been an ease in restrictions, visitations are currently restricted to one 
visitor per resident per day with the visiting family member or friend being required to 
book their visit online or via the office. 

155. The reduction in visitors has placed greater stress on carers and staff in lifestyle to meet 
the day-to-day care needs of residents. Unfortunately, Respect Group have not 
increased staff numbers to meet these additional needs. 

156. Whilst Respect Group has not experienced a COVID-19 outbreak at the facility that I am 
aware of, they have sought to train staff in infection control and the use of Personal 
Protective Equipment (PPE) to continue to ensure the safety or residents. Some of these 
measures include: 

(a) the use of masks and gloves to care for aged care residents who are suspected of, 

or who are confirmed as, being diagnosed with COVID-19; 
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(b) regularly and thoroughly washing hands to prevent the spread of the COVID-19 

virus in the facility setting; and, 

(c) maintaining social distancing among residents and visitors and staff. This measure 

results in fewer social engagements and activities for residents, which are typically 

offered to residents on a day to day basis. 

15 7. All of these measures are appropriate and necessary, but they have a significant impact 
on residents, and consequently impact the workload of carers. 

Why I work in aged care 

158. Working in aged care has been incredibly rewarding. I do this job for the residents. I 
cherish the bond that I create with them, to hear their stories and experiences. 

159. Most of the residents are incredibly grateful for the care and support I give them and 
communicate their appreciation in different ways. For example, we have one resident 
that tells all the staff "No one smiles like you". We know that's her way of saying thank 
you. 

160. Other residents who cannot communicate verbally show their appreciation with a smile, 
nod or thumbs up. 

161. My job is certainly difficult, but it is important, and it gives me satisfaction beyond just 
being a carer or having a job. 

Financial impact 

162. It can be hard to make ends meet on my current income. 

163. The cost of living has continued to rise, however Respect Group has failed to account 
for this in my pay. 

164. I do not think I could manage to pay for all of my living expenses if it was not for my 
husband. 

165. Most of my income is dedicated to paying the mortgage and bills. If we need extra cash, 
I have to try and pick up more shifts, even if this means I miss out on important dates 
and events like birthdays. 

166. I love my job, but I feel that my pay does not reflect the requirements of the job. I will 
often forego having coffee with friends or avoid planning a holiday to manage our funds, 
and make sure we have enough money available to pay for necessities. 

Tracy Roberts 

Date: d .:') 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF STEPHEN BARNES 

I, Stephen Barnes, of , say that: 

1. I was born on . 

2. I am employed as a Property Concierge at a residential aged care facility called 
Warrigal Shell Cove, located at 50 Harbour Boulevard, Shell Cove, New South Wales 
(the "Facility"). 

3. This statement is made from my own knowledge and belief, unless otherwise stated. 
Where statements are not made from my own knowledge, they are made to the best 
of my knowledge, information and belief and I have set out the sources of my 
knowledge, information and belief. 

Employment 

4. I started working at the Facility on or around 25 September 2017 and have worked 
there doing the same role ever since. 

5. This is my first job in aged care. 

6. When I first started at the Facility, my job title was Property Concierge. At some other 
Warrigal sites when I started, people in similar roles were called Maintenance Service 
Officers. Use of the Property Concierge job title when I started was part of a recently 
introduced model of care that Warrigal was in the process of introducing at all facilities. 
A copy of the Service Delivery paper explaining the model that was provided to me 
after I commenced is attached to this statement and marked as SB-01 . 

7. A copy of my position description is attached to this statement and marked as annexure 
S8-02. This has not changed despite my job title changing. 

8. I am a full-time employee, and have been the entire time I have worked at the Facility. 

9. I am covered by the Warrigal and Health Services Union NSW Branch Support 
Services Enterprise Agreement 2017 ("Agreement"). Schedule B to the Agreement 
sets out classification descriptions. My classification in the Agreement is Property 
Services Employee Grade 3. A copy of Schedule Bis attached to this statement and 
marked as SB-03. 

10. I am paid $30.26 per hour. There are five pay tiers within this grade, but I have been 
on the same grade and tier throughout my entire time at the Facility. 

11. I recall that in or around late January or early February 2021 , I had a discussion with 
my colleague,  a fellow Property Concierge, in which he told me that he 
had asked  Property Services Manager at Warrigal, about our pay rate. 

 and I had both seen an advertisement for a Property Concierge job at 
Queanbeyan that had an hourly pay rate of $26.13 to $35.31 . said to me 
words the effect of: 
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I asked how we could get to the $35 mark. He said there was no room to move, 
he says we are already employed at the right level, taking into account our experience 
and qualities, and our pay rate won't change unless our job description changes. 

12. This rate of pay, and the lack of progression to higher pay rates, makes keeping up 
with the increasing cost of living difficult. As food and rent and other things become 
more expensive, I feel like we do not keep pace and our standard of living goes 
backwards. 

13. When I started at the Facility, it was a newly built site. I worked on my own for around 
18 months. 

14. As the Facility filled up with residents, another Property Concierge was employed. The 
Facility now has two Property Concierges (the other being  We both 
do the same job and get paid the same money. 

15. I report to a Property Services Supervisor named . Mr  
works across three to four sites. He reports to the Property Services Manager,  

who is responsible for 13 sites. 

16. I work at the Facility but can be sent to other locations if needed. 

17. The Facility has 47 apartments, 33 villas and 128 care home rooms, plus common 
rooms and areas. I was employed to work across all those parts of the Facility, although 
restrictions are currently in place because of COVID-19 which mean I only perform 
work in the care home. 

Duties 

18. My work can generally be divided into three different kinds of maintenance tasks: 

a) preventative maintenance; 

b) reactive maintenance; and, 

c) assistive tasks. 

19. Preventative maintenance includes all the proactive things that I need to do to make 
sure the Facility is safe and in compliance with accreditation requirements. This 
includes all aspects of the building and plant including plumbing, electricals, roofing, 
air conditioning, painting (internal and external) as well as maintenance of equipment 
and furniture. This includes tasks such as: 

a) checking the hot water system and thermostatic mixing valve to ensure the hot 
water provided to resident's taps is between 38 and 45 degrees Celsius (these 
checks are required monthly as part of the Facility's accreditation); and, 

b) checking and maintaining equipment used to hold or transport residents, such as 
beds, trolleys, lifters, wheelchairs and shower-chairs (some of these checks are 
also required monthly). 

20. These checks must be completed on time each month, no excuses. If any issues are 
found, such as cracks in the vinyl on shower-chairs which could allow germs to build 
up, or unsafe wheels on a trolley, I generally order the necessary parts and repair the 
item myself. This means that I need to assess the issue, consider whether something 
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is repairable, establish the required repairs, plan how I will repair something, assess 
how to safely perform the repair, organise the correct tools, liaise with third parties to 
procure the necessary parts and then perform the repair. 

21. Reactive maintenance includes fixing any issues that arise day to day. This can be 
anything, for example: 

a) Fixing a problem with the Nurse/Care Staff call system used by residents to get 
help from the care staff; 

b) Fixing a leaking roof: 

c) Fixing blinds that won't go up or down in a resident's room; 

d) Fixing a loose toilet seat; or 

e) Changing a light for a resident. 

22. Each of these tasks are things that need to be done on the same day that they occur 
because if the issue is not fixed, it will cause a health and safety risk or affect the 
residents' ability to use their home. For example: 

a) The Nurse/Care Staff call system needs to be working to ensure residents are safe 
and cared for, and they get help when they need it; 

b) a leaking roof can be dangerous and cause other damage to the property; 

c) blinds that will not come down can mean a resident has no privacy or can make 
their room become too hot; 

d) a loose toilet seat can be dangerous or prevent a resident from being able to go to 
the toilet in their home; and, 

e) a broken light can mean a resident cannot use their room (or can't use it safely). 

23. Assistive tasks are lower priority tasks that I am expected to do, but which will not 
cause a safety issue or prevent a resident from using their home if they are not done 
immediately. This includes tasks like hanging pictures and moving furniture for 
residents. 

24. Jobs are allocated using a computer software system called MEX which provides a 
control centre for maintenance work. Preventative maintenance jobs are set up by the 
supervisor or by head office to be automatically reoccurring in the system. 

25. Reactive maintenance jobs can be entered on the system by staff, such as care staff, 
when they discover a maintenance issue or when they get a request from a resident. 

26. Some other jobs I have had to complete include: 

a) For reactive maintenance: 

(i) Fixing leaking roofs; 

(ii) Fixing broken furniture; 

(iii) Putting bed rails on beds; 
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(iv) Repairing beds and air mattresses; 

(v) Installing shelving; 

(vi) Installing fans and bug zappers; 

(vii) Investigating leaks (including by cutting in to walls) and performing minor 
plumbing work; and, 

(viii) Attending to problems with the nurse call system, that is, maintaining and 
fixing the system that residents use to call care staff for help; 

b) Setting up and maintaining the office key register and setting up lock boxes and 
retaining the master keys; 

c) Training staff in the use of systems such as the MEX system; 

d) Logging building defects and putting in property work orders using builders' 
software OMTRAK and PROCORE; 

e) Looking after appliances at the Facility that are under warranty by contacting the 
manufacturer and making warranty claims when necessary; and, 

f) Assessing the rooms of people who have passed away to see what maintenance 
or painting is needed to be done to the room to make it look new for any incoming 
customer. In doing this, I also make sure the room is clear and there is enough 
room around the bed for chairs, wheelchairs and lifters. 

27. As Property Concierge, I have a lot of autonomy over how and when jobs are prioritised 
and completed. At the moment, due to COVID-19, the other Property Concierge and 
I are kept separate, with me working in the care home at the Facility and my colleague 
working in the apartments and villas. 

28. If I need parts or supplies, I usually go to Bunnings. I have authority to spend $500 
per visit. I generally get approval from the supervisor, but if an issue is urgent, I just 
get the supplies I need because I know the boss will say that I just need to do what it 
takes to get the job done. 

29. If a job will cost more than $500, approval is needed from my supervisor, Property 
Services Supervisor  If a job will cost more than $5,000, approval 
is needed from Property Services Manager . 

30. My supervisor,  supervises three or four sites. His boss,  is 
responsible for 13 sites. This means my managers are regularly not on site when an 
issue comes up. 

31. If there is an emergency, I need to be able to take action to try to fix the issue. To do 
this, I will assess any issue that arises to see what the best and fastest solution may 
be. 

32. In terms of bringing in a contractor, I need to get appropriate approvals if the cost is 
over $500. In order to obtain that approval, I need to send an email to my supervisor, 

 stepping through the job and what I think needs to be done before 
entering a work order into MEX. 
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33. For example, we recently had a leaking toilet in a resident's room which had caused 
staining on the vinyl floor. Cleaning staff had tried to clean the stain off but were 
unsuccessful. I sent an email to  that set out 

a) that I had investigated and discovered that a leaking toilet had left a stain on the 
vinyl floor in the room; 

b) everything had been done to try to clean the stain away but those attempts had 
been unsuccessful; 

c) my opinion was that the stained part of the floor would need to be replaced; 

d) we already had a contractor attending the Facility to provide a quote on replacing 
vinyl flooring in another room; 

e) based on my experience, I expected a quote would be around $3,000; and 

f) I asked for approval to get the contractor to provide a quote to replace the stained 
section of the floor. 

34. In another recent example, we needed to replace a broken mixer tap. I took 
photographs of the kind of tap that we needed and got a quote of $1,000 from a 
contractor to replace the tap. I emailed  with the job information and the 
quote, and asked whether I should go ahead with the job. 

35. In both of the examples outlined above, once I have received approval from my 
supervisor, I complete a Warrigal purchase order form, scan and email the form to the 
contractor, and enter the job in MEX. 

36. Once an order has been placed with a contractor, and the contractor has accepted the 
job, I need to organise a time for the job to be completed. This involves liaising directly 
with the contractor and the resident or their care staff. For example, in the case of 
replacing the flooring damaged by a leaking toilet, liaising with the resident requires 
meto: 

a) go to the resident's room to explain what work needs to be done and what the 
options are for when the work can be completed; 

b) explain that, because of the work being done, the resident will not be able to use 
the toilet for 24 hours; and, 

c) speak to care staff to make sure that they understand when the resident's toilet 
will be out of action so I can be sure that alternative arrangements are made for 
the resident before the work begins. 

A typical work day 

37. On a typical day I work from 7.30am until 4:00pm. My typical day is like this: 
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38. When I arrive at 7.30am, work orders and requests will already be allocated to me on 
the MEX system. I go through all the work orders, assess their urgency and whether 
there are any safety implications, and prioritise them according to how urgent they are. 
It is common for me to have between 55 and 75 open jobs at a time. 

39. As an example, on Wednesday 3 February 2021, the cool room in the kitchen at the 
Facility had broken down. This was an urgent issue as there was a risk that we could 
lose all the food in the cool room. I first made my own checks to see whether it was 
an issue that I could fix myself, for example, by checking to see whether a fuse safety 
switch had been tripped. After that check, I had to urgently arrange for a contractor to 
come to fix the cool room. 

40. Other urgent issues that would be prioritised would be roof leaks and hot water leaks 
as these issues can be dangerous if left unchecked. In these cases, I will investigate 
the cause of the leaks, fix whatever I can straight away, and determine whether we 
need to get a contractor in to complete the job. 

41. On 3 February 2021 , I also had 1 O rooms in the dementia-specific section known as 
Mystics with broken curtain rods that needed to be repaired, as well as several 
damaged blinds and damaged lights in five or six rooms. These were issues that 
needed to be attended to on that day. Again, in these cases I will investigate the jobs, 
fix whatever I can straight away, and determine whether we need to get a contractor 
in to complete the job. 

Contact with residents 

42. My job involves constant contact with residents. I am always working around residents. 
I am often working in their homes on their requests and I need to engage with them 
verbally. 

43. I change my communication approach resident by resident. 

44. In the dementia-specific section known as Mystics there is a particularly high demand 
for reactive maintenance. Residents in this part of the Facility often break things, such 
as by pulling taps and lights off the walls. 

45. Working in Mystics is definitely a lot more demanding from the human-side. It is 
common for the residents in Mystics to follow you around and you need to be careful 
what you do and where you put your equipment so that they don't hurt themselves or 
you or just steal the equipment. 

46. All residents have the potential to be aggressive at times, especially when they are 
frustrated about a maintenance problem that they have, but this is particularly the case 
in Mystics. 

47. I have personally had cups thrown at me by a resident on one occasion. On another 
occasion recently, a resident was throwing plates at glass doors within the 
accommodation. That particular resident had to be taken to hospital by the police. I 
had a maintenance job the next day to replace the damaged glass. 

48. As I have seen the Facility fill up with residents, I have seen aggressive and difficult 
incidents with residents become more common. 
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49. I have also seen a lot of care staff come and go. While I have been at the Facility since 
it opened, there are not many care staff who could stay the same. Turnover of care 
staff appears to be higher now than any other time I have seen. 

Training. performance and supervision 

50. I was a carpenter by trade before I started to work in the aged care industry. My 
background is in the building industry and I am used to dealing with customers. 

51. For the Property Concierge role, Warrigal looks for people with customer service skills 
and interpersonal skills. The idea is that you can be taught how to do maintenance, 
but how you deal with the residents is most important. 

52. You are required to deal with residents a lot, some of them who will be really 
challenging at times, and you are expected just to be able to deal with it. 

53. As the Facility has filled up, there are a lot of residents with different needs and you 
are expected to provide a personalised service to them. This is why there is such a 
big focus on customer service skills. 

54. In terms of my key performance indicators ("KPls"): 

a) I am required to complete 100% of all preventative maintenance jobs each month; 
and, 

b) I am required to complete at least 85% of all allocated reactive and assistive jobs 
each month. 

55. These KPls are reviewed every month and managers are required to explain if the 
targets have not been met. 

56. My workload, duties and my level of day to day decision-making have all increased 
over time. This is because: 

a) The Facility is now at 100% capacity; 

b) As I have become more experienced, more and more of the jobs that come up are 
matters that I have dealt with before so I know what to do to investigate and fix 
issues, and I can do more without calling in an external contractor; 

c) My supervisor works ordinarily across multiple sites and so I am left to prioritise 
and manage my own time; 

d) I need to spend more time focussing on residents and engaging with them as part 
of the customer service side of my role; and 

e) Due to COVID-19 restrictions, my supervisor has not been visiting the site, 
meaning I am working even more independently. 

Liaising with Aged Care Quality Commission Assessors 

57. In Property Services, we are responsible for Aged Care Quality Standard number 5 
which is the organisation's service environment. As a Property Concierge, I am 
required to have contact with assessors from the Aged Care Quality and Safety 
Commission when they come to the Facility to conduct assessments. These 
assessments include: 
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a) assessors can access MEX to see and review all the jobs that are open or 
completed; and 

b) assessors will pick jobs and ask to see the notes recorded for the jobs. The notes 
need to include what the issue was, what work was proposed in response to the 
issue, what work was done, how successful the outcome was, what communication 
was had with the resident, and whether the resident was happy or whether they 
had any complaints. 

58. Through these assessments, we need to prove that we are keeping the environment 
safe, clean and well maintained, and that we are keeping the residents safe and 
comfortable in their homes. 

59. We need to be able to demonstrate that the way we respond to requests from 
residents, and the way we carry out safety checks and preventative maintenance, is 
creating an environment that is welcoming and easy for residents to use and 
understand. Our notes and our records need to be properly prepared so that the 
assessors can satisfy themselves that Warrigal has met or exceeded the Standard. 

60. When the Aged Care Quality Standards came into effect in July 2019, more focus was 
placed on the resident and their wellbeing and safety. It is not just a matter of the 
assessors looking at our policies and procedures, the assessors talk to residents and 
to other staff to check that we are on top of repairs and maintenance as quickly as 
possible. They also check our records to make sure all of our work is recorded properly, 
including how we have communicated with residents about the work. 

Health and safety risk assessments 

61. Before starting work on a job, I conduct a risk assessment using a booklet provided by 
Warrigal that is titled "Take 5". The forms in the booklet include space for the date, the 
work order number, the area where the job is to be completed, and a description of the 
job. 

62. The form also has a risk matrix to be completed for the job and includes prompts to 
say whether the job requires a Safe Work Method Statement and whether any safety 
equipment is required. 

63. By using these forms, I am able to determine and record the risks associated with the 
job and make decisions about whether I can perform the job myself or whether it is 
necessary to get an external contractor to come in to do the job safely. 

64. Once a booklet has been completed, it is provided to the supervisor to file. 

Communicating with residents 

65. A big part of my job is communicating with the residents. I communicate with residents 
when I am investigating problems that have been reported, when I am undertaking 
work myself or arranging contractors, and when I am moving around the Facility. 

66. I am always mindful that I am working in the resident's home, so it is important for me 
to make them feel comfortable. I try to get to know as many residents as possible so 
that I can get a sense of how they like to be communicated with. I think it is important 
to smile and greet residents and make them feel that they can be relaxed and confident 
around me. 
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67. When I am doing work in a resident's room, or arranging for a contractor to do work in 
their room, I always try to explain exactly what is happening to the resident so I can 
reassure them or deal with any concerns they may want to raise. 

68. Some residents can have difficulty understanding what is happening, or 
communicating their concerns, and having someone working in their home can be 
confronting for them, so I always take the time to ensure they feel safe and know what 
is happening. 

69. Sometimes, it is also important to communicate what is happening to care staff so that 
they can assist. For example, if work is being done in a resident's bathroom and they 
need to use another bathroom for a period of time, it is important that the care staff 
understand and have a record of that too. 

70. I also check in and talk to residents when work is being done and when it has been 
completed, to make sure everything is okay and to get any feedback. Feedback and 
problems are recorded in the MEX system. 

71 . Sometimes I need to adapt the way I communicate to make sure a resident 
understands me. Communicating effectively with residents can include: 

a) talking slowly and clearly; 

b) being patient and being prepared to repeat what I am saying or change the way I 
am saying something to make sure it is understood; and, 

c) looking for cues and replies that show whether or not the resident understands 
what I have told them. 

72. Sometimes I am also required to communicate with a resident's family members. This 
occurs when: 

a) a family member notifies me of a maintenance issue; 

b) I am moving furniture into or out of a resident's room, or doing a job in the room, 
and family members are present; and, 

c) when hanging pictures or paintings on the walls of a resident's room. 

73. In any of these scenarios, it is important to be friendly and welcoming to the resident 
and their family members. It is part of my job to help residents and their families make 
the resident's home at the Facility as familiar and comfortable as possible. 

74. Moving into an aged care facility can be difficult for residents and their families. I try to 
ease that difficulty by making the environment as comfortable and welcoming for them 
as possible. 

75. The interactions that I get to have with residents are part of the reason that I love my 
job. I love being around people and I get satisfaction from keeping our residents happy. 

76. I also get a lot of satisfaction from maintaining and repairing their homes to the highest 
possible standard. Since I was at the Facility when it was new, I take great pride in 
keeping it at the same high standard for residents. 
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WARRIGAL SHELL COVE SERVICE DELIVERY MODEL  

1 Foreword 
In an environment of increasing customer demands and expectations; competition from other 

providers; and Government led industry reform, Warrigal has recognised the need to develop a 

unique point of difference.  This paper documents the background research and proposed model for 

how customer service could be delivered and experienced at Warrigal Shell Cove.  This proposed 

model will position Warrigal with a competitive edge - enabling older people to have great lives 

through offering an innovative range of products and services at its new community at Shell Cove. 

The thinking behind this proposed service delivery model can be traced back to the review of 

Warrigal’s Strategic Plan for 2012-13; the review of Warrigal’s Philosophy in 2013; the revision of 

Warrigal’s vision and purpose statements in 2013; the Board’s adoption of these in 2013; and the 

development of the Shell Cove Customer Service Principles in 2014.  More recently a scoping 

workshop was held in September 2015 with key Warrigal management and consultants where a 

range of project principles were developed.   These project principles formed the basis of a project 

plan to manage the development of an innovative customer experience for Warrigal Shell Cove.   

The background research that has gone into the development of  the proposed Warrigal Shell Cove 

Service Delivery Model comprises a comprehensive range of strategies including:  desk top internet 

reviews of best practice in aged care and other industry sectors; reviews of published research; 1:1 

and group interviews/workshops with Warrigal management and staff, customers and volunteers; 

site visits to select aged care providers, hospitality and hotel providers; attendance at 

conferences/industry presentations; and networking/brainstorming with subject experts across a 

range of industry sectors. 

In December 2015 an initial version of this paper was drafted and distributed to key Warrigal 

personnel.  The purpose of this was to stimulate blue sky thinking and provide a common focus 

across the organisation.  Feedback was then collected from each functional portfolio by way of team 

presentations/discussions; individual discussion; email and so on – the results of which were used to 

fine tune the detail contained within. 

This paper is the culmination of many months of research, discussion and visionary thinking – all 

facilitated by Warrigal’s new Service Innovation and Development team.   
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2 Executive Summary 
Warrigal Shell Cove is Warrigal’s latest aged care and retirement community.  It is located on a 

premium site that is adjacent to the Shell Cove Marina commercial and lifestyle precinct.  It 

comprises 33 villas, 47 apartments, 6 serviced apartments and 128 residential care suites (of which 

32 are dementia specific), shared community facilities that include a bistro with a seating capacity 

for approximately 120 people, café, wellness centre, hairdresser, activities centre, meeting rooms, 

lounges, allied health consulting rooms and so on.  Construction commenced in August 2015, with 

completion due in the second quarter of 2017.   

Warrigal Shell Cove will be an intentional community where customer choice in all lived experiences 

will be enabled through exceptional levels of customer service.  The customer experience will be 

shaped by a new and innovative service delivery model which will ensure a consistent customer 

experience is delivered across all services within the specific context of lifestyle, choice and wellness.  

The proposed service delivery model has been based on a range of concepts that previously have 

not been adopted in the aged care industry.  These concepts are:   

 Place Making – where customers will immediately feel a sense of belonging through 
recognising visual cues that link them to their past;  

 Sense Making – where customers will be helped to embrace lifestyle changes and make 
sense of their new community and environment through hearing stories, and learning about 
the benefits and ways of doing things at Warrigal Shell Cove;  and  

 Discourse (or Meaning Making) – where new descriptors and language will be adopted that 
fits with and supports customer lifestyle and wellness at Warrigal Shell Cove. 

 

The proposed service delivery model’s foundations include Warrigal’s Philosophy, Warrigal’s 

Customer Service Principles and Warrigal’s three signature behaviours.   It has also been shaped 

through a range of research methods including: desk top internet reviews of best practice in aged 

care as well as other industry sectors; reviews of published research; 1:1 and group 

interviews/workshops with Warrigal management and staff, customers and volunteers; site visits to 

select aged care providers, hospitality and hotel providers; attendance at conferences/industry 

presentations; and networking/brainstorming with subject experts across a range of industry 

sectors. 

The proposed service delivery model is supported by the following enablers:   

1. Shell Cove Built Environment Design – Warrigal Shell Cove has been designed to meet 
customer expectations through an innovative design, quality build and fit out that facilitates 
customer wellness and lifestyles.  The community’s central hub, the ‘Quay’, is a focal point 
where customers will choose to spend their day accessing a range of services (Bistro, Café, 
Medical Centre, Wellness Centre, Activities etc) from both Warrigal and Warrigal’s 
commercial business partners. 

2. Customer Service Culture – which is based on exceptional customer service levels reflective 
of 5 star hotels or cruise ship experiences; where staff will be multi-skilled, will enjoy helping 
others, and will develop deep relationships with customers; where customer’s preferences 
will be known and facilitated; where customers will have a say in how their community is 
run; and where volunteering will be proactively coordinated and highly valued. 

3. Paperless Systems and Technology – which will underpin all practices and services in 
innovative ways across the site.  Customers will access community information through an 
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online customer portal using mobile devices such as a smart phone or tablet.  The system 
will be similar to those used in modern hotels and cruise ships where daily activities, bistro 
menus, day spa bookings, customer accounts and so on will be accessible and interactive.  
Staff too will access a range of online systems and apps through a staff portal on smart 
phones, tablets and laptops.  

4. Research and Development – which will enable a rich community mix that includes 
researchers, academics and students.  Research projects will support the success of the 
service delivery model and further drive best practice across the Warrigal Shell Cove 
community.  The primary research partnership initially will be with the University of 
Wollongong, in keeping with the successful Restart Illawarra funding agreement. 

5. Concierge Services – where a team of staff located in the Quay will be led by a General 
Manager (similar to that found in 5 star hotels) to ensure all customer and visitor needs are 
met and that a seamless service delivery is provided, no matter the discipline. 

6. Community Facilitator – where an onsite professional will be responsible for capturing the 
life stories of all members of the community and facilitating connections within and outside 
Warrigal Shell Cove.  The Community Facilitator will coordinate the documentation of 
customer interests, preferences and so on and identify ‘social assets’ that can be utilised to 
develop and strengthen the community.  This function will ensure that the number of 
volunteers onsite will be high which will greatly assist staff as well as provide another layer 
of vibrancy and connection across the community. 

 

The key focus of the service delivery model will be enhancing customer lifestyle, choice and 

wellness.  Customers and friends of Warrigal Shell Cove will have the opportunity to become 

members of Club Connect, a club which offers members a range of experiences, for example, 

participation in common interest groups such as walking groups, book clubs; outings; theatre 

groups; travel groups etc.  Club membership will also entitle members to discounted services at the 

community’s Quay – the hub where all community activities can be accessed.  The Quay will offer 

both customers and neighbours delicious meals at the licensed Bistro or Café; cocktails and tapas at 

the Café which becomes a small bar in the evenings; day spa beauty, massage and hair treatments; 

medical, dental and allied health practice; a wellness centre for therapy and exercise classes; a place 

to meet with friends; and a place to entertain family of all ages. 

In addition, a range of other services will be available to customers who can access and pay for these 

through their online customer portal.  These additional services will ensure Warrigal Shell Cove 

customers can have all their needs met whenever they choose.  Customers will be able to access 

these additional services prior to living onsite - with assistance in selling and moving into Warrigal 

Shell Cove; storage of boats and caravans; assistance unpacking and settling into the Shell Cove 

village; and access to a counsellor/psychologist to better manage lifestyle changes.  Once settled 

into the community, customers will be able to access additional services (for a fee) such as transport, 

event planning, computer support, cleaning and ironing, in home personal care, pet care, personal 

trainer and so on.  These services will also be available to all Club Connect members who may not be 

living on site but who will be able to take advantage of on site services due to their club 

membership. 

The proposed service delivery model will be supported by a new employment model – one that 

won’t be defined by service/functional streams but by providing a seamless experience for the 

customer.  The majority of staff will be universal workers who will slip between service types when 
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required.  They will be companions supporting a small number of customers within a 

house/neighbourhood of the residential care home setting – allowing deeper trusting relationships 

to form – ‘walking alongside’ customers as they choose how their days will unfold.  They will be 

supported by clinical specialist teams comprising Nursing Practitioners, Registered Nurses, 

Physiotherapists, Enrolled Nurses etc who provide clinical support when and if required.  Exceptional 

customer service will be the norm and positive behaviours, based on Warrigal’s three signature 

behaviours, will be encouraged and rewarded where appropriate.  
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3 Introduction 
The purpose of this paper is to explore the opportunity Warrigal has to develop an innovative service 

delivery model for its new community at Shell Cove.  The service delivery model will set the scene for 

the customer experience as well as provide the framework for all other business processes and decision 

making that relates to the commissioning and operations of the site. 

Warrigal, a community based organisation, has been in operation since 1967 providing residential 

and community care as well as retirement living across the Illawarra, southern highlands and 

southern tablelands regions of NSW.   Warrigal prides itself on listening to its customers in order to 

deliver on its vision: that older people will have great lives.  The current service delivery model used 

at Warrigal is one that is common across the aged care industry – and is overtly medical in nature 

(with facilities usually managed by Registered Nurses using systems and processes similar to those 

used in acute care settings) where people are cared for rather than supported to do things for 

themselves and living well.     

The aged care landscape is undergoing considerable reform to enable a more flexible person centred 

approach to service delivery which provides an opportunity to rethink Warrigal’s service delivery 

model.  This paper will explore ideas for how to position Warrigal Shell Cove with a competitive 

advantage in a highly competitive marketplace where customers are expecting their needs to be met 

in ways that previously have not.   

4 Background 

4.1 What is a service delivery model? 
Service delivery models are essentially a set of principles and practices organised around a 

conceptual framework to guide the design, development and operation of services.  The benefit of 

developing a new service delivery model prior to commissioning Warrigal Shell Cove is to ensure a 

consistent customer experience is delivered across all services within the specific context of 

wellness. 

4.2 Underpinning theories and models: 

While there are a number of Australian and international theories and models that have been 

considered to date by Warrigal Executive when designing Warrigal Shell Cove, the following are 

those that are particularly favoured.  (It is acknowledged that the Warrigal Shell Cove Service 

Delivery Model has been based upon these, but enhanced with a special Warrigal flavour which will 

be discussed further in section 4.)  These are: 

4.2.1 Humanitas Foundation’s Apartments for Life Model (Dr Hans Becker): 

This model comes from Rotterdam in The Netherlands, where Apartments for Life complexes have 

been established with a key focus on human happiness.   Apartments for Life are available to 

individuals over the age of 55, and residents typically enter these apartments while still 

independent. What makes these residences unique is that when individuals require assisted living or 

nursing care, appropriate care is brought to them. The housing is designed to allow the resident to 

remain in the same apartment for the remainder of their lives. These ‘age-proof dwellings’ can 

accommodate resident lift equipment, oxygen, and wheelchairs etc as needed. They also include 
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modifiable components, such as sinks that can be raised or lowered as needed.  Generally, only in 

cases of dementia do residents eventually need to move where they are relocated to clusters of 

units designed to accommodate individuals with dementia. 

The philosophy behind this approach is a belief that older people want to remain independent and 

involved in society as much as possible. The Apartments for Life philosophy incorporates four key 

values: The first is autonomy, allowing individuals to remain bosses of their own lives.  Second is the 

value of ‘use it or lose it’, which in this case reflects a Dutch philosophy of personal strength, which 

‘views the over-provision of care as more damaging than the under-provision’.   As a result of this 

philosophy, older people are challenged to do as much as they can for themselves.  Third is the value 

of embracing a ‘yes culture’ that promotes the idea that older people should be given the freedom 

to enjoy simple pleasures as well as challenges and stimulation.  The fourth value endorsed by this 

approach is a family-centered approach to caregiving. 

The Apartments for Life approach leads to a mix of individuals needing a variety of levels of care 

from apartment to apartment. The residents retain their ability to stay surrounded by familiar 

belongings and neighbours, not to mention enjoying continuity of the same staff (staff are universal 

workers with care facilitated by care advisers).   The model also supports married couples, since the 

provision of assisted living and nursing home care in the same apartment means that couples can 

continue living together for longer than in other models of senior living. 

Since their inception in 1995, there are now 15 places called ‘Apartments for Life’ in the 

Netherlands, housing around 2,500 residents. There is great demand for more of these apartments, 

with a reported 10,000 to 12,000 people on waiting lists.  In addition, anecdotal evidence suggests 

that the costs of these non-institutional settings providing care are 10 to 25 percent lower than 

comparable institutional care.  This can be attributed to a high level of volunteering that builds 

interdependence and a strong focus on self-actualisation in these communities. 

The Apartments for Life model has a mix of apartment ownership – where 51% are retained by the 

Foundation for rental and 49% for purchase.  This approach reinforces the demographic mix of 

residents across each complex. The built environment includes common areas in a shared hub (eg 

village square) where meals, activities, health appointments etc are conducted.  Meals are provided 

in a contracted out commercial restaurant setting which is open to everyone, creating a 

neighbourhood atmosphere, offering all services and experience.  Services are affordably priced, 

where residents and employees get a 15% discount. 

4.2.2 Asset Based Community Development (ABCD) (Peter Kenyon): 

The Asset Based Community Development model, often referred to as ‘ABCD’, is a strategy for 

sustainable community-driven development.  The model assumes a philosophy that communities 

are comprised of a range of assets (individuals, associations, institutions) – where these are matched 

or connected to others that have an interest or a need in that asset.  Communities are thought of as 

a diverse and potent web of gifts and assets (rather than complex masses of needs and problems). 

In adopting this model, it requires service providers to focus on how to link the community’s micro-

assets to the broader macro-environment.   Associations who drive the community development 

identify assets and connect in ways that multiply their power and effectiveness. 
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ABCD draws out strengths and successes in a community’s shared history as its starting point.  This 

approach focusses on social relationships – which generally underpins networks in a community. 

This takes people back to the past practice of seeking out your neighbours and friends for support 

and assistance in the first instance rather than seeking out professionals.  By Leaders intentionally 

leading by stepping back it empowers the members of a community to play an active role in shaping 

their community. 

4.2.3 Illawarra-based Social Researcher, Hugh Mackay’s research outcomes:  

In his latest book The Art of Belonging Hugh Mackay discusses the human need for connectivity.  He 

argues that a good life is not lived in isolation or in the pursuit of independent goals – a good life is 

lived at the heart of a thriving community, among people we trust, and within an environment of 

mutual respect.  This book builds on his earlier book A Good Life, where he explores how and why 

current family structures and neighbourhoods are not supporting this need.  He reflects on the 

neighbourhood of his childhood that supported individuals, families, friendships and the broader 

population and encourages people to consider going back to some of those old fashioned values and 

practices in order to find connectivity and contentment.  He rejects the goal of happiness, believing 

that this is not sustainable and can often result in a great deal of unhappiness in its pursuit.  Instead 

he supports the goal of seeking contentment which in turn can result in a feeling of happiness. 

The principles of the neighbourhoods of our past are particularly useful in determining the Shell 

Cove service delivery model and provides a sound basis for the community’s suggested vision:  ‘A 

Place to Belong’. 

4.3 The Warrigal Way 
After nearly 50 years of working closely with its customers in determining how services are 

delivered, Warrigal has developed and documented a philosophy that provides the foundation to all 

Warrigal services.  Warrigal’s philosophy has been based on choice theory, which resulted from 

William Glasser’s almost 50 years of theory and practice in psychology and counselling.  Glasser 

argues that the only behaviour we can control is our own and that no one else can make us do what 

we don’t want to do, which is why people need to live in an environment where they are free to 

make choices.   

Having a philosophy that is grounded in both theory and practical evidence is a sound springboard to 

developing the Shell Cove Service Delivery Model.  In addition to this, considerable consultation was 

undertaken in 2014/2015 to scope out the principles to inform the Shell Cove service delivery model.  

The Philosophy, Customer Service Principles and the Warrigal Way (signature behaviours) are set out 

below: 

4.3.1 Warrigal’s Philosophy: 
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Warrigal’s key focus for service delivery is to ensure customers feel they are:  independent; 

respected; happy; and connected – and is an important foundation for the development of the new 

service delivery model.  It also serves as a connector between the proposed Shell Cove service 

delivery model and the existing Warrigal model.  This means that after a piloting stage is undertaken 

at Shell Cove, elements of the new service delivery model can (where appropriate) be introduced to 

the new services at Queanbeyan and Wollongong, and across all of Warrigal’s broader services. 

4.3.2 Shell Cove Customer Service Principles: 

These principles were developed in late 2014 to enable implementation of Warrigal’s vision and 

purpose for people living, working, volunteering or visiting, at Warrigal Shell Cove.   These principles 

are an important point of reference for the Shell Cove service delivery model: 

Our vision is that older people will have great lives. 

Our purpose is to support older people to create inspiring communities.   

1. Our people 

1. All Warrigal staff, volunteers and contractors will always remember that whatever they do 
they should continuously encourage all older people at Shell Cove to have great lives. 

2. Our people will do whatever they can to support the residents living in the village and the 
residential care home and the other older people who regularly use the services there to 
choose to create an inspiring community that is also an integrated part of the surrounding 
community. 

3. Our people and their teams will always encourage and provide opportunities for residents to 
feel independent, respected, happy and connected. This is our philosophy of service. 
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4. Our people will always show courtesy and respect, demonstrating that their working 
environment is primarily an older person’s home, where they can experience exceptional 
services of their choice, not a facility or institution where we are in control. 

5. The principle of “doing with” rather than “doing for” will apply wherever possible. We will 
‘come alongside’ older people and offer choices where ever possible, not dominate or control 
our customers. 

6. Our people will say “yes” in the first instance, be exceptionally courteous and friendly and 
happy and respond quickly to any request from residents or other customers. 

7. Our people will be patient and listen carefully to the choices and preferences expressed by 
their customers. Older people will feel very supported to make choices for themselves and 
have a great day. 

8. Our people will make themselves available and accessible to customers, and strive to pre-
empt a customers’ needs by being flexible and responsive. We will know what our customers 
even want before they ask. 

9. Our people will form a cohesive and accepting team culture, working happily together as one 
diverse but collective team regardless of their position or title. 

 

2. Our Customers 

1. Our Customers will feel like they are having a great life. 
2. Customers will feel like they are creating an inspiring community by the choices they are 

making with our assistance if needed. 
3. Customer choice and preference will determine actual service delivery so that our customers 

can see themselves shape our service offerings. 
4. Warrigal Shell Cove will lead the standards of Warrigal customer experience across our 

network of services. 
5. Warrigal Shell Cove will be known for its unique customer experience where visitors say 

‘wow’ and tell others how good it is. 
6. Warrigal Shell Cove will be very connected and be an integral part of, and embed itself into 

the wider Shellharbour and Shell Cove community culture. 
 

3. Our Services 

1. Services at Shell Cove will be integrated and easily accessed through a one-stop-shop 
concierge, so the customer experiences a smooth and simple transition, moving through 
service types should they choose additional or extra support. 

2. We will use research to base what we do on other best practice methods from other 
industries and other locations. Our processes will be reliable and robust so that we can be 
trusted to always deliver.   

3. Services at Warrigal Shell Cove shall exhibit the following attributes:-  
a. What customers want and when they need them. 
b. Staff and volunteers with exceptional values and skills. 
c. Inspiring and positive connection and communication 
d. Enjoyable and fun for customers who feel respected. 
e. Supported to be independent as long as possible. 
f. Robust and reliable and delivered in a confident way.  
g. Looking to the future with hope and innovation. 

4. There will be an extensive use of on-line resources where user-friendly and innovative 
applications are used for getting connected, staying informed, having a say, making a choice, 
or paying a fee.   

5. There will be positive and vibrant lifestyle experiences such as dining, health, wellness and 
community connections and these will dominate the culture of service delivery and choice.   
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6. Membership of Club Connect and access to Shell Cove services will be available for all Shell 
Cove and Shellharbour village residents, other customers of Warrigal services, and all older 
people in the broader community. 

 

4.3.3 Warrigal’s Signature Behaviours: 

All Warrigal staff are inspired to apply the following signature behaviours: 

1. My decisions, Warrigal’s financial future 
2. My actions encourage people to choose Warrigal 
3. Our work, my responsibility 

 
It is important that the Warrigal Shell Cove service delivery model creates an environment that 

supports these behaviours.   Examples of this would be in staff looking for opportunities to improve 

services and minimise expenditure; in sharing positive stories of their experiences at Warrigal Shell 

Cove so that their family, friends and neighbours consider either living or working at Warrigal Shell 

Cove; and in multi-tasking as they undertake their work as part of a broader team. 

4.4      Shell Cove Macro Community Assets 

In order to explore the both opportunities that the ABCD model and also the ideas posed by Hugh 

Mackay’s research outcomes offer Warrigal Shell Cove, the following assets across the broader 

Shellharbour community are considered likely to have a direct impact on the success of the Shell 

Cove service delivery model: 

4.4.1 Geography – proximity to Shell Cove Marina, Shellharbour Village, Shell Cove housing 

estate, beach, Shellharbour Workers Club, Shell Cove Family Medical Centre, Shellharbour Links Golf 

Club, Killalea State Park.  These assets located near Warrigal Shell Cove will provide opportunities for 

partnerships and connections to enhance the vibrancy of the Warrigal Shell Cove experience. 

4.4.2 Known Customers – those customers who have accepted offers for villas and apartments 

are mostly drawn from the Shellharbour LGA, with a median age of 72 and have existing connections 

with the broader community (ie friends, family, doctor, dentist, club membership, shared history).  

All will be moving into the site at the same time, going through the shared experience of selling their 

homes, downsizing their belongings and generally undergoing considerable lifestyle changes. 

4.4.3 Built Environment – Warrigal Shell Cove infrastructure has commenced construction with 

first stage completion due within the second quarter of 2017.  The development comprises 33 villas,  

6 serviced apartments and 128 residential care rooms (of which 32 are dementia specific), shared 

common facilities that include a bistro with a seating capacity for 120 people, café, wellness centre, 

activities centre, meeting rooms, lounges, allied health consulting rooms and so on.  An overlapping 

second stage comprising 47 apartments is due for completion towards the end of 2018. 

4.4.5 Warrigal Shell Cove’s neighbours:   

Shellharbour LGA residents (source:  Shellharbour City Council’s Community Strategic Plan 2013 - 

2023) – The last Census in 2011 showed that Shellharbour LGA had a population of 63,065 and is 

projected to grow at 1.89% pa.  Shellharbour LGA is one of the youngest populations in NSW, with 

the newer suburbs of Shell Cove and Flinders housing young families.  The existing suburbs of 

Warilla, Mount Warrigal, Barrack Point and Barrack Heights have ageing populations, where the 

numbers of people aged over 65 are projected to double over the next 20 years.  The Shellharbour 
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LGA also has a higher than average percentage of aboriginal residents (3% as opposed to 2.5% in the 

general population).  In addition, one fifth of residents were born overseas, with English and 

Macedonian being the most common languages spoken at home. 

Shellharbour City Council Warrigal’s CEO and Executive have existing relationships with the Mayor 

and General Manager, as well as various Council staff.  As Council is responsible for the development 

of the Shell Cove Marina (as part of a Joint Venture with Frasers Property), it is a key stakeholder. 

Shellharbour SMEs Warrigal is supported by a range of local SMEs for trades, supplies etc and has 

enjoyed a long association with many of them. 

These assets highlight a number of opportunities for service delivery at Warrigal Shell Cove: 

 Shellharbour suburbs such as Warilla, Mount Warrigal, Barrack Point and Shell Cove are 
primarily where the target market for Warrigal Shell Cove is drawn.  While the median price 
of 3 bedroom homes in these areas ranges from $500K - $800K, there are pockets in these 
suburbs (eg beachside Warilla, beachside Barrack Point) that have housing valued in excess 
of $1m, given the proximity to the ocean and lake.  This provides an opportunity for Warrigal 
to review its pricing strategy for future sales at the Shell Cove site, the proceeds of which 
could fund the development of a range of premium services onsite. 

 Warrigal Shell Cove is located in the suburb of Shell Cove where it and its neighbouring 
suburb Flinders house the region’s youngest families.  This provides an opportunity to 
promote Warrigal Shell Cove to pre-schools and schools located nearby for intergenerational 
activities.  It also provides an opportunity to attract older people living outside the region 
who want to relocate to be nearer their grandchildren. 

 The concentration of Aboriginal and Macedonian people in the Shellharbour LGA can 
provide an opportunity for Warrigal Shell Cove to develop services that meet the needs of 
these cultural groups and creating an additional target market, for customers and staff and 
volunteers.   

5  Warrigal Shell Cove Service Delivery Model’s 4 Key Drivers: 
In distilling the thinking explored in section 2, the following criteria have been identified as the key 

drivers for Warrigal Shell Cove’s Service Delivery Model: 

1 Relationships – with loved ones, friends, neighbours, doctor, dentist, chemist, hairdresser, 
clubs, churches etc 

2 Choice – in determining the when where and how of activities of daily living 
3 Purpose – empowerment to explore options for  the meaning to a person’s life through 

engagement and connectivity in community life 
4 Place – in providing a sustainably built environment  that supports community life and 

liveability as a person ages 
 

These four key drivers are all underpinned by Warrigal’s philosophy for customers to be:  

independent; respected; happy; and connected. 

6 The Warrigal Point of Difference 
In developing a unique offering for Warrigal Shell Cove customers, further exploration of theory and 

practice in the areas of building community and managing change has been undertaken.  Now that 
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the Warrigal Shell Cove infrastructure has been planned for, given approval and development 

commenced, it is important to think about how to build the community – one where customers, 

staff, volunteers and the broader community will all have a role to play.  In addition, change will 

need to be managed as it is likely to dominate Warrigal Shell Cove in a number of ways:  for 

customers as they relocate; and for all people who are involved in either implementing or 

experiencing the new service delivery model.  As a result, it is suggested that Warrigal adopts the 

concepts of ‘placemaking’ and ‘sensemaking’ – which are grounded in theory and to date have only 

been applied to sectors other than aged care.   

An additional concept is also recommended to support and embed the use of placemaking and 

sensemaking strategies – this additional concept is to have a clearly constructed discourse and 

language for Warrigal Shell Cove.   This is important as it ensures the model will be sustained long 

term when shifting from the existing aged care service delivery model to the Warrigal Shell Cove 

service delivery model.   

As service delivery models are essentially a set of principles and practices organised around a 

conceptual framework to guide the operation of services,  adopting these concepts will provide the 

necessary ingredients to frame the background thinking discussed in section 2 and provide the 

Warrigal ‘flavour’ to the lived experience at Warrigal Shell Cove. 

6.1  Placemaking 
Placemaking can be defined as a collaborative process of creating environments that people are 

attracted to, and have ownership of.  To date, this concept has generally been applied to the 

planning, design and management of public spaces.  It resonates well with the ABCD model as it 

capitalises on a local community’s assets, inspirations and potential, with the intention of creating 

spaces that promote people’s health, happiness and wellbeing.  It also resonates well with Warrigal’s 

tag line – Inspiring Communities for Older People. 

Placemaking is a theory and process that has been implemented overseas and within Australia in 

developing liveable public spaces.  Interestingly, the concept of placemaking has recently been 

adopted locally by Wollongong City Council – where Gehl Architects (placemaking champions from 

Sweden) have been contracted to develop a revitalisation strategy for the Wollongong CBD.  In 

championing placemaking Jan Gehl asserts: ‘first life, then spaces, then buildings – the other way 

around never works’.    This local example has followed the internationally accepted practice of:  

observation of how people use spaces; and survey to determine what people want from their 

environment in building the vision and strategy. 

‘Place’ can be defined as a location that has meaning for the people who use it, it has a unique 

character that reflects the needs and aspirations of the community and the narrative of the site’s 

history (K Legge, Place Making:  An Australian Perspective, 2010).  For Shell Cove customers this is an 

important factor as many of them will have lost the most significant anchor to their sense of self 

when leaving their family home where all their memories of important life events were held. 

There are other opportunities to incorporate Warrigal Shell Cove’s connection to the broader 

community and provide a sense of being ‘home’, especially given the majority of customers will be 

drawn from the Shellharbour LGA, by:  naming key sites within Warrigal Shell Cove with local 

identifiers (eg the Killalea lounge); including photographs, paintings, sculptures and artifacts of local 
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vistas, land-use and professions - both current and historical.  Through incorporating material 

reminders of their past, it will help to facilitate the social fabric of Warrigal Shell Cove.   

Adopting the practice of placemaking into the Warrigal Shell Cove service delivery model will enable 

Shell Cove customers, staff and stakeholders to have ongoing involvement and say in determining 

how the built environment will be lived in (ie its liveability).  This would need to be undertaken 

through the professional facilitation of a collaborative process to develop a shared vision for its 

identity, creation and maintenance.  The benefit of this is that the people who have a connection to 

Warrigal Shell Cove will have a sense of ownership and belonging.  Customers will be able to say “I 

belong in this place, it’s my home”. 

6.2 Sensemaking 
Sensemaking involves turning circumstances into a situation that is comprehended explicitly in 

words and that serves as a springboard into action (Weick K, Sutcliffe K, Obstfield, D, 2005, 

Organising and the Process of Sensemaking).  This is a concept that was developed by Karl Weick and 

has generally been applied to the understanding of organisation, strategy, leadership and change to 

date.   

There is an opportunity to use this concept to enable customers and staff to have the best lived 

experience possible at Warrigal Shell Cove.  Framing the service delivery model through the lens of 

sensemaking will enable customers, staff and volunteers to make sense of their new environment 

and practices.  This can be achieved through a range of strategies, the primary one being the use of 

narratives or stories.  The idea of capturing customer stories is something that can be used in a 

range of ways:  in identifying strengths or assets that can be used in the ABCD process; in enabling 

staff to better know customers and to shape opportunities for wellness and lifestyle plans; and if 

consented to, being part of the Warrigal Inspiring People marketing strategy.  Sensemaking is also a 

useful strategy to use when assisting customers to onboard at Shell Cove as it will enable a sense of 

identity and connectedness from Day 1. 

Sensemaking also supports the development of community and practice.  With the primary focus at 

Warrigal Shell Cove being lifestyle and wellbeing, the frontline staff, who will have the majority of 

contact with customers, won’t have medical training (other than a Certificate III in Aged Care).  By 

facilitating case management sessions between companion staff and nursing staff, the companions 

will be able to tell the stories of what they have been doing with their customers - and the nursing 

staff will be able to identify medically related issues (in the form of symptoms) from the narrative – 

which in turn will be a trigger for nursing engagement without having an overt presence.  Another 

idea is the use of team reflection meetings – where the site leaders are able to remind staff of 

appropriate behavior through story telling, and perhaps asking staff members to relate stories of 

how they’ve helped a customer to have a great day.  Story telling would also help staff to review 

how they have worked together, thereby reinforcing appropriate behaviours. 

Customers will be able to say “Before I came to Shell Cove I didn’t know what to expect.  Now I’ve 

heard other people’s stories I feel much more comfortable.” 

 6.3 Discourse (Meaning Making) 
Discourse is a concept that is most associated with Michel Foucalt’s research and is grounded in 

social theory.  Discourse relates to how people are empowered to think and behave differently 
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through the use of language, practices and environment.  One way of looking at the applicability of 

this concept to the Shell Cove service delivery model is that it is important for ‘meaning making’ of 

the new model, which in turn will empower people in its adoption.  In other words, constructing 

Warrigal Shell Cove’s discourse is essential as it provides a means of normalising a new way of 

thinking, talking and understanding. 

Warrigal’s leadership team will need to ‘lead by example’ when implementing the concepts of 

placemaking and sensemaking at Warrigal Shell Cove.  This will enable customers, staff and 

stakeholders to undergo ‘meaning making’ as they listen to narrative containing specific language, 

observe new behaviours that follow new rules and patterns, and get reinforcement through 

visual/environmental cues.   As a result, a new language will need to be developed that reflects the 

Shell Cove service delivery principles and four key drivers (as discussed in Sections 2.3 and 3).  This 

language will have a positive and reinforcing effect on the adoption of the model’s practices – 

whether they be for the internal community:  residents, employees, volunteers, contractors; or for 

the broader community.  All policies and procedures for the model will need to be developed with 

the principles and drivers at its core, and all visual cues will also need to reflect these (eg as the 

service will provide accommodation for married couples, it will be important to show married 

couples in brochures; and people undertaking a variety of lifestyle pursuits).  It will also be important 

to ensure that any references/links to the previous Warrigal aged care model be removed if existing 

resources get modified for use at Shell Cove (eg photographs depicting a nurse treating a 

disempowered resident, or the old language descriptors in documents). 

Customers will be able to say “I get it.  They talk my language here at Warrigal Shell Cove”. 

7 Warrigal Shell Cove Service Delivery Model: 

7.1 Suggested Name for the Model: 
When Warrigal’s Board of Directors approve the adoption of the proposed service delivery model, 

further consideration will be given to giving the model a name.    

At this early stage, one idea for a name for the model could be the ‘Warrigal Way’, drawing on all the 

elements discussed in section 2 above; another idea could be to draw on the model’s conceptual 

framework of placemaking, sensemaking and meaning making (as described in section 4 above) and 

name it the ‘Warrigal Making Model’.    

7.2 Warrigal Shell Cove customers 
At this point in time, the known customer demographic for Warrigal Shell Cove’s Village are mostly 

drawn from the Shellharbour LGA, have a median age of 72, are well connected and engaged with 

the broader community (pursuing a variety of interests such as U3A; cycling groups; walking groups; 

book clubs; line dancing; exercise activities such as gym, yoga, pilates; travel – overseas cruises and 

domestic caravanning; gardening; food and wine – both at home and out with friends; and spending 

time with family as well as looking after grandchildren.  In addition, the majority appear to have a 

degree of computer literacy (given all but 2 have provided email addresses).  There is a mix of 

married couples as well as singles.  At this time no gay or lesbian couples have been identified, but 

that doesn’t mean there won’t be in the future.  The primary motivator for relocating to Warrigal 

Shell Cove is to have company – the need to feel connected and have the opportunity to do things 
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with others without having to leave home is key.  After this is security – in both tenure as well as 

knowing they will be safe; their home and belongings will be safe when travelling; and in reducing 

the responsibilities of maintaining a big home so they can focus on the fun parts of life. (source:  

Terri Watson; and anecdotal evidence obtained through conversations with Village customers at the 

Shell Cove Christmas party held December 2015 and the High Tea held February 2016). 

In planning for the residential care customers (given they are unknown at this time), it is worth 

noting the following commonly accepted statistics for Australian residential care homes:   

 That more than 30% of people in aged care facilities are clinically depressed.  The Australian 
Government’s funding model ACFI allows for extra funds to care for depression – which may 
allow for the funding of a site psychologist position to support this condition.   

 In Australian aged care facilities 70% of residents over the age of 80 have cognitive 
impairment and dementia.    

 The majority of people entering residential aged care are over the age of 80, very frail and 
unwell. 

 The average stay for people in residential aged care is short term and the need for palliative 
care is increasing.   
(source:  Richard Fleming, DTSC UOW)   

There are a number of opportunities for the residential care home to meet market demand – these 

include: 

1. Develop a partnership with the NSW Department of Health to introduce transitional care 
beds.  This would free up hospital beds for acute care where older people who are unable to 
return home can receive an appropriate level of care.  This in turn will expose older people 
living in the community to the advantages of living at Warrigal Shell Cove and may provide a 
new pipeline for customers to access residential aged care.  The income transitional care 
generates is higher than residential care, creating an additional income stream. 

2. Apply for respite bed days to enable potential customers to trial living at Warrigal Shell Cove, 
as well as boost occupancy levels and income.  This is where the aged care home would have 
an allocation of respite bed days that could be used across the home to allow older frail 
people currently living in their own home to stay at Warrigal Shell Cove’s aged care home for 
a period of time while their carer has a break.  This would allow vacant units to be occupied 
while the vacancy is being filled, attracting a high daily rate as well as oftentimes resulting in 
the respite stay turning into a permanent stay. 

3. Specialise in care requiring specialist intervention care such as dementia and palliative care.  
This will assist in marketing the site as well as provides an avenue for developing additional 
income streams. 

4. Offer additional services to customers in the residential care home, serviced apartments and 
village through a fee for service arrangement.  Details of these additional services can be 
seen in section 5.5.8 below.  There are a number of opportunities that can be explored to 
ensure customer take up of these additional services by way of service packages and/or 
opportunities for deferred payment. 

7.3 A Snapshot of Warrigal Shell Cove’s ‘lived experience’ 
The lived experience at Warrigal Shell Cove will be one of being connected – not only within the 

Warrigal Shell Cove footprint, but with the broader community.  Warrigal Shell Cove will be a 

vibrant, engaging place to live where a lifestyle focused on wellness will be facilitated by a Concierge 

service and a community facilitator.  Initial impressions will liken Warrigal Shell Cove to that of a 
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resort, or even a cruise ship (that doesn’t go anywhere) holiday but one with purpose and choice.  

Customers will receive exceptional levels of service and be supported in their quest for the best 

retirement lifestyle possible.  The Warrigal Shell Cove Quay will see customers moving in and out 

throughout the day – to drop into the coffee shop for a catch up with friends; to meet up with family 

for a meal at the Bistro; to go to their yoga class or gym session; or to meet with their other Club 

Connect members (ie Book Club).   

Members of the external Shellharbour community will also be coming and going – pre-school 

children coming for assistance in reading or visiting; neighbours calling in on their way past for a 

coffee at the café, to do volunteering work or to attend the next U3A class; and customer’s family 

and friends visiting.  Local business people will also be seen delivering and undertaking their 

business onsite.  There will be a strong presence of volunteers at Warrigal Shell Cove (thanks to the 

connections made by the site’s Community Facilitator), allowing customers and neighbours to play 

an integral role in creating an intentional community and a great lifestyle for everyone either by:  

visiting for a chat; running special interest groups; driving buses and so on.   

In the grounds of Warrigal Shell Cove, a customer garden club will tend to the community gardens – 

growing vegetables and herbs for everyone to use.  There will be luxuriant leafy ‘garden rooms’ for 

individuals and groups to enjoy, with plantings that include fruit trees (the fruits of which will be 

picked and shared).  Sculptures and other local artefacts will be strategically placed in the grounds to 

reflect the heritage of the Shellharbour community which people will identify with and immediately 

feel at home with.   

Upon arriving outside the front reception area visitors will be presented with views through a range 

of large windows where they will be able to see different groups of people being active - doing 

things like line dancing (which is led by one of the Village customers) or a music appreciation class; 

and may perhaps run into someone they know sitting outside the café on one of the outdoor tables 

and chairs.   On entering the Quay, there will be sitting areas where people will be chatting or 

reading the paper.  The appealing smell of ground coffee beans will be noticeable, followed by the 

tantalising aroma of today’s lunch options (as they’re being prepared nearby).   Visiting doctors, 

dentists and allied health professionals will also be seen greeting customers in the consulting area 

adjacent to reception.  Another observation will be the large smart screen tvs on the walls 

promoting today’s activities, bus trips and other community information.  At the entrance to the 

Bistro, another smart screen tv is displaying today’s lunch specials.  You will find yourself salivating 

and booking for lunch as the aroma of the food being cooked is so good.  On walking out of the lifts 

on levels 1 and 2 of the Quay building the first impression will be one of vitality – with the sounds of 

talking, laughter and music being the first noticeable things.  Customers will have companion staff 

beside them supporting them in a range of activities.  It will be obvious that the relationships 

customers have built with their companions will be strong and respectful.  Customers decide how 

they would like to spend their days, starting with what time they get out of bed, what and where 

they would like to eat, and how they would like to spend their days.  Some customers are heading 

off for their session with the physiotherapist, and others are attending a consultation with the 

Warrigal Shell Cove nurse.  You can see another customer having their photo taken after her visit to 

the hairdressers – where their companion will be emailing her family the photo - as she wants them 

to see how lovely her new ‘do’ looks.  Everyone you pass says hello and you can’t help but feel happy 

just because you are here. 
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This type of experience doesn’t just happen by itself – it is the product of a carefully thought out 

strategy with a very busy and committed operation that is supported by a range of enablers. 

7.4  Enablers 
The enablers required to deliver the Warrigal Shell Cove service delivery model and experience 

described above are:  built environment; customer service culture; paperless systems and 

technology; research and development; concierge services; and a community facilitator.  These 

enablers will not only enable service delivery but also innovation across the service. 

7.4.1   Shell Cove Built Environment Design  

The Warrigal Shell Cove site has been specifically designed to enable the proposed service delivery 

model through the provision of: 

A dynamic community hub, known as the Quay, where customers of Warrigal Shell Cove as well as 

members of the broader community can access a range of commercial quality services.  The Quay is 

located on the ground floor of the main building which also houses the residential aged care home 

on levels 1 and 2 above.  The Quay is accessed not only through a main reception area but also 

through a range of other access points:  from levels 1 and 2 customers and visitor access is through 

three lifts and a bespoke staircase (that has been designed to suit the needs of older people); from 

the surrounding Shell Cove neighbourhood and Warrigal Shell Cove grounds.  The Quay has been 

designed and built to a standard for commercial business partners to operate from.  These include: 

 A Bistro that will be open to all Warrigal Shell Cove customers as well as family, visitors and 
neighbours from the broader community.  The Bistro is located at the front of the Quay and 
will be operated by a commercial contractor offering a mix of a la carte and production style 
freshly cooked meals.  There will be a mix of indoor and outdoor seating and meals will be 
offered across a broad timeframe. 

 A Café that is located adjacent to the main entrance of the Quay that will be operated by a 
commercial contractor.  The Café will offer a mix of easy meals and snacks by day and by 
night will operate as a licensed small bar.  The Café will offer indoor as well as outdoor 
seating. 

 An onsite Medical Centre that will be available for not only Warrigal Shell Cove customers to 
access but also members of the broader community.  The Medical Centre will be operated 
under a commercial lease and will comprise a mix of Doctors, Dentist and Allied Health 
practitioners. 

 Wellness Centre and Gym where Warrigal’s staff as well as partner organisations will offer 
Warrigal Shell Cove customers and visitors a range of wellness programs. 

 

The grounds of Warrigal Shell Cove will be open to the broader community, where people from all 

walks of life will be made welcome.  To facilitate this, the site has access points to a range of 

commercial services within the Quay from the roads bounding the site, as well as through a walkway 

that leads neighbours from the neighbouring Shell Cove suburb through to the Shell Cove Marina 

precinct and Shellharbour Village. 

Warrigal Shell Cove is being built to meet customer expectations by way of a quality build and fit 

out.  It is envisaged that the built environment will facilitate customer wellness and lifestyle, with 

the Quay being a focal point where most customers will choose to spend their day. 
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7.4.2 Customer Service Culture 

Warrigal Shell Cove’s culture will be one that influences all elements of the on-site lived experience 

for not only customers and staff but also for stakeholders (both external and internal).  It will 

comprise all attitudes, customs and beliefs that fit with the proposed service delivery model’s 4 Key 

Drivers - relationships, choice, purpose and place (refer s 3), Warrigal’s Philosophy (refer 2.3.1), 

Customer Service Principles (refer 2.3.2) and Warrigal’s signature behaviours (refer 2.3.3) - and will 

distinguish the Warrigal Shell Cove lived experience from its competitors.   

At a scoping workshop in September 2015, key Warrigal managers and consultants all agreed that 

the Warrigal Shell Cove culture should reflect the level of customer service delivered in the 

hospitality sector and comprise the following elements: 

 An enabler of customer choice, self-identify, independence and connections 

 A facilitator of a respectful and stimulating environment which provokes memories for 

reminiscence and reflection 

 A provider of support when needed as needed 

 A team of kind, friendly, can do people who walk the talk and find the ‘yes’ 

 A connected community where customers won’t be lonely 

 A provider of flexible and consistent service where all systems across the site are integrated 

Warrigal Shell Cove’s innovative customer service culture will be reinforced through the site’s 

specific discourse, material objects, rituals, art and work-practices.  Of key importance will be the 

recruitment of staff for cultural fit; for contractors to be engaged based on ability to deliver 

services/products that are a cultural fit; and for non-compliance to not be tolerated (ie termination 

of employment or contractual arrangements).  

7.4.3  Paperless Systems and Technology 

At a scoping workshop in September 2015, key Warrigal managers and consultants agreed that all 

Warrigal Shell Cove’s services should be underpinned by an ICT infrastructure to facilitate the 

delivery of all aspects of services across the site.   

Customers will access the ICT network via an online portal using a Warrigal suitable device and 

connection to the free Wi-Fi across the site.  This online portal will enable customers to find 

information on:  site updates, daily activities schedule, menu choices and specials at the Bistro, their 

account status and so on.  They will also be able to use the portal to book a range of activities such 

as:   a table at the Bistro, activities and exercise options, a seat on the bus, a time to see a doctor, a 

hair appointment, personal laundry service, room service and so on.  Family will also be able to 

access the online portal remotely to check on account status, care plans, arrange an appointment at 

the day spa as a gift, and receive updates on how their loved one is going – with digital photographs 

to complete the picture.  The ICT services will enable large smart screen televisions to be used across 

the site to provide updates on the day’s activities, key messages and updates. 

Staff will access the system to use the CRM, Epicor, PayGlobal, iCareHealth, eImprove, Warrigal’s 

intranet, MEX, email and so on.  It is likely they will use smart phones that are connected to the ICT 

system to update progress notes, send messages, and manage rosters etc. 

In addition to this, the ICT network will allow for new and innovative ways of delivering services.  

When developing the new practices that incorporate the conceptual framework discussed in section 
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4, there are many practical and innovative applications that can be developed to ensure 

implementation and a high level of service delivery.  An example of this came about at a recent 

meeting with Warrigal’s IT partner company Microsolve’s CEO Alan Robinson, David McDonald and 

Leanne Taylor.  At the meeting ideas relating to the new service delivery model were brainstormed.  

One of these ideas was the concept discussed above in 4.2 that relates to sensemaking.  In 

supporting processes where companion staff in Shell Cove’s residential care communicate health 

related symptoms to the nursing staff, an option could be to utilise an IT solution that records the 

staff telling the ‘stories’ of the day’s events.  The software would be able to store this unstructured 

data and analyse it for pattern matching.  These patterns (eg health related symptoms) could then 

be made available for the Registered Nurses onsite to review and determine whether a resident 

requires medical intervention.  To drill down further in this idea for innovation, a real life situation 

could be where a companion finds that a customer does not want to get out of bed for a number of 

days and shows little interest in eating or socialising.  As the various companions tell the stories of 

their shifts to the Registered Nurse each day, the software would be able to register a pattern for 

this customer – making it simple for the RN to identify that there is a potential issue with depression 

that needs to be attended to. 

Another innovation opportunity is in facilitating shift handovers (which to date has been problematic 

across the industry).  The companion staff member would access their touchscreen tablet to give a 

summary of what had occurred during the shift.  By touching buttons adjacent to a variety of 

scenario choices for each customer, the incoming shift would be able to see at a glance a 

comprehensive update for each customer.  This software could also look for patterns and provide 

alerts to nursing staff of the need for intervention.  These updates could also be included in each 

customer’s progress notes and made available for family members. 

Other innovative opportunities for onboarding staff could be in using online screening applications in 

the selection of staff; and in the use of an online induction tool to ensure consistency and the ability 

for it to be undertaken from home. 

To facilitate independence across Warrigal Shell Cove, the use of a range of assistive technologies 

could also fit with this approach.  Assistive technologies such as health care monitoring and sensors 

could enhance the independence and quality of life for customers. 

7.4.4 Research and Development 

Warrigal enjoys a strong working relationship with the University of Wollongong – having hosted a 

range of UOW students and academics during learning placements and while undertaking industry 

related research.   

UOW’s Global Challenges recently announced that their research focus will be on challenge driven 

research – which is closely aligned to taking advantage of the Federal Government’s Innovation 

Platform.  In delivering this new model, Warrigal is in a good position to identify a range of 

challenges from the Living Well Longer and Manufacturing Innovation challenge areas that could 

form the basis for academic research – the outcomes of which will drive new and innovative 

practices at Warrigal Shell Cove.   

Alternatively there are a number of ‘bespoke’ qualifications such as the Graduate Certificate of 

Nursing – which is essentially for internationally qualified nurses who wish to become qualified in 
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Australia to achieve registration.  This course begins with a 3 week orientation to Australian care 

giving environments and could certainly be done at Warrigal Shell Cove.  The advantage for Warrigal 

is that once these students achieve registration, they will want to work at Warrigal Shell Cove. 

In addition to this, Warrigal is also a key research consortium member in the research project 

‘Enabilise’ which aims to develop new types of assistive technology for people over the age of 65 

with mobility issues.  The outcomes of this will enable Warrigal Shell Cove customers to try state of 

the art assistive technology before it becomes commercially available.  

Warrigal is also a key research consortium member in the research project ‘Low Income Energy 

Efficiency Program’ – the findings of this can be factored into educational sessions for customers. 

The concept of a teaching nursing home has been tested in the aged care industry for some time 

now, with varying degrees of success.  Warrigal Shell Cove has the opportunity to work with 

academics to embed in the UOW teaching curriculum opportunities for onsite learning using a multi-

disciplinary approach and supported by the latest technology.  An example of this could be in 

students studying exercise physiology learning alongside psychologists, dieticians and nurses in the 

Quay’s Wellness Centre.  They would be able to learn in a real life setting, introducing new methods 

of practice to the service delivery and helping Warrigal Shell Cove customers have even better lives.  

The flow on effect of this approach is that the Warrigal staff will learn also as they work alongside; 

and the potential revenue through ACFI for each residential care customer could be increased.  

Alternatively there are a number of ‘bespoke’ qualifications such as the Graduate Certificate of 

Nursing – which is essentially for internationally qualified nurses who wish to become qualified in 

Australia to achieve registration.  This course begins with a three week orientation to Australian 

health and care giving environments and could certainly be done at Warrigal Shell Cove.   

 If this is managed well, these students could also consider a career in aged care (ie this approach 

could be a ‘magnet’ for new staff).   

7.4.5 Concierge Services 

The Concierge service is essential in establishing the culture of Warrigal Shell Cove – with an 

approach based on the concepts of placemaking, sensemaking and meaning making (refer section 4).  

Concierge staff will be flexible in their approach, have a high degree of emotional intelligence and 

value the benefits of ensuring a diverse team approach.  They will pride themselves on delivering 

exceptional customer service, in knowing all customers by name, and facilitating the customer 

involvement in the running of Warrigal Shell Cove (and in doing so, know when to ‘lead from 

behind’).  They will have finely developed skills in relationship management will be able to elicit 

customer preferences through informal conversations that can be entered into a customer database 

and referenced to facilitate the customer service delivery. 

Concierge staff will organise and promote activities such as onsite cocktail parties, long table lunches 

etc.  They will smooth out the wrinkles of daily life for Warrigal Shell Cove customers by keeping a 

finger on the pulse and anticipating what customers want before it is even asked for. 

The Concierge service could be delivered in a number of ways.  A preferred option would be for the 

General Manager to be the most senior manager for the site and essentially be the ‘face’ of Warrigal 
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Shell Cove.  Assisting the concierge function would be a team of helpers based in the Quay’s 

reception area.   

Leadership and management would be provided for all staff teams across the site by the role of 

General Manager (ie wellness/lifestyle, residential care teams and so on).  This would ensure that a 

seamless delivery of services is provided, no matter the discipline.  They would be the keepers of the 

Warrigal Shell Cove discourse – ensuring that the new language, practices and visual cues are fully 

integrated.    A comparative style of role outside of aged care is that of the General Manager of a 

large Hotel (such as the Novotel).   

7.4.6 Community Facilitator 

Many new aged care facilities and communities are built and commissioned with attractive state of 

the art infrastructure but often lack the extra elements of life and soul.  A key point of difference in 

delivering services at Warrigal Shell Cove will be in the way the community is built and maintained in 

order to bring purpose, contentment, connection and joy into the mix.  The role of Community 

Facilitator (in some industries this role is known as being a ‘social engineer’) will encourage and help 

build the connections between people within and outside Warrigal Shell Cove.  In undertaking this 

role, they will be warm and engaging, establishing strong relationships with people both within and 

outside of the site.  They will collect the stories of Warrigal Shell Cove customers as they onboard 

(refer 2.2.2 ABCD and 4.2 sensemaking), identify each person’s ‘assets’ and enter them into a CRM 

which can be accessed by relevant staff (resulting in a customer only having to tell their whole story 

once).  As the data builds on the CRM detailing these ‘assets’ the Community Facilitator then 

develops strategies to connect people to build the Shell Cove community.   

An example of this could be a retired male Shellharbour LGA resident moving into the villas.  Prior to 

moving into Warrigal Shell Cove he ran the Shellharbour U3A, organizing day trips to places covered 

in their lectures, as well as annual trips to places of interest for members.  He also has a keen 

interest in gardening and is very concerned about leaving his garden behind when he relocates.  

Through hearing his story, the Community Facilitator would be able to identify a number of ‘assets’ 

that this customer brings to the community, ie running educational presentations and learning 

groups; organising day trips and longer holidays; and potentially organising a garden club.  Additional 

information such as that his wife walks daily, loves to read and is looking forward to finding other 

kindred spirits could also be gathered.  The Community Facilitator would see the potential for her to 

be part of a walking club and a book club.  These stories of each customer can also benefit the staff 

in being able to deliver better levels of support.  At the time of induction and site orientation each 

staff member would be required to read these customer stories (where appropriate) so that they 

can develop rapport quickly and build a strong relationship. 

The collection of customer stories could also be enhanced by capturing it on video.  This would mean 

that as a customer ages in place or develops dementia, future staff will be able to view it to learn 

about the customer and better shape care plans and activities.  It may also form a memory for family 

to keep. 

In addition, the stories and assets of people, clubs, businesses, etc within the broader Shellharbour 

LGA and surrounds will be gathered and connections with the service delivery made. 
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The benefits of having this enabling function at Warrigal Shell Cove is that it will encourage a high 

degree of volunteering (ie creating a ‘volunteer magnet’), which will greatly assist staff (and reduce 

costs), as well as providing another layer of vibrancy and connection.  It will also enable those who 

want to participate the opportunity to find a way to do so that fits with their skills and interests – 

and in turn provide the ‘colour and vibrancy’ to Warrigal Shell Cove customers’ lives. 

7.5 Warrigal Shell Cove – a place to belong 
This section explains how Warrigal Shell Cove’s service delivery model delivers on customer 

relationships, choice, purpose and place: 

7.5.1 A Connected Community  

Warrigal Shell Cove will be an intentional community, where customers will be encouraged and 

supported to build and maintain their connections both within Warrigal Shell Cove and in the 

broader community.  The site’s Community Facilitator will play an integral role in making the 

connections (refer 5.4.4).  In addition, the site’s Concierge service will ensure the scheduling and 

prioritisation of the following occur: 

 

Shell Cove Club Connect – will be a club with a range of levels of membership that both internal 

customers and member of the broader community can belong.  Membership will enable 

participation in a range of common interest groups.  These groups will be facilitated by volunteers 

drawn from a mix of internal and external people who either self-nominate or are matched via the 

social engineer, and include: 

creative arts club (pottery, painting, sculpture, sewing), Cooking Club, food and wine appreciation; 

cards – canasta, bridge, poker etc; ‘seniorpreneurs’ (for those seniors who would like to support 

each other in developing a small business); travel club, computer club; book club; walking club; 

poetry reading club; chorus; acting club; history club; philosophy club; theatre appreciation; politics 

discussion group; music appreciation club; gardening club; cycling group; movie group; dancing 

group (such as line dancing, folk dancing etc); swimming club. 

Community members will be encouraged to participate no matter what form of accommodation 

they live in.  Examples of how these special interest groups could be run are:  the travel club could 

be facilitated by an independent living customer who loves to travel – running information sessions 

to interested people on a range of holiday options such as cruises.  The computer club could assist 

people to do their research for travel options etc.  The book club could organise for authors to speak 

at onsite events.  The acting club could stage in-house plays where the audience could be drawn 

from both in-house as well as the broader community. 

 

Shell Cove Kids Club – The Quay will have an area set aside for visiting children to access.  The Club 

could have a mix of computers, TVs with Xbox games, soft drink machine, soft serve ice cream 

machine etc.   

 

Volunteering – the site will be a magnet for like-minded people wishing to volunteer their time in a 

range of ways.  The site’s Community Facilitator will facilitate the process, ensuring appropriate 

connections to volunteering roles are made and supported. 
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Community Engagement – people moving into Warrigal Shell Cove will be encouraged to maintain 

their existing networks and broader community relationships and connections (as well as build on it 

with new internal relationships and connections).  They will have the opportunity to invite friends 

and family to private events, using the Warrigal Shell Cove activities room as a venue and in-house 

catering.  They can invite their friends and family to join Club Connect so they can participate in any 

of the special interest groups. 

 

Customer Consultation – customers of Warrigal Shell Cove will have a say in how things are done.  

The leadership team will be implementing a range of strategies to ensure that customers have a 

voice in making suggestions, trying out new ideas (eg in developing new technologies) before they 

are implemented, and even participating on Warrigal recruitment and procurement panels etc. 

 

Fully integrated – Warrigal Shell Cove will be a fully integrated community where people (whether 

they are customers, staff, visitors, volunteers) will be encouraged to be part of all services.  An 

example of this is where everyone will have the chance to mix over a meal at the Quay’s Bistro.  New 

friendships and connections will be fostered by way of the site’s Community Facilitator, as well as 

the built environment (which has been modelled on the successful Dutch Humanitas Foundation’s 

Apartments for Life model). 

 

Intergenerational activities – Warrigal Shell Cove will be a place where all generations are welcome.  

The local preschools and schools will be regular visitors – where meaningful relationships will be 

nurtured using a range of strategies.  Customer’s grandchildren will join the staff’s children during 

school holidays where they will participate in structured school holiday programs run onsite by 

accredited providers.  At other times, visiting children will be able to access the Quay’s kids club to 

play with the latest computer games and outside play equipment.  High school and university 

students will also be regular visitors to Shell Cove, where they will be learning about what it is like to 

work in a community for older people who want to be active and connected.   

7.5.2 Wellness - being active and purposeful 

 

Active Lifestyles – the Warrigal Shell Cove community will have a focus on supporting customer’s 

lifestyles through wellness activities.  Customers will be encouraged to be active, and supported to 

develop and maintain their physical fitness and seek out ways to make sure their days have purpose. 

 

Warrigal Shell Cove will offer a range of individually designed exercise programs to customers at the 

Wellness Centre, as well as group exercise programs such as yoga, Pilates, Zumba etc.  These 

programs will be developed and supervised by a qualified team of physiotherapists and trainers.  

Customers will also spend time with a psychologist to identify personal goals and develop strategies 

to achieve them.  For those residential care customers, they will not only have the opportunity to 

access individualised physio programs, but also participate in or merely enjoy watching the group 

activities held throughout the day. 

 

All activities will be fully supervised and promoted on a daily basis for all to attend.  The customer 

online portal will promote the schedule of daily activities – where customers can make bookings for 

those programs that they wish to participate in. 
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Holidays  - a part of life that often gets dropped once mobility is restricted is holiday travel.  Warrigal 

Shell Cove’s wellness activities will aim to promote customer mobility which will enhance options for 

travel.  The Shell Cove Club Connect travel club will also arrange short and longer term holidays for 

members to a range of venues.  If required, Warrigal Shell Cove customers can pay for a qualified 

companion to support them while travelling through accessing the Warrigal Shell Cove Extra 

Services. 

7.5.3 We’re here to help 

Warrigal Shell Cove’s customer service will start well before the time of moving onsite.  Customers 

will be supported every step of the journey, through making the decision to move to Warrigal Shell 

Cove; to selling their home and managing the logistics of moving; to settling into their new home; 

and managing change. 

Customer Engagement and Decision Making – Warrigal’s One Stop Shop customer entry point will 

help customers navigate the decision making process and understand the benefits of living at 

Warrigal Shell Cove.  There will be a dedicated sales person allocated to Warrigal Shell Cove, so that 

customer relationships can be developed and trust established.  Customers will also have an 

opportunity to have input into how their community is run through a range of engagement 

strategies. 

 

Selling and Moving – For most people the thought of having to sell the family home where they 

have lived for decades can be overwhelming.  Warrigal will be engaging an external provider to (for a 

fee) provide assistance to new customers to prepare (ie declutter and stage) their homes for sale, 

assist in the logistics of downsizing possessions and storage, arrange for packing and transport after 

the sale goes through.   

 

Event Planning for Family and Friends -  Warrigal Shell Cove has the facilities available for customers 

to host events for family and friends onsite in the Quay’s Activities Room or private dining rooms.  

Customers will also be able to arrange for catering from the onsite Bistro. 

 

Transport – Warrigal Shell Cove will have an onsite bus to transport customers on day trips and 

special interest outings.  In addition, upon request the Concierge team will be able to arrange private 

transport on a user pays basis. 

 

Concierge services – Warrigal Shell Cove will have a concierge team to facilitate all customer 

queries, requests, as well as resolving issues rapidly.  The team will be there to ensure all activities 

are promoted and as many people as possible involved.  Examples of this could be onsite cocktail 

parties, movie nights, long table lunches, gentlemen’s club nights, ladies spa days, butler turn down 

service etc.  This team will be responsible for undertaking customer consultation to ensure that any 

suggestions and opportunities for improvement are incorporated. 

 

Managing life changes – Warrigal Shell Cove will have an onsite psychologist to meet with 

customers and family members on a confidential basis, with the first three consultations free.   This 

will help customers and family members navigate times of major life changes and develop strategies 

to overcome feelings of depression etc. 
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Information Technology – Customers will use the free Warrigal Shell Cove Wi-Fi to access all 

community information through a customer portal.  The customer portal will provide access to the 

onsite activities schedule, daily menu etc  – with the capacity to book activities, meal times, as well 

as make bookings for additional services such as the doctor, hairdresser, cleaner, room service etc.  

The online portal will also enable customers to monitor their account with Warrigal and make 

payments when needed.  Customer’s families will also be able to access the online portal in the 

same way – with the added bonus of being able to review their family member’s progress, view 

photographs and  book and pay for additional services as a gift.  Customers will be issued with a 

swipe card (or similar) that will be electronically linked to their personal account.  Payment for 

additional services etc can simply be made onsite using the swipe card (in lieu of cash). 

7.5.4 Food glorious food 

 

Fresh Food prepared onsite - Warrigal prides itself on having all meals prepared onsite using the 

freshest ingredients.  Warrigal Shell Cove will build on this strategy by having all meals prepared in a 

central Bistro that is open to all onsite customers as well as visitors.   

 

Shell Cove Bistro - The Bistro will be contracted out on a commercial basis and run by a qualified 

chef.  All menus will be displayed on the customer portal as well as on smart screens in the Quay.  At 

regular times, the Chef will meet with customers to receive customer feedback.  The menus will be 

seasonal and approved by a qualified Dietician.  Customers will be able to access meals at any time 

of the day.  Room service deliveries will also be available for a fee. 

 

The site will have a liquor license allowing the sale of alcoholic beverages with meals.   

 

The Bistro will offer a range of seating options – internally there will be artful screens and plants 

placed to create more intimate groupings; externally there will be tables and chairs located outside 

the windows facing the road to the Marina.  

 

Shell Cove Café – In addition to the Bistro, there will be an onsite café that will be open not only to 

customers but also visitors and members of the broader community.  This will also be operated 

under a commercial lease arrangement most likely with the Bistro and Café contracted to the one 

provider.   This venue will be open throughout the day offering a range of snacks and easy meals to 

complement coffees and other drinks.  In the evening the café will morph into a small bar offering 

customers a choice of drinks (including alcoholic beverages) along with tapas.  The venue will offer a 

range of seating – both internal as well as external tables and chairs. 

7.5.5 Sustainably Built Environment 

 

Environmental Footprint - Warrigal manages its environmental footprint by following a range of 

sustainable processes and practices – all of which have been given external recognition through a 

range of award programs.  Warrigal Shell Cove’s environmentally sustainable practices will include:  

stormwater collection and reuse in watering the onsite gardens and for flushing toilets in the villas; 

procurement is undertaken with ethical providers; and waste will be minimised where possible.   
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Liveable Landscape – Warrigal Shell Cove’s grounds have been planned to encourage customers and 

visitors to enjoy being in the outdoors.  The grounds will have raised community gardens for the 

garden club to grow vegetables and herbs.  The plants selected will have a combination of species 

that reflect the type of trees found in the gardens that customers have grown up with.  The trees will 

also contain a scattering of fruit trees that can be picked and shared by all. 

 

The landscape will also include a range of sculptures that reflect the local area; clustered seating in 

‘garden room’ areas; as well as outdoor gym/play equipment that can be accessed by customers and 

visiting family and children. 

7.5.6 Security  

 

Security of Tenure – customers can move to Warrigal Shell Cove and feel confident that they will be 

cared for and supported as their needs change as they get older.  This could be either through the 

provision of in-home care, or where appropriate moving across the site to the residential care on 

levels 1 and 2 of the Quay.  End of life support will also be provided through palliative specialised 

care. 

 

Onsite Alarms and Monitoring – Village customers can feel confident that should an emergency 

arise, they will be provided with timely support no matter when through village monitoring and 

alarm systems.  In addition to this, for those customers who require extra monitoring as they age in 

place, Warrigal Shell Cove will be able to set up specialised sensors and detectors to inform when 

clinical intervention is required. 

 

Supportive Community Life – Warrigal Shell Cove will be a community which supports the culture of 

‘neighbours helping neighbours’.  It will remind customers of the neighbourhoods of their 

childhoods – where in times of need neighbours looked out for each other. 

 

Neighbourhood Watch – For those customers who enjoy travel they can feel secure in the 

knowledge that they can lock the door knowing their villa or apartment is safe while they are away.  

Some areas within Warrigal Shell Cove will be monitored 24/7 by a CCTV security system as well as 

onsite management and property staff making for a safe environment.   

7.5.7 Access to medical advice 

All customers at Warrigal Shell Cove will have access to doctors, dentists, allied health, nursing, in-

home care, palliative care and pharmacists.  Provision has been made for visiting doctors and 

dentists to consult with Shell Cove customers using rooms in the Quay.   Warrigal is currently 

investigating entering into a partnership with the Shell Cove Medicare Local Service where the onsite 

consulting rooms at Warrigal Shell Cove will have access to patient’s electronic medical records from 

the local practice.  It will also include the use of medical students based at Warrigal Shell Cove, 

under the supervision of a qualified GP.  Allied health professionals such as physiotherapists, 

dieticians, psychologists, dentists and so on will be part of the Warrigal Shell Cove team and 

available for consultation across the site.  Customers will make appointments using a mobile device 

which accesses the online portal. 
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The site’s consulting clinical nursing team will be in the residential care home on levels 1 and 2 and 

will meet with customers by appointment.   Consultations will be available for independent living 

customers as well as residential care customers. Independent living customers will access a fee 

schedule and book appointments using their online customer portal.   In the case of residential care, 

the nursing staff will provide a specialist clinical offering for customers with intervention based on 

customer need.  The fee for this intervention will come by way of increased ACFI payment 

generation. 

 

In addition to this the introduction of Nurse Practitioners to the staffing mix at Warrigal Shell Cove 

will enable customers to access higher levels of medical expertise as well as have certain 

medications prescribed without the need to consult with a doctor.  This will allow for only those 

customers needing hospital treatment to be transferred, and in some cases speed up the process for 

transfer through early identification.  The outcome of this approach will be to reduce unnecessary 

hospital admissions and ensure appropriate admissions are achieved promptly. 

7.5.8 Life’s little extras 

Warrigal Shell Cove will offer its customers a range of additional services.  A price schedule will be 

made available via the online customer portal, where customers request and pay for these when 

needed.   There are a number of opportunities that can be explored to ensure customer take up of 

these additional services by way of packing up options as well as opportunities for deferred 

payment. 

 

The list of suggested additional services offered in-house by Warrigal could be: 

Laundry  

Boat and caravan storage facilities (offsite) 

Housekeeping (butler, turndown service, cleaning and ironing) 

In-home personal care 

Property maintenance and improvements 

 

The list of suggested additional services offered by organisations contracted to Warrigal could be: 

Day spa (beauty) 

Hairdresser 

Massage/aromatherapy 

Technology/computer support 

Pet care 

School holidays kids program 

End of life planning 

Funerals 

Travel companion 

Personal trainer 

Catering 
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8 Warrigal Shell Cove Patrons/Ambassadors 
There are advantages to aligning the Shell Cove service delivery model to a Patron and/or 

Ambassador.  As the model is one that customers and staff have no experience in, finding well 

known experts, celebrities etc that resonate with the customer demographic is one way of building 

brand equity and attracting people to want to find out more.  For example, there may be a local 

identity who represents the personal brand that fits with Warrigal Shell Cove that could act as a 

Patron.   

Another strength of the Shell Cove service delivery model is the focus on fresh and tasty food.  There 

are a number of ways an ambassador for the Bistro/Café could be identified.  One way is to find a 

fresh food advocate who has already aligned themselves with the sector such as Maggie Beer.  

Alternatively there may also be value in identifying a local chef who has a strong reliable reputation 

for good food and service who is already known by the Illawarra target market. 

9 Employment Model for Warrigal Shell Cove 
While the model is yet to be finalised, the following elements are seen as being integral to the 

success of the service delivery model: 

9.1 Warrigal Shell Cove Staffing Structure 
An integrated leadership model will be adopted for the site.  This model will not be defined by 

service/functional streams but by providing a seamless experience for the customer.  The majority of 

staff will be seen as universal workers who will slip between service types when required.  They will 

receive appropriate training to ensure this multi-skilled team based approach is followed.  For those 

roles that are specialised, such as Nursing, Chef etc, these staff will not be required to work 

universally but will work in a way to enable the multi-skilled team.  Given that customer lives are 

fully integrated, compartmentalised (ie siloed) behaviour will not be tolerated at Shell Cove - 

continuity of service provision for customers is the goal.  It is felt that relationships with staff can 

only be enhanced by a customer interacting with staff members across all functional areas of their 

experience.   

9.2 Recruitment 
In order to select the right staff to deliver the Warrigal Shell Cove experience,  the recruitment 

process will need to follow a process that involves looking at an applicant in a variety of settings.  

The applicants would be put through a range of simulated situations where successful applicants 

would demonstrate potential, a ‘can do’ attitude and exhibit behaviours that reflect the site’s 

Service Principles and culture.  This type of recruitment is currently undertaken in the hospitality 

sector with great success, and has a proven track record for other aged care providers.   

A local example that could be considered for Warrigal Shell Cove is the recruitment process 

undertaken by the Novotel at North Beach Wollongong.  In a recent group recruitment where the 

Novotel required 20 new staff, they hosted a ‘mocktail party’ in the Lobby Bar where anyone 

interested in the roles were invited.  They ended up having 260 people turn up!  Applicants reported 

to a registration desk and were issued with a name badge and the number of a group.  A team of 

Managers were trained in the process and given a group number and list of applicants and key 

points to discuss with each of them, eg ‘tell me about a time you made someone feel really special’.    
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The trained Managers then invited people to join them individually for ‘chats’.  All applicants 

received a 10 minute chat.  Applicants were also photographed as a means of memory jogging after 

the party.  They were judged on their ability to make eye contact and body language when mixing in 

the broader group setting.   This process drover other unexpected outcomes as the party was a good 

way to promote the Novotel’s brand and was good for the applicant’s self esteem as all applicants 

had a 10 minute chat with a manager.  Post the party, managers sat around a table and discussed 

the applicants with a representative from each department.  This resulted in a short list of applicants 

who were then invited to a further formal interview where more in-depth questions were asked. 

Existing Warrigal staff would have the chance to apply for a role at Warrigal Shell Cove – but would 

have to undergo the rigorous selection process alongside external applicants.  This is to ensure that 

the site only has the ‘best of breed’ to ensure the culture, service principles and service model are 

set up for success. 

9.2.1 Leadership  

Warrigal Shell Cove Leaders will be recruited based on cultural fit.  They will need to be charismatic 

with a customer focus, work collaboratively and have a ‘can do’ attitude.  The Shell Cove leadership 

team would possess the following abilities: high emotional intelligence, maturity, sense of self, 

follow through on things, listen, consultative, consistent, walk the floor, be visible/present. 

It was agreed that recruitment for the site would begin with the leadership team which would then 

be involved in the recruitment process for the teams they supervise.   

The first form of innovation in how the leadership roles are established is in the adoption of the 

Magnetic Leadership model – which will require the site’s leadership team to step down from their 

roles for say one day a month to undertake frontline roles.  Research findings have shown that this 

creates a better relationship between leaders, their teams and their customers.  It has also been 

shown to support higher retention rates, as it serves as a way of connecting leaders to the purpose 

of their service delivery. 

9.2.2 Staffing 

Warrigal will place an emphasis on attracting staff who possess the appropriate personal attributes.  

Once recruited, they can then be exposed to an intensive induction process using an online 

induction tool.  In addition these staff will also undergo training in a Certificate 3 or 4 in Aged Care.  

The general staff would be known as a ‘Lifestyle Companion’ working across service streams who 

would be supported by nursing staff who act as consultants/clinical specialists when required.  There 

will be policies and procedures developed to ensure all elements of work practices meet the Aged 

Care accreditation standards.  As in other Warrigal services, the staff would not wear a uniform, but 

would adhere to a strict dress code. 

Staff recruitment will be based on potential, attitude and cultural fit, where those selected will then 

be given appropriate training.  This training will include online induction, orientation and training 

tools (to ensure a consistent delivery to Warrigal staff, Warrigal volunteers and contractors and their 

staff).  It is envisaged that staff will commence with a one month lead in time where they will receive 

an intensive induction and orientation that will comprise a mix of face to face presentations, role 

plays, simulations, team building and e-learning.   Following this staff will be offered a range of other 

vocational training, where appropriate.    
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The preferred attitude would be a ‘can do’ one, and the preferred work experience background 

would be hospitality, followed closely by retail experience, logistics, customer service etc).   Existing 

Warrigal staff will be encouraged to apply for roles at Warrigal Shell Cove, but will be required to 

undergo the same stringent recruitment processes as external applicants. 

Examples of roles to be included in the model are (refer Appendix 1): 

General Manager ; Concierge team Helpers; Community Facilitator; Psychologist; Dietician; Exercise 

physiologist; Lifestyle Companions (Care Service Employees and Recreation Activity Officers); 

Wellness Advisers (Physiotherapists); Clinical Advisers (Nursing Staff); administration staff; and 

contract kitchen, cleaning and laundry staff – who are fully integrated and complying with the 

service delivery model. 

The model will also incorporate the addition of an on-site psychologist.  Initially this could be on a 

contract basis, or shared across other Warrigal sites in order to make it more affordable.  The 

benefits of having a psychologist onsite are numerous and include:  staff debriefing – research has 

found that staff working in dementia units who are debriefed at the end of their shift let go of the 

feelings that have built up and in turn has a direct impact on dementia resident behaviours being 

reduced; multi-disciplined team based customer service delivery – in having all elements of the 

customer’s care delivered taking into account not only the physical but also emotional and mental 

elements can enhance lifestyle outcomes; customer counselling – this can be packaged up into the 

purchase price of entry into the community (eg 3 visits included) to assist customer and their family 

as they undergo the lifestyle changes of moving into retirement or aged care living. 

There are many opportunities to include a range of employment options to better attract potential 

staff and deliver exceptional outcomes at Warrigal Shell Cove.  These include:   

 Nursing Practitioner Cadetship.  Nursing Practitioners are Registered Nurses who have a 
minimum of 5 years experience, plus have a specialised Masters degree (which is offered at 
UOW).  The advantage of having a Nurse Practitioner onsite is:  customers only get 
hospitalised when appropriate; customers who need hospitalisation are able to be quickly 
identified and transferred; customers will be able to access certain prescriptions for 
medication rather than needing to book a time with their GP (where payment can be bulk 
billed); the site’s Clinical team will have a highly recognised and qualified leader.  There are 
currently only a very small number of Nursing Practitioners in the Illawarra.  Offering a 
Nursing Practitioner Cadetship  will not only act as a magnet to attract Registered Nurses to 
consider a career in aged care at Warrigal, but will also positively position Warrigal Shell 
Cove with other competitors.  

 Registered Nurse Graduate Program.  Approximately 1100 students graduate from UOW’s 
School of Nursing Bachelor of Nursing annually, with a very small number ever considering a 
career in aged care.  Warrigal Shell Cove provides an opportunity to turn this pattern around 
through its unique service delivery model, technology platform, and specialised clinical 
team.  In developing a graduate program this would act as a magnet to attract and retain 
nursing graduates that would otherwise not have considered a career in aged care. 

 Apprenticeships and Traineeships.  Warrigal has a long association with employing 
apprentices and trainees across its services.  This will be equally important at Warrigal Shell 
Cove, particularly if the employment model focuses on recruitment for cultural fit rather 
than previous aged care experience.   
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9.3 Remuneration 
In developing the Employment Model, further investigation will need to be undertaken to identify an 

appropriate model of remuneration for the site in order to: 

 Attract the right staff 

 Reinforce culture 

 Reward performance that is linked to business operations outcomes 

The remuneration model could offer above award wages, possibly embedded with a rewards and 

recognition process.   Investigation on how this fits with the current Warrigal EBA has commenced.   

The hospitality industry recognises exceptional staff performance with a system that could be 

adopted at Warrigal Shell Cove.  This model is one where anyone across the site can recommend 

another staff member for recognition using a points system.  The staff member can accumulate 

these points which can be cashed in for services onsite, eg the points could be used to have a meal 

in the Quay’s Bistro or café, or could be used at the Day Spa.  The added advantage of this system is 

that staff are not only given recognition but that they also get to experience Warrigal Shell Cove’s 

services from a customer perspective -  which can only enhance performance on the job. 

9.4 Performance Management 
Warrigal Shell Cove’s leadership team will manage staff performance to ensure the service delivery 

model is followed and the site’s culture reflects the customer service principles and Warrigal’s 3 

signature behaviours are adhered to.  This means that staff performance will need to fit with the 

site’s culture - methods of reinforcing the right behaviours will need to be developed, implemented 

and followed up.  If a staff member is found not to be performing, the leadership team will ensure 

that poor performance is not tolerated and managed accordingly.  In addition, if a staff member is 

found to be a ‘wrong fit’ the leadership team will follow policy to exit the person. (ie hire and fire 

based on fit to culture).   

The leadership team will need to observe performance closely during the probation period – as not 

all employees will stay beyond that time.  If after the probation period a staff member is found not 

to be a fit, their employment will need to be terminated.   

10 Risk Management 
To ensure the service delivery model is successful, a range of project risks have been identified and 

workshopped with Warrigal’s CEO and Executive team.  These risks have been sorted by priority and 

impact with mitigation strategies subsequently developed and documented.   This risk management 

plan will be used to ensure all risks are managed effectively. 

11 Service Delivery Model Success Factors 
Whenever a new strategy is developed it is always good practice to start with the end in mind and 

think about what success would look like.  Below is a list showing what the Service Innovation and 

Development team believe this service delivery model’s success factors are (when compared to 

Warrigal’s existing model): 

o Higher Net promoter scores for staff and customers 
o Higher Satisfaction levels 
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o More Compliments and less complaints 
o Higher and more consistent occupancy levels across all accommodation and public 

spaces in the Quay 
o Higher Staff attraction numbers and Lower Staff turnover 
o More efficiency - operational/running costs (through new revenue streams and 

flexible packaged up payment options) 
o Higher hours and a greater mix of volunteering 
o More numbers of and types of business partners 
o Exceptional  levels of external recognition and awards 
o Technology infrastructure enhanced customer service provision 
o High public recognition scores in public surveys 
o Reliable operating surpluses that have the potential to increase each year 

12 Conclusion 
Warrigal finds itself in a unique position where the drivers from the legislative, customer and 

employee perspectives are all indicating there is a need to rethink how services are to be delivered 

across the aged care continuum.  The proposed service delivery model described in this document 

reflects many years of organisational strategic thinking, research, investigation, work-practice and 

reflection.  It is based on sound practices used not only in aged care but a range of other industry 

sectors.   

The proposed service delivery model is intended to deliver the type of customer service industry 

regulators and customers are looking for, in a way that is attractive and satisfying for employees. 

This document is intended to be used initially as an attachment to a submission to the Warrigal 

Board at its meeting of 23 May 2016 in order to describe a unique customer service driven approach 

in the delivery of aged care services at Shell Cove, and articulating an environment for the 

achievement of Warrigal’s vision that older people will have great lives.  In addition to this 

document, extensive financial modelling has demonstrated that this model is financially sustainable 

given the appropriate management of variables such as average daily ACFI, staffing numbers, 

additional service charges and revenue from third party contractors.  The financial modelling 

documentation and this document should be considered together. 

 

  

Page 45

10112



Warrigal Shell Cove’s Service Delivery Model May 26, 2016 
 

35 | P a g e  
 

Appendices 

Appendix 1 Project Nomenclature 

Warrigal Shell Cove Descriptors: 

Function Descriptor 

Concierge Services 
Customer Service 
Reception 

Help @ the Quay 
Or 
Quay Services 

Residential Care Home Complete Living @ at the Quay 

Retirement Village Retirement Living @ the Quay: 
Narrabeen 
Palm 
Manly 
Avoca 

Bistro Quay Dining 

Café Pippis @ the Quay 

Medical Centre Quay Medical Centre 

Day Spa: 
Hair, beauty, massage, aromatherapy 

Quay Spa 

Gym: 
Exercise classes, personal training, yoga, 
individual therapy,  

Wellness Centre 

Activities Centre 
Craft, theatre, discussion groups, games 

The Cove 

Staff Category Names 
Existing 

 
Suggested for Shell Cove 

Site Manager General Manager 

Social Engineer Community Facilitator 

Reception/Customer service Helpers 

Care Service Employee 
Recreational Activities Officer 

Lifestyle Companions 

Registered nurses 
Nurse practitioner 
Enrolled nurse 

Clinical Adviser 

Physiotherapist 
Occupational therapist 
Psychologist/Counsellor 
Other Allied Health 

Wellness Adviser 

Club Connect Manager Business Development Manager 

Contracts/Procurement/Category  Manager Business Partner Manager 

Contractor organisations Partner Organisation 

Contractor staff Shell Cove Partner  

Club Connect 
Function 

 
Suggested Title 

Club Connect Group Leaders Club Connectors 

Club Connect members Club Members 

Club Connect business Partners Club Connections 
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SCHEDULE B - Classifications, Grading and Levels 

The following employment classifications apply to tl1is Agreement. Gradings and Levels 
within each Grading are also contained witl1in this Schedule. 

Customer Service Officer means a person who is employed by Warrigal and has a role 
in administrative support. This person may perfonn duties in fue areas of reception, 
finance, human resources and property services. The person would have direct contact 
with both internal and external customers ofWarrigal. 

Officer means a person who is employed by Warrigal and who works autonomously or 
part of a small team. The roles are administratively based and the person would provide 
services to both external and internal customers in the areas of finance, human resources, 
administration or property services. 

Property Service Employee means a person who is employed by Wanigal and who 
would identify and perf01m repairs and general maintenance required for the upkeep, 
improvement and refurbishment of company assets. Other duties could include 
gardening. This person may be trades qualified. 

Grade Desc1iptors for Customer Service Officer, Officer and Property Service Employees 
are: 

• Grade 1 

Roles at this level are typically at an entry-level and work with clearly defined 
tasks to deliver basic administrative and operational support to the next band or 
above. 

The focus is on tl1e deliveiy of basic work tasks according to standard work 
procedures and clear instmctions ensuring that the work required is undertaken. 

Skills and Experience 

Role incumbents typically require understanding and lmowledgc of basic work 
routines to operate within set boundaries in their own job area 

• Grade 2 

Roles at this level are typically mid-level operational or administrative staff. 

Their focus is on achieving short to medium term operational targets or service 
standards within Wanigal. 

Skills and Experience 
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The incumbent at this level typically requires specialized knowledge of a 
commercial, technical, trades, or office operations area(s) 

• Grade 3 

Roles at this level require, at a minimum, a graduate degree and/or are developing 
specialists in a teclmical/operational field. 

Their focus is on setting and achieving objectives that will impact others 
organisation wide. 

Skills and Experience 

The incumbent at this level typically requires broad knowledge of theozy and 
principles within a professional discipline or advanced knowledge of specific 
technical/operational practices 

Co-ordinator means a person who is employed by Wanigal who is responsible for co
ordinating a service, function and / or team of employees. This person would have 
specific functions in relation to resident care and/ or administrative roles in the areas of 
fmance, training, human resources, administration or property services. Other specific 
operational criteria may also apply. 

Professional means a person employed by Wanigal who may manage a small team orbe 
part of a team and holds relevanl tertiary qualifications required to perfmm the role of 
their specific position description. This person would liaise with both external and 
internal customers and ensure that Warrigal processes comply with relevant Acts, legal 
and/or professional demands and ethical standards. 

Grade Descriptors for Coordinator and Professional are: 

• Grade 4 

Roles at this level are typically graduate roles and/or developing specialists in 
a technical/operational field. 

Their focus is to contribute directly to the attainment of results within the job 
area or at an organisational level. 

Skills and Experience 
Roles at this level typically reqnire broad knowledge of theozy and principles 
within a professional discipline or advanced knowledge of specific 
technical/operational practices. 

Incumbents in these roles may or may not be required to supervise others. 
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• Grade 5 

Roles at this level are typically have a graduate degree with a minimum of 2 to 
3 years work experience, reporting to executive manager-level positions. 

Their focus is on setting operational objectives for themselves and others and 
contributing to innovative ideas, new processes and operational plans. 

Skills and Experience 
Roles at this level require at least a broad knowledge of theory and principles 
within a professional discipline or an advanced knowledge of specific 
technical/operational practices, with times where such knowledge may need to 
be advanced or well-developed in order to complete the task at hand 
Incumbents are approaching proficiency at supervising others. 

• Grade 6 

Roles at this level are typically employees with a graduate qualification and a 
minimum of 3 to 5 years work experience, reporting to executive manager
level positions. 

Their focus is on advising and improving processes, system and standards. 

Skills and Experience 
Roles at this level typically require advanced or well-developed sldlls and 
knowledge within a specific professional discipline 
Incumbents should be able to professionally and comfortably supervise and 
manage others. 

Manager means a person employed by WmTigal who may be responsible for managing a 
service or support service function or department. This person would hold employer 
approved qualifications and be responsible for managing the day to day operational 
requirements of the service or department. This person would also be required to meet 
budgetary targets and ensure compliance with government regulations. Other specific 
operational criteria may also apply. 

Grade Desc1iptors for Manager and Professional are: 

• Grade 7 

Roles at this level are typically employees with a minimum of 3 to 5 years work 
experience and with a graduate qualification, reporting to executive manager-level 
positions. 
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Their focus is on developing new processes and standards that will have an 
impact on the achievement of the overall business function's results. 

Skills and Experience 
Roles at this level require advanced or well-developed skills to integrate theo1y 
and principles into organisational practices. lncumbents are proficient 
supervisors and managers. 

Incumbents are change agents and are able to deal with change effectively and 
efficiently as required. 

• Grade 8 

Roles at this level are typically managers with a minimum of 5 to 8 years work 
experience, repmiing to executive manager-level positions. 

Their focus is on leading their team and organisation strategy to development 
new and innovative processes and standards that will have significant impact 
on the organisation's and their own team's overall results. 

Skills and Experience 
Roles at this level require mastery of a specific professional discipline that 
can be applied to organisational practices. 

Incumbents are proficient managers and may manage more than one team. 

Salary Level Descl"iptions 

The following Levels exist within each Grade as identified within Schedule A. 

Level I 

A salaiy at Level I is considered at an entiy level to the organisation, to the role and/or 
the industiy. 

The person may have no experience or veiy limited experience for a paiiicular position. 
They may have no certificate or educational level qualifications, however, have the 
capacity to perform the role under regular instruction and adhere to day to day tasks as 
requested. 

A Level 1 salaiy would always be applied to a Trainee or a first time employee/school 
leaver that has the capacity to undertake the role at an entiy level. 

Level 2 

A salaiy at Level 2 is considered for an employee who has two years plus experience 

60 

10124



Page 58

and is/has become proficient with the role and the tasks required for this salary level. 

They may have held similar positions previously at this level, may have qualifications at 
a certificate or higher education level or High School Certificate or T AFE qualified. 

A Level 2 salary would be applicable for an employee who has gained some experience 
in their relevant field. They have the ability to work as part of a team or independently on 
task oriented projects. 

Level3 

A salary at Level 3 is considered for an employee who has three to five years experience 
in a similar role or industry. 

The person is proficient at this level and has gained good skills, experience and 
qualifications. They may have a certificate or under-graduate level qualifications from a 
T AFE or University. 

A Level 3 salary would be for a specialist role. The person would have experience with 
supervising a small to medium team. They would work either as part of a team or 
independently. 
Level4 

A sala1y at Level 4 is considered for an employee who has five to eight years experience 
in a similar role or industry. 

They have a record ofaccomplishing results that significantly contribute to the 
organisation's strategic and policy outcomes. They may have a graduate or Masters 
Degree in relevant discipline/industry. 

They may have management expe1ience and/or have professional based qualifications for 
their area of expertise. 

Level5 

A salary at Level 5 is considered for an employee who has eight plus years experience 
working in a management/leadership role in the same or similar industry. 

They are a highly proficient leader who sets strategic benclnnarks for the organisation. 
They may have a graduate, Masters or MBA degree in a relevant discipline/industry. 
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IN THE FAIR \IYORK COMMISSION

FWC Matter No: AM2020/99

Application to vary or revoke the Aged Care Award 20{0

REPLY WTNESS STATEMENT OF STEPHEN BARNES

I, Stephen Barnes, of       , say as

follows:

1. Iam a witness in these proceedings.

2. I have previously provided a statement in respect of these proceedings, dated 28 Marcn 2021

(my first statement).

3. I now provide the following information in addition to my first statement.

Change of employment

4. Since Ifiled my fi$t statement, my employment has changed. After working as a Property
Concierge at Warrigal Shell Cove (Shell Cove facility) for four years, I resigned from this position
on orabout2l January 2022.

5. I am now employed by Lend Lease as a Maintenance Specialist at Coastal Waters, Worrowing
Heights. Coastal Waters is a retirement village which has approximately 250 villas for
independent retirees. I am paid more in this role.

6. I left the aged care industry for several reasons. The high statf turnover was disappointing and
meant that there was a constant stream of new starters, some who would only stay for a short
time before resigning. I saw this firsthand, as the Shell Cove facility is used as an induction point
by Warrigal. Some of the new starters talked to me about how hard the work was, that there was
more involved than they expected and how stressful the work can be. lt also meant that there was
a lack of staff with a lot of experience, which put pressure on other stiaff across the facility.

7. There was also a lot of pressure to make sure the facility's equipment and assets were up and
running at all times and that they were compliant with accreditation requirements. It caused me a
lot of stress because I knew we could be audited at any time.

8. ln my view, the pay didn't reflect the work I had to perform and the stress of the role and this was
one of the reasons I left the Aged Care industry.

Stephen Barnes

1
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IN THE FAIR WORK COMMISSION

FWC Matter No: AM2020/99 

Application vary or revoke the Aged Care Award 2010

WITNESS STATEMENT OF SANU GHIMIRE

I, Sanu Ghimire, Care Service Employee and Recreational Activities Officer, of 6
, say as follows:

1. lam one of the applicants in these proceedings.

2. I am currently  and was born on .

3. I am employed as a Care Service Employee by Uniting Aged Care (Uniting). I work 
at the Aged Care Home in Hawkesbury, New South Wales. A copy of my employment 
contract and position description is attached to this statement and marked SG-01.

4. This statement is made from my own knowledge and belief, unless otherwise stated. 
Where statements are not made from my own knowledge, they are made to the best 
of my knowledge, information and belief and I have set out the sources of my 
knowledge, information and belief.

Employment

5. As a Care Service Employee, I am employed to assist residents with all aspects of 
personal care, including assisting with hygiene, showering, toileting, mobility support 
and administering medications. I have described my duties and skills in further detail 

below.

6. I am also employed by Uniting as a Recreational Activities Officer (RAO) on 
Saturdays and Sundays. I am employed to plan recreational activity programs for 
residents and organise equipment and supplies for the programs. I have described 
my duties and skills in further detail below.

7. I do not know if I am covered by an enterprise agreement.

8. I am classified by Uniting as a Grade 2 employee.

9. I am paid an hourly rate of $28.44 per hour during the afternoon shift as a Care 
Service Employee.

10. lam not paid a higher duties allowance of $2.00 per hour for the RAO role which I 
am supposed to get paid.

Education and Qualifications

11. I have a Master’s degree in Mass Communication and Journalism from Purwanchal 
University, Nepal. I obtained this in 2007, before I came to Australia, prior to 
commencing my employment in the aged care industry.

12. I have a Certificate III and a Certificate IV in Aged Care which I obtained prior to 
commencing my employment in the aged care industry, in 2013.

l
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13. I have an Advanced Diploma in Health Science from Western Sydney University 
which I obtained in 2016, which included a unit in Divisional Therapy.

Employment history and career progression.

14. I first commenced employment at Uniting 9 years ago in 5th of May, 2012. Prior to 

May 2012, I worked as a Casual Nurse at Russell Lea Nursing Home, Five Dock.

15. The facility I work at in Uniting is a large facility with approximately 136 residents.

16. The facility is separated into three different forms which includes a nursing home, a 
hostel and a dementia ward. The nursing home has approximately 58 residents, the 
hostel has approximately 68 residents and the dementia ward has 12 residents.

17. I work in all areas of the facility.

Duties and Skills

Assessing the needs of residents and developing care plans

18. Each resident at Uniting has a care plan. This is a formal document which records 
how the resident should be looked after and notes any specific requirements which 
need to be followed in order for a resident to be properly looked after. This is prepared 
by the Registered Nurse and RAO when a resident is admitted. This is reviewed and 
updated regularly by the RN with input from Care Service Employees.

19. As a Care Service Employee, I assist with monitoring and documenting a resident’s 
toileting, mobility capabilities, medications they require, behaviour issues and dietary 
needs. This information is then passed on to the Registered Nurse in the facility who 
will consult with the resident’s family and doctors to determine whether a resident’s 
care plan requires alteration.

20. For residents who have difficulties communicating, I am required to engage in other 
forms of communication to determine what the resident requires. This includes 
observing their body language, nonverbal communication and observing physical 
changes in their body.

General rounds

21. lam usually rostered on to work during the afternoon shift which goes from 2:30pm 
to 11:00pm.

22. When I arrive at work at 2:30pm, my first task is to go to the handover meeting. At 
the meeting, the staff discuss the care plan of each resident and any changes which 
have occurred during the previous shift, the allocation of staff for each shift and any 
new admissions.

23. After the handover meeting, I obtain a linen trolley and ensure it is stocked up for my 
shift. This includes preparing skip bags, checking all the required equipment is in the 
trolley (plastic bags, wipes etc.) and obtaining any missing equipment from the 
storeroom.

24. At around 3:00pm, I begin making rounds in my section to check on the wellbeing of 
each resident, to determine if their buzzer is within reach, to ask if they require water

2

10128



or food, or to assist with toileting and/or changing of clothes. While I do this I make 
sure to chat with residents and find out how they are doing.

Afternoon tea

25. From 2:45pm to 3:15pm, I assist residents with afternoon tea. Most residents come 
out of their rooms and eat in the dining hall. Half of the residents are mobile however 
other require assistance with getting into a wheelchair and being transported to the 
dining hall. There are also some residents who choose to eat in their rooms. I take 
their food to them on a tray. I have to manage each resident within this time frame 
and ensure they are looked after.

26. When assisting residents with afternoon tea and dinner, I need to look at each 
resident’s care plan and understand the specific needs of each. This includes making 
a notice of their dietary requirements or restrictions and ensuring they adhere to each. 
It is important to do this to ensure that they don’t get food that might make them sick 
or that they cannot safely eat.

27. If I notice an issue or change with a resident’s feeding habits, I have to notify the RN 
on duty. The RN will come and perform an assessment and then make changes to 

the diet and care plan if required.

Toileting

28. From 3:15pm to 5:00pm, I assist each resident with toileting if required. I usually 
respond to residents who call for assistance first and then assist the remaining 

residents after that.

29. To assist with toileting, I read the care plan and assist the resident accordingly. Some 
residents require my assistance with their walker, whilst other residents who are less 
mobile are required to be placed into hoists. I also change pads on their beds.

Dinner

30. At around 5:00pm, I start assisting with dinner. Just like afternoon tea, there are some 
residents who come out to the dining hall to eat, whilst others prefer to have dinner 
in their room. I cater to each resident’s preference.

31. There are also some residents who cannot communicate. To ensure they are ready 

to eat, I have to read their body language as they usually respond by nodding.

32. I check the meal requirements on each care plan and ensure each resident is 
provided with the correct food. This includes making a note of their dietary 
requirements or restrictions and ensuring they adhere to each. It is important to do 
this to ensure that they don’t get food that might make them sick or that they cannot 

safely eat.

33. There are approximately 6 to 7 residents who have difficulty with swallowing and 
require a modified diet. I assist these residents with feeding as they are not able to 

eat on their own.

Bedtime routine

34. Following dinner, I begin assisting residents with their bedtime. This usually occurs 
from 6:15pm to 9:00pm.
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35. Each resident has their own bedtime routine which is included in the care plan. I am 
also aware of their preferences as I have been their carer for so long. For example, 

has a specific routine and only goes to bed at 9:00pm - not before. He finishes 
dinner at 6:00pm in the dining room. I wheel him back to his room and change him 

into his pyjamas. Then, he likes to do crosswords with another resident in his room 
and also has some Milo or a sandwich. He presses his buzzer around 9pm so that I 
can assist him with toileting, cleaning his dentures and putting him into his bed.

36. Most of the residents are not mobile enough to put themselves to bed. Therefore, 
they require my assistance with changing their clothes, brushing their teeth, toileting, 
applying lotion and drinking water.

37. Some residents have very specific bedtime routines. For example, there is one 
resident who likes to go to bed straight after dinner. As soon as he rings his buzzer 
for assistance, I have to make sure I attend to him straight away as he can become 
very frustrated and verbally abusive. Over time I have learnt to adapt to this to avoid 
him becoming agitated.

38. Once most of the residents are asleep by 9:00pm, I complete my paperwork and 
monitor my section in case a resident needs assistance. For example, in the dementia 
ward, I am required to pay closer attention to the residents as many of them get up 
during the night and wander out of their beds. If this occurs, I try and take the resident 
back to bed, give them water and make sure their buzzer is near them if they need 

assistance during the night.

39. Some residents who are incontinent need to be changed during the night. If this 
occurs, I have to contact a staff member from another section to assist me with 
changing the resident (as I am the only staff member in the section from 9:00pm to 
11:00pm) and this is usually a two-person job.

Medication rounds

40. When I work as a Care Service Employee, I do not administer medications. However, 
sometimes I am rostered on to work as a Medicator. My medication shift starts from 
2:30 pm and finishes at 10:30 pm. lam required to provide residents with medications 
such as Panadol, Vitamin D and/or Mylanta. Each resident has a medication chart 
which provides information on the type of medication and how much a resident 
requires. The chart also provides information on how the medication should be 

administered.

41. For example, some residents have difficulty swallowing a tablet or purposefully do 
not take their medication. If this occurs, we are directed by the chart to crush up 
tablets and mix it in with their food. In instances where residents refuse to take 
medication, I notify the RN so that they can liaise with the resident’s doctor and family 

to find a solution.

42. Aside from medication, I also measure blood pressure, check blood sugar levels and 
monitor urine levels. I record these in the relevant charts. I learnt how to complete 
these tasks as part of my Cert IV training in Aged Care.

43. As a part of my duty, I have to do some dressings. If a resident has bruises or a skin 
tear, I have to take pictures of the skin tear or bruises, measure the wound, upload 
the photos in the system and then do the wound dressing as per the instructions of a 

Registered Nurse.
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44. I have to do an S8 medication round with the Registered Nurse (RN) during my 
medication shift. This involves:

a) Checking the correct dose of Schedule 8 medications. Schedule 8 (S8) 
substances are labelled as a controlled drug and can only be supplied 
by a Pharmacist on prescription. They are subject to tight restrictions 
because of their potential to be addictive.

b) Signing in the specific register as a witness to confirm administration of 
the S8 medication.

c) Attending several resident’s rooms with the RN and providing S8 
medication to the resident in accordance with their specific medication 
chart.

Recreational duties

45. On weekends, I am rostered on as the RAO. I begin my shift at 9am by signing in and 
picking up newspapers and providing them to the residents. I then begin planning the 

activities for residents for the day.

46. As an RAO, I have to think about many things when planning activities. I consider 
their physical capability, their emotional needs and mental state and try and design 
activities around these things. Most of the residents have reduced mobility and a lot 
are in wheelchairs. Very few are able to walk. Every month I ask each of the residents 
what they would like to do before finalising the activities calendar. I design the 
program based on their suggestions however I do have to alter their requests 
sometimes. For example, the residents requested to do foot work activities because 
they wanted more leg exercise. However, it is very hard because of their reduced 
mobility and inability to go to a sports court. I figured out a chair football activity where 

you put all the residents in a circle and kick a ball around. I was able to meet their 
requests by doing this.

47. There are more than 50 activities I can organise for the residents. Examples of the 
activities I organise activities include Bingo, Music, Exercise, Sing-a-long, Music and 
Pampering, morning tea in the garden, Carpet Ball, Mini Golf, and Mini Basketball.

48. At around 9:30am, I go to the recreational area with my colleague and prepare the 
space for the planned activity of the day.

49. Once the area is prepared, myself and my colleague go the hostel and rest area and 
collect all the residents. During the recreational time, there are only 2 staff members 
allocated to look after 136 residents.

50. The recreational activity usually occurs from 10:30am to 11:30am, and from 2pm to 
3pm in afternoon.

51. I have observed many benefits with doing recreational activities with the residents. 
Residents are happier and more emotionally and physically engaged after sessions. 
Dementia residents benefit greatly as doing activities with them diverts their attention 
and their behaviour becomes controlled.

52. One of our residents came to our facility as a respite resident. His wife had dementia, 
he was isolated and he didn’t talk to anyone. However, when he started doing 
activities with the other residents, you could see he was very active. His family told
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us that he was much more cheerful and happier once he came to us. After his respite 
care, he chose to return to our facility as a full-time resident because of the positive 
experience he had while in respite care.

Resident behaviour

53. Many of the residents at Uniting become extremely agitated. Residents engage in 
behaviour such as screaming, yelling and swearing. Over time, I have learnt about 
each resident and their specific needs to ensure I can avoid them from becoming 
agitated. An example of this is explained at paragraph 36 above.

54. I am usually rostered to work in the dementia ward for one shifts per week and 
experience this type of behaviour often. Residents in this ward often become physical 
towards me and other staff by hitting, spitting and pulling hair.

55. The aged care industry requests staff to focus on a personal care approach for each 
dementia patient instead of using a generalised approach as residents are usually 
not present in the moment and can often find it difficult to communicate.

56. I often encounter dementia residents murmuring to themselves and repeating 
sentences. I have learnt to respond to these types of behaviours during my time at 

Uniting. For example, in my RAO role, if I can see a resident becoming aggressive, I 
try and divert their attention with an activity or by talking to them in a calm way. I can 
also try and separate them from the group and give them more attention and time. I 
talk to them or take them to the garden and provide them with tea to try and calm 
them down. Although I try to calm them down, there are some instances where my 
methods don’t work and I find it extremely challenging to deal with their behaviour.

Changes in aged care

57. Ever since I have started work in the aged care industry, I have noticed a significant 
change in the industry. Specially, I have found that my role has become much more 
challenging.

58. When I first started at Uniting, I was only expected to perform personal care tasks 
such as showering, feeding, clothing and toileting. Now, in addition to the personal 
care tasks, I am now required to administer medication, organise recreational 
activities, clean floors and serve food. One of the biggest reasons for this is because 
my facility has not implemented the homecare model.

59. I have also noticed a change in the types of residents in aged care. Residents used 
to be physically very able and able to do much more themselves. Now they have 
become much more demanding and also require more physical assistance. As the 
residents are older and frailer, they need a lot more help with daily tasks and moving 
around. They are less mobile and there is a lot more obesity. They are also a lot more 

emotionally vulnerable. I have found myself providing more and more emotional 
support. I can’t help myself - the residents just need our help.

60. We also have some residents that are in their 40’s and 50’s but have dementia. 
Helping these residents is a lot harder as when they become aggressive and start 
hitting us, it hurts a lot more because they have a stronger body.

Impact of COVID-19
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61. During COVID-19, the residents at Uniting were more vulnerable and demanding 
because they were unable to see their family. Due to this, I was required to be more 
attentive to residents and ensure they were looked after in terms of their mental and 

emotional wellbeing.

62. Uniting organised window visits for residents to see their families. I would often be 
required to spend the whole day wheeling residents in and out of the viewing rooms 
so that they could see their family. This was extremely challenging as I would also 
have to keep up with my usual daily tasks at the same time.

63. As a staff member of an aged care facility, I was also scared of contracting the virus 
and placing my family at risk by going home each day. I felt emotional pressure as I 
had to sign a document which asked if I consented to working in the time of COVID 
or not. It was an emotional time for everyone (including myself). Luckily, my facility 
did not have any COVID-19 cases but the workload was definitely much harder 

during these times.

Pay

64. The low rate of pay means that I have to work 4 days per week. Our job is so 
physically and mentally demanding and it has an impact on me. If we had higher 
wages I would consider dropping down to working 3 days per week, for my health.

65. I have observed that some of my colleagues at the Nursing Home who have worked 
5 days a week for more than 10 years, have got mental health issues and they 
regularly take stress management medications. When I see their mental condition, I 
am scared about the possible effect of the pressure of work on my health, my 
colleagues health and the whole system of aged care in Australia.

66. I support my family overseas sometimes, however the low wages makes it difficult for 

me to do that.

Sanu Ghimire
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IN THE FAIR WORK COMMISSION 
 

FWC Matter No: AM2020/99 
 

Application vary or revoke the Aged Care Award 2010 
REPLY WITNESS STATEMENT OF SANU GHIMIRE 

 

I, Sanu Ghimire, Care Service Employee and Recreational Activities Officer, of  

 say as follows: 

 

1. I am one of the applicants in these proceedings.  

2. I previously made a statement in these proceedings on 31 March 2021 

(Previous Statement). 

3. In addition to the matters I have raised in my Previous Statement, I state the 

following.  

 

The impact of COVID  

 

Recreational Officer Duties  

 

4. Our facility was in lock down during the outbreak of the Delta variant and the 

outbreak of the Omnicom variants of COVID-19. This period was very stressful 

for the residents, their families and staff for a whole range of reasons.  

 

5. The lockdown meant that I was not able to conduct group activities anymore, 

given all the residents were required to be kept apart due to social distancing 

rules. This meant that often I needed to spend one on one time with each 

resident, when conducting recreational activities. During this time, I was very 

aware that because each resident would not be able to see their family or 

interact with other residents, the time I spent with them was the only time they 

would be engaging with other people throughout the entire week. It was my job 

to make sure they were emotionally ok. This increased the pressure I felt to 

make sure that each activity I designed and organised was as beneficial as it 

possibly could be.  

 

6. As a result, the schedule for activities that I had previously used, was no longer 

relevant, and I needed to re-design the entire recreational program. Some 

examples of the one on one activities that I designed for the residents to engage 
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in on their own, included general exercises, balloon volley ball, and playing 

music videos to them using an iPad or iPhone. In designing these activities, I 

was required to assess how the residents might be able to engage in them on 

their own, as opposed to in a group setting, which varies greatly from resident 

to resident.  

 

7. In addition, engaging with residents on a one on one basis, requires a different 

skill set, rather than hosting group activities. For example, I was required to 

tailor my interactions with residents to meet the needs, preferences, 

communication styles and abilities of each particular resident. Some residents 

are able to engage in activities, that others simply are not capable of. 

 

8. In addition to the above, residents were more unsettled than ever during the 

COVID lockdown period. They were sitting in their rooms day in and day out on 

their own. Their families weren’t allowed to visit them, which meant that the 

recreational activities were particularly important to them during this time. I was 

acutely aware of this fact, when I was running the recreational activities, so I did 

my very best to make sure that I was able to spend as much time as possible 

with each of the residents. However, as is always the case, the time I had to 

spend with each resident was never enough. During the lockdown period, more 

than before, once I had finished the activity I always left residents feeling like I 

would have liked to spend more time with them. This was very emotionally 

draining on me and my colleagues and more so than usual. However, because 

the residents were unsettled, it meant that administering the activities was more 

difficult than it otherwise would have been.  

 

9. I also re-designed some activities so that they could be done outside. For 

example, I designed an activity where I would wheel a resident into the garden, 

and we would do bowling outside. This was important for their emotional and 

physical wellbeing, as it was a form of exercise, that allowed them to leave their 

rooms. I also played chess and boardgames with residents in the garden, if they 

were cognitively able to do so.  

 

10. I was also required to re-design some of the group activities that I had 

administered previously as a result of the social distancing rules. For example, 

we still tried to run bingo with the residents. But given they were not allowed to 
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sit together, I would wheel each resident to the door of their room so that they 

were all facing the hallway. I would then call the bingo numbers from the hallway 

as I walked up and down, so the residents could hear what was being called. 

Conducting the activity in this way, required me to spend more one on one time 

with each resident, as I needed to transport them to the hallway. This took more 

time, and left less time for the activity itself.  

 

11. In addition to all of the above, a lot of the activities that I usually facilitated for 

residents relied on outside volunteers to come in and help. But during the 

lockdowns these volunteers were not allowed in. This meant there was less 

people to spend time with each resident when we were doing the activities.  

 

Personal Care Work duties 

 

12. During the lockdown period, our personal care work duties changed significantly 

as well.  

 

13. We saw a large increase in the rate of depression during this time, which often 

leads to an increase in cognitive decline. Accordingly, residents were generally 

more difficult to communicate with which presented ongoing challenges in 

performing personal care duties.  

 

14. During this time, we had to wear PPE and were required to change it each time 

we interacted with a new resident. The PPE we were required to wear included 

a face shield, gloves, gowns and masks. I took the responsibility of wearing the 

appropriate PPE very seriously, and was very strict about changing it each time 

we saw a new resident. I observed that my colleagues conducted themselves 

this way as well. However, this meant that each task we were performing took 

more time than it otherwise would. Accordingly, we were required to adapt to 

the fact that we had less time to complete each task, by prioritising the tasks 

that needed to be completed. 

 

15. In addition, wearing PPE made it far more difficult to interact with residents for 

a whole host of reasons. Firstly, speaking through masks to residents who are 

hearing impaired and rely on reading lips, was very difficult. This was 

exacerbated by the fact that a lot of our staff are from non-English speaking 
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backgrounds and have different accents. Wearing masks and face shields took 

away the residents’ ability to lip read.  

 

16. Further, during lockdown, I was allocated to the Dementia Ward. Wearing PPE 

made lots of the Dementia Ward patients very unsettled. They didn’t know who 

we were, and did not understand why we were dressed in the way we were. 

They appeared frightened when I approached in PPE. However, it was very 

difficult to explain to them, what the PPE was for and why we were wearing it. 

As a result, residents would yell, hit and scream at us. They didn’t know who 

we were, or that we were trying to help them. One resident thought we were 

aliens because we were all dressed up so differently. He was very upset by this. 

 

17. In addition, they did not recognise us, and didn’t know who we were because 

they couldn’t see our faces. This made care work even more difficult, because 

it hampered our ability to employ the skills we would normally use in 

communicating with residents suffering with dementia. For example, it was 

difficult to be calming and persuasive, when they were not able to see our faces 

at all.  

 

18. Given the additional amount of time, spending more one on one time with each 

resident took, during the lockdown period, I very rarely took any breaks. There 

just wasn’t time, and the residents were relying on us more than ever before to 

meet all of their needs.  

 

19. COVID isn’t going away. It just changes every few months and there are new 

rules and regulations in place. Managing COVID and infection control by 

wearing PPE, is likely to be a long-lasting feature of our jobs in Aged Care.  

 

Staff Shortages 

 

20.  One of the other main impacts of COVID-19, were the staff shortages. The 

rules meant that even if you had a sniffle you weren’t allowed to come into work.  

Additionally, if you had visited a location where there had been a positive case, 

you were not able to come in. Everyone was terrified of bringing COVID into the 

facility, which also had a huge impact on our lives outside of work as we were 

scared to go places.   
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21. Accordingly, lots of staff would frequently call in sick and we had to manage 

these shortages by reprioritising tasks, and in some cases redesigning the 

recreational activities we had planned.  We were luckier than most facilities 

because Uniting organised a group of people known as a ‘flying squad’, who 

would come in and help at centres where there was a staff shortage.  

    Burn out  

22. I am emotionally and physically exhausted after the impact of COVID-19. I often 

say that I am completely broken by it. It has just been so hard. I have been given 

leave from work for three 3 months and I have taken this opportunity to travel to 

Nepal to see my family which will allow me to recover.  

Sanu Ghimire  

20 April 2022 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF HELEN PLATT 

I, Helen Lorraine Platt, Care Supervisor, of  in the state of New 

South Wales say as follows: 

1. I am currently  years old and was born on . 

2. I am employed as a permanent part-time care supervisor by Anglicare. I work for 

thirty hours per week at the Melva MacDonald Lodge in Rooty Hill. 

3. This statement is made from my own knowledge and belief unless otherwise stated. 

Where statements are not made from my own knowledge, they are made to the best 

of my knowledge, information and belief and I have set out the sources of my 

knowledge, information and belief. 

Employment history and career progression 

4. I have worked in aged care for approximately eleven years. 

5. Before starting in aged care, I worked in community care for two years as part of 

getting my Certificate Ill in Aged Care. 

6. I started off at Anglicare's Castle Hill home as a personal carer in or around 2010 and 

then moved to a personal carer position at the Melva MacDonald Lodge in or around 

March 2019. 

7. The Melva MacDonald Lodge is a 3-storey building with approximately 74 residents 

that range from low care to high care. The Lodge can accommodate 90 residents. 

Each floor has 38 residents. There is a dementia ward with 18 residents. 

8. Within six weeks of my move to Melva MacDonald Lodge, I was approached about 

moving into a Care Supervisor role, which is the position I had been in since in or 

around April 2019. Despite being a Care Supervisor, I was directed to work on the 

floor as a carer by management despite being paid as a Care Supervisor. 

9. As a Care Supervisor, my duties include supervising staff, attending to any staff 

shortages and making up rooms for new residents. However, due to the shortage of 

care staff on the floor at the Lodge, I complete care staff duties and , 

Production Manager, handles some of the supervisor duties. My role as a care 

employee includes performing duties such as toileting, showering, clothing, feeding, 

administering medication, doing blood pressure checks and general assistance. 

10. My rate of pay is approximately $29.84 per hour under the Anglicare NSWMNA and 

HSU Enterprise Agreement. I get paid that regardless of whether I am performing 

personal care work. As I have a signed contract in place, I am classified as a Level 5 

on the Enterprise Agreement. 
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Training history 

11. I completed my Certificate Ill in Aged Care in or around November 2010. At the time, 
I was working in Community Care and completed this as FastTrack course at 
Success Fast Track after hours. 

12. I completed my Certificate IV in Aged Care in or around 2016. I completed this 
through TAFE and attended classes 1 day per week. I would receive a paid day off 
for attending classes however it was a lower rate of pay. 

13. I was offered a scholarship by Anglicare to do my Certificate IV. 

14. I completed an Alzheimer's Australia course in Dementia Care in 2014. I was required 
to have my Certificate IV to be a supervisor and once I had it, I had to do training one 
day a month at Head Office for about 12 months to get extra skills. I did not receive 
an increase in pay after receiving this qualification. 

15. I am also a dementia care specialist as I completed a Dementia Care course with 
Alzheimer's Australia in 2014 through Anglicare. The course spanned across several 
days and was paid for by Anglicare. 

My day 

16. My day is usually as follows. 

17. I usually start at 7:00am and finish at 3:00pm. I work Sunday to Wednesday. 

18. When I get in, the first thing I do is set up a trolley and go to a resident  to give 
them a sponge bath, change their clothing, clean their room and check their oral care 
and any skin integrity issues. If I identify any skin integrity issues I ref er these to the 
Registered Nurse (RN) so that she can consider what treatment the resident might 
need. Early identification of skin issues can stop a rapid deterioration of a resident's 
health. 

19. The first twenty-five minutes of my day is spent with that one resident,  

20. I then attend a handover with the RN who has already done her rounds. The RN will 
tell us about any tasks that are pending in the handover. This includes telling us who 
needs to be seen. I then work off my knowledge of the residents to decide who to go 
to. I know the residents who need to be checked on before breakfast. 

21. Residents have buzzers in their room and ring it whenever they need assistance. I 
have a pager which notifies me that a resident has buzzed. If the buzzer goes off 
while I am in with a resident and their cognition and mobility is good, I can leave them 
to attend to the resident who has buzzed. I will not leave a non-ambulant resident. 

22. Sometimes a buzzer will go off to attend to a resident who has fallen. If someone 
falls, you have to act very quickly. 

23. I have to calm them and call for the RN while the other care worker on shift gets the 
lifter. I also ensure basic First Aid is administered in relation to airways, bleeding and 
by making sure the resident does not move. The initial first response is critical in 
ensuring the best outcome for a resident after a fall. 
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24. I sit with them on the floor, stroking their hair and keeping them as calm as possible. 

I talk to them soothingly and provide reassurance that all will be well. 

25. During this time, there is no one else on the floor to assist residents. 

26. If there are not any falls, I continue to attend as many residents as I can before 

breakfast with my co-worker as all residents require some level of care before then. 

27. Between 7am and 8:30am, I shower the resident who requires a double (with the 

other carer) and shower two more residents. My colleague and I then check in with 

the other nine residents to ask whether they want a shower or a sponge. 

28. At around 8am, I start doing medications while my partner is doing temperature 

checks, delivering fresh water jugs and escorting residents to the dining room. 

29. Before I begin the medication round, I usually touch base with the RN to see if there 

are any medication changes that have occurred since my last shift. This is usually 

done at handover. 

30. I proceed to log into my Touchbook (which is like a mini tablet) and set up my 

medication station on a trolley. I usually set up my trolley with water, jams and custard 

as each resident prefers to take their crushed-up tablets in different forms. I know if 

a resident needs a crushed tablet as I check their care plans or Touchbook 

31. Once my trolley is set up and I have logged into the Touchbook, I start my rounds by 

going into the first room on my list. When I reach a resident's room, I will check the 

Touchbook to make sure I am looking at the correct list of medications for the resident 

that I am looking at. I pop the blister packs and check the tablets against what is listed 

on the Touchbook. Each tablet has a check box where you tick off that you have got 

that medication in your hand. Once the correct medications have been ticked off, I 

will provide them to the resident and watch them take it. I usually have a conversation 

with them afterwards to make sure they do not spit it out or hold it in their mouth. 

32. If I find an error with the medication, I will stop what I am doing straight away, lock 

the medication trolley and find the RN. The RN will usually come and do an 

assessment of the medication and provide me with the direction on what to do next. 

If the tablets are incorrect, we dispose of them immediately. It is really important to 

get the medication rounds right because you don't want to be responsible for 

administering the wrong medication which can result in the resident having significant 

side effects. 

33. I move around the wing until I finish. This medication round usually takes me around 

one hour. 

34. At around 9am, I start to feed   has very low cognition, so I need to go at 

her pace and can't rush it. It is quite hard to feed her because it is hard to know when 

she is ready for mouthfuls. I need to observe her and try and read her physical cues 

as to when she is ready. 

35. She will sometimes open her mouth for more food but I need to check her throat to 

see whether she has swallowed the previous mouthful. If I get this wrong she could 

choke. 

36. I give her pureed porridge, apple juice and then her scrambled eggs. I add salt and 

pepper because I know that she likes it as her family told me this. 
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37. We liaise with resident's families to learn things like this. I always try and talk to famiy 
members to find out about residents so I can give residents the best experience 
possible. One day I went in and 's daughter was visiting and I was talking to her 
while I was feeding  and she told me so I just remember that she liked it and I 
continue to do that. I encourage my team to talk to families and residents to find out 
their likes and dislikes. I also document matters such as this in progress notes so that 
other staff know about residents (including s) likes and dislikes. 

38. We have fifteen residents in our wing at the moment, and we have three new 
residents coming in. 

39. There are two care workers to feed the residents. We used to have an 8am to 12pm 
worker but Anglicare stopped all of the short shifts so there are just two of us all day 
and just one of us when we are covering lunch breaks. When one staff member goes 
on their lunch break, there is only one staff member on the floor to cater to all the 
residents. 

40. We need to check that the residents are eating everything. If they aren't it can be an 
indication that they need their food consistency changed or that their health is 
deteriorating. If I identify this I let the RN know so she can consider whether we need 
to notify a third party such as a speech pathologist or doctor. 

41. There are other residents who take as long as  Most of them can feed 
themselves but  needs to be fed his two bowls of porridge. There is one other 
resident who will spill her porridge in her bed if she's not helped. She likes to eat with 
her plate on her stomach. These figures constantly change due to the deterioration 
of the health of residents. 

42. We've tried many things with the resident that spills her food but nothing seems to 
work so we just help with the porridge and let her do the rest to help keep her 
independence. This adds to our work later but is better for the resident's dignity. 

43. Three residents go out to the dining room for their breakfast. The others take their 
breakfast in their room so we have to take trays individually to rooms, set them up 
and reposition the resident so that they are safely sitting up. 

44. Recently I identified that only two residents were going out to the dining room for 
lunch and the other residents would stay in their room for lunch. I felt that this wasn't 
good for them and I was concerned that the residents were becoming socially isolated 
and getting depressed so I have encouraged six ladies to come out to lunch. This 
makes our lives easier and they are more socially active. I have observed that this 
has increased their sense of well-being. 

45. I usually finish breakfast service at around 9:30am. 

46. My partner goes and collects all of the trays and we escort all residents back to their 
rooms. 

47. We try to have our twenty-minute morning tea break together at 9:30am on the 
balcony so that we are near the buzzers and close to the residents in case they need 
help. We notify the other wings that we are going on our break. We often have to 
attend to residents during the break. By doing our breaks this way, it minimises time 
off the floor. 
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48. Once we finish our break, we go to finish off all of the other showers and do the fluid round at 10:30am. The fluid round is when we fill up a trolley cart with water, tea, coffee or milo and cart it around to the residents. Some residents even like Up&Go so we try our best to accommodate their requests. We also provide residents with a cake. If the care plan says the resident is on thickened fluids, we provide the resident with a special type of cake in a puree form. Residents who are unable to hold a cup or eat unassisted rely on us to ensure their fluid intake is sufficient. We do this by spoon feeding fluids. 

49. The showers are usually finished by 2pm but some days are good and some days are bad, it all depends. Some days residents will be happy to have a shower and other days they will be resistant. Then it takes a lot longer to try and persuade them and encourage them and reason with them. We have seven residents who require lifters (with two staff members) and all residents are fully assisted and not independent. 

50. I have worked in aged care for 11 years and this facility has the most demanding residents I have ever experienced. 

51. For example, Iris is a non-ambulant resident who wants her hair washed twice daily and wants every cavity washed. Showering her can take from thirty minutes to an hour each time. It can take around 40 minutes to do a bed sponge with 2 staff members. 

52. My partner  showers  because she is more comfortable with her. I will assist her. 

53. At around 11 :30am, staff have their lunch break for 30 minutes. 

54. I do the lunch time medication round while  is taking lunchtime orders. The lunch time medication round is the same as what I do in the morning medication round.  will hand out fresh water to the residents, take orders and measure temperatures. 
55. The orders are usually in by about 12:15pm. 

56. Up until recently, I would have said that the food at our facility was incredible. However, we have just had a structural change and the Kitchen Manager was dismissed for budgeting reasons. Anglicare has hired one m::inager to look over 6 dlfferentfacilities. This is really bad for all of the homes because they do not supervise the food properly. Just this week we have run out of eggs two days in a row, there was no fruit for the residents on Tuesday and there is no apple juice. Food is such an important part of patient care; getting it right so they eat at all and eat well is critical. 
57. The last manager used to go above and beyond. For example, one of the ladies used to complain about the food. They would order her lamb or steak or make chicken pie from scratch for her. Now that the manager has gone we can definitely see a massive difference. It is reducing outcomes for the residents. 

58. We try to take our lunch break then, which should be 30 minutes. We very rarely get a full break as we get buzzed by residents. Ignoring the buzzer is not an option. 
59. For example, recently we had two residents who were covered in faeces who we had to clean up in the morning. 
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60. After we finished up with them, we had to look after the double assist residents and 
we did not finish up with that until 12:20pm. 

61. After our lunch break we serve lunch for our residents. I administer and hand out the 
medications while my partner organises the lunches for people staying in their rooms 
and then we start the feeds. 

62. Sometimes it is very stressful as we have verbally abusive residents. I just try and 
calmly explain the situation and say to them words to the effect of " I am doing the 
best I can". Sometimes I feel flustered and stressed trying to get everything done with 
just the two of us. I then walk away and keep going and come back as soon as I can. 

63.  takes another forty-five minutes to feed at lunch, but  and the other lady 
referred to above will sit up and eat lunch by themselves. They still require 
repositioning and setting up trays. 

64. Lunch is usually finished by around 1.30pm, which is around when I finish up with 
 Then I escort everyone back to their rooms. 

65. I start the 2pm medication rounds. This is similar to the morning and lunch medication 
rounds. 

66. The resident's care plan will say whether they need their medication mixed with 
custard or jam. Sometimes this has been inserted after I observed a preference from 
a resident. 

67. How medication is taken changes overtime as residents health deteriorates.  
now has his medication crushed where he used to have it in tablet form. I need to 
observe residents and see whether they are having problems taking medication and 
amend their care plan if they are struggling to take tablets. 

68. I always have to check whether medication can be crushed. For example, I was told 
the RN that a phosphate medication could be crushed but when I checked I identified 
that it could not be crushed and if it was it wouldn't work or could make someone sick. 
If this happened I would alert the RN straight away. We can't crush Panadol Osteo 
either as it a slow release drug and requires time between each tablet taken. I do not 
just do what I am told, I have to think about what I am asked to do and apply my skills. 

69. Sometimes I have to identify an appropriate alternative medication that we can crush. 
I then get this signed off by the Doctor. 

70. There are 3 residents in the 2pm medication rounds and it usually takes me about 15 
minutes. 

71. At about this time we get buzzers going off, so we need to go and reposition residents 
and take urine samples, which needs to be done twice a day. We used to track these 
samples previously howevernow the RN usually comes and takes the samples to put 
into a machine. 

72. At 2:30pm our residents are settled and we can sit down to document things. The 
types of paperwork I have to complete include: 

(a) AOL records to document showering, toileting and changing; 

(b) bowel charts; 
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(c) fluid intake charts, 

(d) vital sign charts; 

(e) behaviour charts; 

(f) AGFI charts; 

(g) urine input and urine output charts; and 

(h) progress notes. 

73. If a resident has a good day, it takes approximately 5 to 10 minutes to complete their 
charts. However, if they have had behaviours on a particular day, it could take up to 
15 to 20 minutes to do the charts. 

74. We don't get all of our documentation done every day. 

75. My floor is a relatively easy floor. There are other floors that are eighteen residents 
to two care workers. 

Supervision 

76. More than 50% of residents on each floor are high care and require the assistance of 
2 or more staff at a time. 

77. We do not have a supervisor that works with us as I work as a carer. I'll report to the 
RN if I have any issues. There is 1 RN during the day shift, 1 RN during the afternoon 
shift and 1 RN during the night shift. They do not always stay on the same floor as 
me as they have to attend to all 7 4 of the residents. There is only 1 RN for 7 4 residents 
sometimes. We tend not to see our manager, care manager or any management 
whatsoever on the floor. 

78. The level of supervision generally has decreased massively and our responsibility 
and workload has increased. 

79. We do not have staff meetings anymore. The last one we had was before COVID. 

80. When we do have meetings, it is about the budget. We are not able to express our 
concerns. 

Changes over time 

81. The most important thing I have identified is staffing levels. 

82. There are less and less staff and more and more challenging residents with high 
care needs and more and more responsibility for the carers. There are not enough 
hours in our working day. 

83. We did not used to have to serve food and deliver water bottles. We also now have 
to put heat packs on residents and take them to the hairdresser on Friday. 

84. The level of documentation has increased massively. I have to write down every 
resident that I have visited and for how long. This has added to my workload and the 
complexity of my work. I do not get extra time for these tasks. 
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85. Throughout aged care, we have residents at all different levels of care. 

86. We should be looking at the residents and finding the level of care they need. 

87. Last Friday in our facility, they had 5 staff and one RN to look after eighty residents. 

88. We also have a younger generation of seventy-year-old residents who have much 
higher expectations and are more active and more verbal in what they want. 

89. There are so many extra jobs for carers to do and more care is required for the more 
acute residents and it is becoming untenable. 

90. The facility offers bingo on Monday and carpet bowls on Wednesday and that is the 
activities for residents for the whole week. Residents just sit there for eight hours a 
day. Carers are expected to fill that gap. I do this in many ways such as, I do nails 
when I can and do one-on-one time with residents chatting to them and listening to 
their stories. 

91 . There is one resident,  who is so smart. She is 95 and we love talking about 
politics. I really enjoy that time. 

92. The number of RNs has not changed but there are only two for residents and if one 
is off sick or on leave they aren't replaced. 

93. It is hard to manage when a resident asks to see the RN because they won't get to 
see one unless it's urgent. I try and fill the gap by providing emotional and physical 
support (this might include heat packs and pain relief) and try and advocate with the 
RN to get a visit for the resident. RN's appear to be stretched and overwhelmed. 

94. Most of our training is done on our computer at work as we monitor buzzers or at 
home after hours on our personal computer. 

COVID 

95. I have seen changes in the residents during the COVID period. I have seen 
depression, old ladies crying because they cannot see their families. 

96. I cop the brunt of resident's anger, frustration and loneliness. Residents can't see a 
reason for a lockdown and I have to explain it almost every day as they keep asking. 
They just want to see their families. 

97. It has had a big impact on their mental state and I have seen a lot more deaths. 

98. Lots of people are just giving up. 

99. It is really hard. It has gotten better but not much. 

100. There isn't a lot of time in the day to spend one on one time with a resident. However, 
I tried my best to assist residents and their families during this rough time. For 
example, one of our residents,  would have her daughter pick up her dirty 
laundry and drop off clean clothes once a week. During COVID, when this couldn't 
happen, I would cheer  up and tell her to get into her wheelchair so that I could 
take her to see her daughter from far away. I would do the same thing for other 
residents so that they were able to see their families from a distance. 
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101. Although this would help a little bit, it doesn't replace the loneliness they would feel. 

102. We have had 3 people have miscarriages amongst the staff due to workload and 
stress over a 6-month period. 

103. Management have said to pregnant ladies "if you can't do the work, don't come." 

104. There are no light duties. 

Why I love my job 

105. If I am not there to keep an eye on what's going on, who is going to speak up for the 
residents. I really feel that they need me and I can offer a lot to them. Every day I try 
and be bright and cheerful and make their lives better. 

Pay 

106. Personally, the low rate of pay hasn't impacted me as significantly as my colleagues. 
Some of my colleagues are single and struggling with their day to day lives. For 
example, many of them have to pay for day-care and the low rate of pay does not 
justify the amount they spend for day-care. The 1.5% pay increase we were given 
recently was an insult to us as it equated to about a 50-cent increase in our pay per 
week. 

107. My husband used to work in Western Australia and was made redundant during 
COVID. We were lucky that he received a good redundancy pay however if he had 
not, we would be struggling with finances because of my pay rate. I can't imagine 
what my colleagues must be going through where their partners have been laid off. 

. 
--

Helen Platt 

Date: 2 9 } 0 6) 2 0 2) 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF CHARLENE GLASS 

I, Charlene Glass, Carer, of NSW, make the following statement 
which is true and correct to the best of my understanding and belief. 

Relevant Employment Background 

1. I am employed as a Carer at Anglicare. I am employed at the Newmarch House 
facility. I commenced employment with Anglicare in or around April 2019. 

2. I hold a Certificate IV in Aged Care, including medication competencies. I obtained 
that certificate in 2018. 

3. This statement is made from my own knowledge and belief, unless otherwise stated. 
Where statements are not made from my own knowledge, they are made to the best 
of my knowledge, information and belief and I have set out the sources of my 
knowledge, information and belief. 

Work at Newmarch 

4. I started at Anglicare Rooty Hill in or around April 2019. In May 2020 I commenced 
at Newmarch House. 

5. I am engaged as a Level 4 employee and my pay is $25.62 per hour. I usually work 
6:45am to 3: 15pm on Tuesdays and Wednesdays and 3: 15pm to 9:30pm on 
Thursdays and Fridays with a half hour unpaid break. 

6. I worked in home care from the beginning of 2018 until just before I started with 
Anglicare. 

7. Newmarch House is a residential aged care facility in Kingswood in Western Sydney. 
There were 102 residents living at Newmarch at the time I came in. 

8. It was built in 2012, so it is not a new facility, but I had previously worked in the servery 
about 5 years ago, so I had an understanding of the place and I knew the layout of 
the different wings. 

9. The facility provides residential aged care, respite care, palliative care and secure 
dementia care. 

1 O. Newmarch House is a single building with 3 wings. One of the wings is low care and 
the other two are high care. The building is all on one floor and everybody has their 
own room with en-suites. 

11. I have worked shifts in both sections, but I mostly work in the high care areas. I work 
in both of the high care wings. 

1 
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12. Low care residents are able to look after themselves to some extent - for example 
they need less help with showering, and they can walk themselves to the dining room. 
They are generally more physically able. 

13. However, carers will still assist them to some extent with most of their daily care 
needs, for example, prompting them to shower, staying with them while they are in 
the bathroom and then assisting them with dressing. 

14. In low care, we have residents who may be experiencing dementia, but it would 
usually be less acute than in the high care wings. This means that you can have 
deeper conversations with them and build relationships in different ways. 

15. On the other hand, the high care section requires around the clock personal care. 
This includes feeding residents all their meals, full assistance with personal hygiene, 
looking after the mental and emotional wellbeing of residents and palliative care for 
residents at the end of their lives. 

16. We provide residents with the full range of personal care that they need, and we try 
to make their lives as pleasant and comfortable as possible 

17. The first infection of COVID-19 at Newmarch House was in March 2020. I was part 
of the surge team. 

18. There was a shortage of employees at Newmarch in the aftermath of the first 
infections because some employees were themselves infected or required to isolate. 
Some employees left the organisation at that time. The_re was a general need for 
extra staff and care staff were very stretched. We were supplemented by agency 
staff. 

19. During the periods of outbreak my work changed considerably. On an 'ordinary day' 
in about May 2020 my work would involve the following: 

PPE 

(a) We worked 12 hours shifts, 7am to 7pm. There was a day shift and a night 
shift. I was on the day shift. 

· (b) Before entering the facility, we were required to undertake temperature 
checks. 

(c) All residents were confined to their rooms. There was a table outside each 
resident's room and whenever we would enter a room, we would don fresh 
Personal Protective equipment (PPE). Whenever we exited we would go 
through a doffing procedure. During the donning and doffing process, we 
were required to wash and disinfect ourselves. 

20. PPE equipment included gowns, n95 masks, goggles, a face shield, gloves and blue 
shoe covers. 

21. From a care perspective, the use of PPE was an absolute necessity, but there were 
times when it was quite daunting for me. 

22. In the past I have had some rather mild issues with asthma. However, there were 
times when I needed to take breaks frequently because I couldn't breathe through 
the masks we had to wear. 
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23. Usually, I don't have issues with asthma anymore, but it really flared up when I was 
wearing the mask. That was quite scary. 

24. Throughout the day it became very hot working under the yellow gowns we were 
required to wear. This was because there was no air circulating through the building, 
as the all of the central air conditioning had been turned off to prevent the spread of 
infection. 

25. I also got pimples on my face from sweating so much, because the PN95 masks are 
fit so tightly. I would get lines on my face from the mask that would last for hours and 
they were very uncomfortable. 

26. We would come to work in our normal work uniforms, then when we arrived at the 
doors of the wing we would get changed into our PPE. 

27. We then had to change again and again throughout the day, as every time that we 
went into an individual's room - even if we were just there for two minutes to deliver 
a food tray - we had to put on new PPE each time. 

28. The process for donning PPE before visiting a resident was thorough. The start of the 
process was an alcohol rub for your hands, then you put on your gown, then your 
face mask, then booties over your shoes, then goggles on your face and finally the 
gloves were last. 

29. It was time consuming, but it was vitally important. 

30. I remember it being very difficult having to respond to many demanding residents 
who were ringing their buzzers for assistance and having to thoroughly go through 
this process each time, to ensure that we were keeping them safe. 

31. Due to the outbreak we had adapted our care and so everything was being provided 
to residents in their rooms. Even the little things like giving them a tea or coffee was 
provided in rooms. 

32. Each resident was in-effect confined to their rooms. This was particularly challenging 
for residents who did not like to stay in their rooms and preferred to come out during 
the day but were required to stay in their rooms because of the outbreak. I think most 
of them understood the situation, but they did not appreciate how contagious the virus 
is. They didn't like that at all. 

Quarantine in Blaxland 

33. Areas within the facility would be quarantined and we would only work within that one 
area. I was allocated to 'Blaxland' which included a total of 32 rooms in total, across 
two parts of the wing. 

34. Blaxland is considered a high care wing, so we provide full personal care to residents. 
There are varied forms of high care needs in Blaxland. For example, we care for 
residents with dementia and those in palliative care. 

35. Blaxland is for residents who need double assistance. That means they need two 
people to assist them for things like showering, lifting them in and out of bed and 
generally helping with mobility. Most of the residents are acutely immobile. 
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36. When their mobility becomes even further limited, we will then care for them as 
comfortably as we can in their bed. This means giving them sponge baths in their bed 
and changing them in their bed. 

37. Although Blaxland it not a specialist dementia unit, dementia is very common among 
the residents in Blaxland. · 

38. One of the challenges in caring for residents with dementia is that sometimes they do 
not interact well in groups, so it can be more difficult for us to provide them with 
stimulating activities. This means that we are often trying to interact with them one on 
one. 

39. I have undertaken on the job training in dementia care, provided by my employer and 
other carers, but I don't have specialist qualifications in the field. However, through 
my work experience I have developed skills and knowledge that help me to better 
care for residents with dementia. 

40. For example, one of the most basic things I do is properly greeting residents when I 
enter their rooms and making sure that I talk to them while I am interacting with them 
and caring for them. 

41. I will talk the residents through all of the things that I am doing, and I keep checking 
in with them all the way through. This helps to reassure them, and it means I can 
build a relationship with them and learn about how they like to be cared for. 

42. This was even more necessary during COVID because we would come in to their 
rooms as a pair with all of our PPE on - and we must have looked like an alien that 
they couldn't recognise. It was really important to introduce myself, reassure them 
about who we are, make sure they knew that everything was okay and that we were 
there to care for them, in order to build that relationship. 

43. During the outbreak, we had many new staff from agencies, so I would often coach 
them on how to talk with resident's experiencing dementia, so that the resident felt 
reassured and more comfortable. 

44. Another challenge is caring for residents with dementia who come from non-English 
speaking backgrounds, as many times they have lost their ability to communicate in 
English and they revert to their native language. 

45. I have cared for residents who are Chinese, Portuguese, Maltese and because of 
their dementia they have lost their English skills. 

46. When caring for those residents, I will use different techniques such as hand signals 
and changing the way I speak to them, in order to make them comfortable. Even just 
a gentle touch, such as holding their hand for a moment, gives them reassurance that 
you are there to care for them. It also helps them to build attachment with us, which 
assists us in our ability to care for them. 

47. Over the course of the outbreak most residents in Blaxland would become infected 
at some point. This wing was the hardest hit. 

48. One of my roles was to supervise the agency staff and instruct them on infection 
control and the standards and the routine of care. 

49. I would remove clinical waste bags from each room. 
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50. This was all in addition to my general responsibilities as a carer. 

Typical Care Responsibilities 

51. My care responsibilities, typically involve: 

(a) Daily assistance with showering, washing and drying, and dressing. 

(b) Changing of resident's clothes. 

(c) Actively observing any skin changes to track and assess resident health. 

(d) Moisturizing residents twice daily. 

(e) Providing oral care twice a day including the cleaning of teeth/dentures, 
soaking dentures and moisturising lips. 

(f) Toileting of each resident at least 5 times over a 12-hour shift including 
assisting residents to the toilet. If bed-ridden, assisting residents to use a 
bed pan. 

(g) Applying barrier creams. 

{h) Changing incontinence pads if soiled. 

(i) Assisting residents with meals. If a resident is bed-ridden, I feed them. 

U) Answering call bells immediately. A call may be for any number of reasons, 
but we need to assume they are urgent. 

(k) Assisting residents in early morning 'mobilising' regimes. 

(I) Advocating for residents. 

52. Being an advocate for the residents is one of the most important roles that we as 
carers play. 

53. Without us, they cannot do things on their own and they cannot speak up. In some 
cases, that can even include not being able to speak up with their own family 
members, so we take on a really important role for them as advocates. 

54. For example, I have one lady who I am caring for, who is one of our hardest residents 
with a lot of behavioural issues, but since coming on to the wing I have made it my 
goal to get to know her and to make friends with her. Just yesterday she told me that 
she has made a decision that she wants her ashes to be spread in the Newmarch 
garden, because this is her home and this is where she wants to carry on after she 
passes away. 

55. For this resident, her family have abandoned her and she doesn't see them, so it was 
really important for her to feel comfortable enough to be able to tell me her wishes. 

56. So, I have actioned this by talking to management about her wishes and we will 
document it and update her last rites and wishes to reflect her decision. 
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Increased responsibility during COVID 

57. The observation of residents during COVID was more frequent. We had to perform 
an observation - every couple of hours - and we had to document everything very 
closely. 

58. We would look at the usual physical information, such as temperature and blood 
pressure checks, but we would also do an all-around intensive care check, which 
means looking at things like their mental health, their physical state, observing their 
dietary intake and observing their bowel movements. 

59. In terms of the physical assessment, we would check the resident for things like skin 
tears, bruising, any pain, we check their hands and feet for swelling. 

60. In terms of their mental health, I assess them by looking at things like the way that 
they are talking and asking them direct questions such as 'are you okay?', 'how do 
you feel?' and from that I would then follow up further with the resident if I felt that 
there was an issue. 

61. We also make the call on whether anything we observe with the resident needs to be 
escalated to either the RN or a doctor for a second opinion. 

62. During COVID, we would obviously act on anything immediately that could potentially 
be a symptom of infection. I felt a heightened sense of responsibility given the risks 
associated with COVID for the elderly. Having this responsibility to care for, observe 
and then escalate issues for a resident is also part of our role as an advocate for 
them. 

63. Our observations during COVID were vital for each individual resident, but also vital 
for the home as a community. 

64. We would perform the observations and we would then complete the documentation 
and update the RNs on each resident. 

65. It was these observations and the documentation we were providing that would inform 
the decision about whether to test a resident for COVID. 

Challenges during COVID 

66. Providing effective care during COVID was challenging. This was as: 

(a) In addition to residents being confined to their rooms, we were limited in the 
amount of time we could spend in their rooms. For example, a usual shower 
would take about 30 minutes, so to minimize exposure we were required to 
only perform quick sponges. This constraint made the kind of care that 
comes from spending quality time with residents extremely challenging. 

(b) Carers tried to make sure that we made up for the reduced length of contact 
and reduced care as best we could. For example, by making more frequent, 
shorter visits to residents, so that we could overall spend as much time as 
we could with them. 
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(c) We tried to make up for the restrictions on visitors by the facilitation of 'zoom 
calls' and other alternative means of contact between residents and family 
members. I had not previously used this type of technology so had to learn 
how to use it. 

(d) It was really difficult to teach the residents, so we just had to do it for them. 

(e) We would make the call for them, but we couldn't get too close to them so 
we would have to hold the iPad or phone for them, in order to try and 
maintain a social distance. It got a bit tiring to hold it for them on a long call. 

(f) Residents being confined to their rooms had an effect on their mental health. 
The effects of that confinement are still having a profound adverse impact 
on them. The immediate effects involved loneliness and many were very 
afraid. The isolation compounded the fear and confusion associated with 
dementia and similar illnesses were heightened. 

(g) By the time I got there in the beginning of May, the residents were very 
withdrawn and anti-social. 

(h) Many expressed how desperate they were to see their families, but they just 
couldn't, and that had a very profound effect on them. 

(i) We tried our best to fill in that gap for them just by regularly reassuring 
them that we were caring for them and thinking about them. 

U) It was very difficult, because we can't replace their family members, but we 
wanted them to know that they were cared for. 

(k) We would just try to talk to them or watch a movie with them, but it was very 
challenging because we were encouraged not to spend too much time in the 
room with them for infection control reasons. 

(I) Anxiety and depression were common. 

(m) Some residents would express anger, arising from the impact of the 
situation. All aspects of their lives were terribly disrupted (including not being 
able to do group activities, not seeing family and not being able to eat meals 
with other residents). 

(n) Effective care is usually assisted by stable routines. The disruption to that 
routine had a clear impact on the residents. 

(o) Residents had great anxiety associated with the residents own mortality. 
This became worse as their friends died around them. 

(p) There are some residents that still carry this with them today and for a few, 
it is like they have given up. 

(q) Even now they talk about dying every day. It is very hard to work with them, 
because we want to try and help them, but they are in a deeply depressed 
state and I think that mentally they have given up. 

(r) Families wanted full and comprehensive daily updates about the physical 
and mental health and wellbeing of their loved ones. 
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( s) Some family members did not wish to speak to their parents as it would make 
them upset. 

(t) Other families and family members wanted daily video calls. 

67. In the face of this it was necessary for carers to be aware and responsive to the 
changing needs of residents in these very challenging circumstances. This included: 

(a) having heightened empathy, 

(b) Being especially responsive to changes in the resident's disposition or 
health, 

(c) Understanding the kind of issue that would cause distress or anxiety and 
trying to get ahead of the issue before it would cause serious impact to the 
resident's wellbeing, and 

(d) Care staff had to note and record any changes to a resident, for example, 
their pattern of diet or appetite needed to be closely and individually 
monitored. This was made more challenging than the ordinary monitoring of 
wellbeing because of all the environmental challenges that were in place. 

68. The work for experienced staff was especially challenging in an environment where 
there were a large number of inexperienced agency staff. We were required to be 
leaders, mentors and supervisors in those circumstances. 

69. Even after the isolation during the outbreak, there are ongoing challenges arising 
from the mental health issues that emerged following isolation including: 

(a) Instances of hallucination and other symptoms of poor mental health. 

(b) Increases to episodes of anger, both in terms of frequency and intensity. 

(c) There have been changes to medication, leading to changes in side-effects, 

(d) changes to routine; 

( e) Changes to diet has caused disruptions and health issues that we have had 
to manage. 

(f) significant numbers of residents who do want to leave their rooms. 

(g) Some residents who were mobile and now confine themselves to bed. 

70. The impact of losing residents during and following COVID has taken a terrible impact 
on staff. The impact of losing the residents under your care is common to all aged 
care workers. This period has been particularly challenging due to the number of 
residents that we lost and the distressing and isolating circumstances in which we 
lost them. 

71. It was incredibly hard to tell residents and family members that they could not see 
their loved ones when we knew that that resident was in the final stages of their life. 

72. It was such a unique situation because of the restrictions of the pandemic, but I 
gained significant experience that I now use to try and make residents more 
comfortable and more reassured. 
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73. I think the most important skills I developed were to spend more time with the 
residents actively dealing with their depression and to adopt strategies that made 
them feel happier. 

7 4. For example, one of the key strategies that do identified and implemented is to help 
depressed residents to focus on good things and on the positive experiences in their 
life, even though this was incredibly difficult under the heavily restricted enviro'nment 
we were in. 

75. I am proud of the work I did to help residents during this time. One example of many 
that I look back on was, where I was able to make a positive impact on a resident by 
buying her a bird bath and plants for her outside window. She did not have anything 
to look at outside her window while she was confined to her room. I also bought her 
two miniature indoors plants that she could hold and tend to when she was sitting 
next to her window. Her spirits were lifted tremendously as she had something to look 
forward to in the day. I discussed the matter with the psychologist who was attending 
to her. Her family did not visit her very regularly and she was alone most of the time. 

76. The working in these circumstances has reinforced the importance of active and 
engaged care. I have had to listen with great care and attention to determine when 
someone needs special support or to determine what they need to be uplifted. Even 
something that appears at first to be small or insignificant may in fact be of great 
significance to a resident's wellbeing, and happiness. 

77. The outlook of many residents has gravely deteriorated. There has been a noticeable 
deterioration in their capacity and this has occurred more rapidly than I would 
ordinarily expect. Residents tend not to look forward to things as much, or even to 
visits from family members. Many frequently talk about death and dying. It is not 
unusual for them to talk about wishing they could leave this earth. This presents a 
serious challenge in providing effective care and trying to turn around this destructive 
outlook among residents. It also makes the job more challenging emotionally for 
carers and bears on our own metal health. 

Effect of COVID on Carers 

78. During the period of the COVID-19 outbreak, additionally: 

(a) I was required to go directly home at the end of a shift. I had to immediately 
shower and wash all items of clothing thoroughly. 

(b) I was encouraged to limit my travelling day-to-day to the barest minimum. 
This was well beyond the ordinary requirements in the community for social 
distancing. 

(c) I was encouraged to limit my interaction with other people in my own home 
and to generally confine myself to my bedroom. 

79. These requirements were placed on all care staff at Newmarch House and had a 
serious impact on our social and family lives. 

80. I felt lonely and isolated but I knew it was necessary to best protect the residents. 

81. In addition to feeling isolated, I was also scared about my own actions because we 
knew that COVID could pass so easily through the community, so we just didn't take 
any chances. 
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82. I was also scared for my family. Many of the staff who were working there were 
staying in hotels, but I live quite close to the facility so I opted to stay home. During 
that time, I would just come home - after working a 12-hour day - I would have a 
shower and I would go to sleep. I really didn't interact with my family. 

83. I was lucky that I had a family who were supportive, so I told them that that I would 
just have to be unsociable while working through the outbreak and we just didn;t go 
out on the weekends or go anywhere. 

84. We knew that there was an outbreak in Newmarch, but we did everything we could 
to not even risk bringing it any further. It really put a fear in us. 

Why I love my job 

85. I love the care work that I do. I love looking after people who are vulnerable. I have 
always had a passion to care for the elderly. 

86. I do not know where this passion comes from, but for me, it's similar to someone who 
has a passion for riding horses or for gardening - I just have a passion for caring for 
humanity and I found that this is something that I want to do. 

87. For example, at the moment I am caring for a resident who is quite difficult. Many 
people would say that she is the most difficult in the facility because she is rude and 
she swears a lot. 

88. However, I have taken her under my wing and we have become very good friends. I 
told her that if she needs anything and if she presses her buzzer, that I will come to 
help her and if she needs just a little bit of extra attention, I will really try to make time 
to give her that attention and get to know her better. 

89. 

Pay 

Her behavior has changed since I started to build a relationship with her. Now, at the 
end of a day, I can walk away knowing that she hasn't had any behaviors that day 
and that she had a good day. To me, that is an achievement. It feels like more than 
just caring for someone, it is acknowledging them as an individual and understanding 
them and respecting them. 

90. We got paid more during COVID as we signed a specific contract with Anglicare to 
get paid extra. I recall that I got paid about $8000 for the month when I worked there 
during the outbreak. 

91. Since lockdown, my pay has reverted back to the normal Anglicare EA rates 

92. We really struggle on the rates of pay that I am on now. I survive on credit. I cannot 
afford to make all of the payments I have each fortnight and sometimes I can't even 
afford the basic necessities of a normal household, like my insurance and my bills. 

Charlene Glass 

Date: '29 (<) ctrch '2.02 I 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

REPLY STATEMENT OF CHARLENE GLASS 

 

I, Charlene Glass, Administrative Assistant, of  

, state as follows,  

1. I am a witness in these proceedings.  

2. I have previously provided a statement in respect of these proceedings, dated 29 March 

2021 (“my first statement”). 

3. I now provide the following information in addition to my first statement.  

My new role 

4. Since my first statement, I have changed my role and now work as an Administrative Assistant 

at the Newmarch House Facility (“Facility”).  

5. I am still employed by Anglicare. Previously I was employed as a Carer at Anglicare.  

6. I changed my role in mid-September 2021. The position for Administrative Assistant was 

advertised by the Facility in August 2021 as a staff member serving in that role resigned.  

7. I had previous experience in administration which is why I applied for the role. I have 20 years 

of experience in administration as I worked as a Personal Assistant in South Africa. I also 

applied for this role as I wanted to change my career path. The role of a care worker took a 

physical toll on me. For example, when I was working as a care worker, after each shift I would 

take pain killers and use Voltaren for pain relief on my back. As I am getting older, I wanted 

to change my career path to look after my health and wellbeing and utilise my administrative 

skills that I had gathered in the past years.  

Training for new role  

8. When I accepted the new position in mid-September 2021, the previous Administrative 

Assistant left the Facility soon after to go back to Queensland. As a result, the training I was 

provided was minimal and rushed. Some of the systems I am required to use as an 

Administrative Assistant are complex.  

9. The training I was provided included the following: 
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a) How to update the emergency folder. For example, if there is a fire within the Facility 

or if a resident passes away. 

b) How to use the in-house system called my TeamSpace. This system includes all the 

relevant information about the Facility such as residents’ bed list and administration 

tools.  

c) How to use the Basware system. This is an invoicing system that is used to review 

the invoices of the Facility which is managed by the Facility Manager, Operations 

Manager, and myself. Each invoice is sent to the Facility by the head office. It is the 

responsibility of the Facility Manager, Operations Manager and Administrative 

Assistant to code the invoice depending on which section of the Facility it belongs to 

and to provide a description of what the invoice is for. Once the coding and description 

is complete the invoice is sent back to head office for payment. All invoices come to 

the Facility at the same time, so whoever has capacity does the invoicing. Previously 

the Operations Manager was responsible for invoicing. However, it is a big task and 

that is why there are three people responsible for completing the task.  

10. I sought the assistance of our receptionist to learn the other components of my role.  

11. I was lucky that having worked as a care worker in the past, I was familiar with the iCare 

system (a medical system which is used to document information for residents). In my 

administration role, I have to use iCare as well. The previous Administrative Assistant did not 

have access to the iCare system because she was not trained. I am only able to use iCare 

because I am familiar with the system from my previous role, however, I was not given formal 

training to use the system.  

Increased workload  

12. My workload has increased as soon as I joined the new role of Administrative Assistant. 

13. As an Administrative Assistant at the Facility, my work typically involves:  

a) attending to residents and visitors; 

b) general administrative tasks within the Facility;  

c) ordering resources required within the Facility;  

d) recordkeeping and maintaining resident data;  

e) working with Registered Nurses (RNs) and care managers;  

f) computer-related work (iCare, TeamSpace, creation of folders, resident labels); 

10159



 

3 

 

g) answering calls, queries, and emails of family members of residents; 

h) making posters for residents or if there is an update by NSW Public Health;  

i) emailing staff and family members of residents if there are any updates;  

j) working closely with contract workers and maintenance;  

k) rostering;  

l) answering pharmacists’ enquiries about residents;  

m) assisting the Facility Manager and Operational Manager; and 

n) assisting care workers by providing care work on the floor if they require support. 

14. I am able to assist care workers due to my previous skills and experience as a Carer. In 

situations where care workers are short staffed or when required, I assist them by looking 

after residents. For example, recently when care workers were short staffed and only had 2 

workers, I assisted them by sitting with the residents in the lounge area of the Facility whilst 

they attended the residents in their rooms. This ensured that residents in the lounge area 

were safe whilst the care workers attended to other residents. I do not receive additional pay 

and I did not get a pay rise in my new role as an Administrative Assistant.  

15. I usually work from 8:30am to 4:30pm, Monday to Thursday. These are the hours indicated 

on my contract. However, I stay back after my working hours for an hour or half an hour daily 

just to get my work done. I also work on Friday and occasionally on the weekend due to 

staffing levels.  

16. Rostering is a two-person job and I have been rostering staff since I have started the new 

role. I roster all staff at the Facility and fill vacancies on the roster day by day when staff are 

sick or absent. The Facility protocol for filling vacancies on the roster involves calling staff that 

have a day off. If no one is available from that group, I then ask staff working the morning shift 

if they are able to work a double shift. We are not allowed to call agency staff to replace absent 

staff. I am also required to roster staff if the Operational Manager is in a training session or 

unavailable.  

17. Typically rostering is a task completed by an Operational Manager. An Operational Manager 

is responsible for:  

a) staff rostering;  

b) making orders;  

c) general maintenance of the Facility; and 
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d) working side by side with the Facility Manager.  

18. Between December 2021 to February 2022, the Facility did not have an Operational Manager.  

19. In the 3 months the Operational Manager was not there, I took up the work that they were 

responsible for, in addition to the work I am required to complete as an Administrative 

Assistant. I am still required to manage staff rosters even after the appointment of a new 

Operational Manager.  

20. Anglicare has only recently appointed a new Operational Manager. The new Operational 

Manager started in February 2022.  

21. The Operational Manager usually starts her shift at 9:30am. Since my shift commences at 

8:30am, I arrive at the Facility before the Operational Manager. As a result, the RN advises 

me when someone is absent from work, and I am required to resolve the issue by arranging 

for another staff member to fill in for the shift. By the time the Operational Manager arrives at 

the Facility, I have already resolved any staffing issues. I take it as my responsibility to look 

after staff and ensure the smooth flow of work.  

22. Whenever there are issues in the staff rosters or if there are vacancies in the roster, staff 

approach me with the issues and do not approach the Operational Manager.  

23. Although the Facility split the work of an Operational Manager between other staff as well, I 

had primary responsibility for completing this work.  

24. There have been many stressful moments in my new role.  

25. I have to work overtime on a daily basis. My rostered shift ends at 4:30pm but I stay back until 

5pm or 5:30pm to complete the work or attend to visitors. For example, when visitors make 

bookings for 5pm, they can come either before or after 5pm which requires me to stay back 

as I have to screen them into the building. Family members of residents that are on palliative 

care have the flexibility to come at any time and are not required to schedule bookings. On 

other occasions, I may have to stay back at the Facility to wait for an ambulance to come.  

26. In the afternoon, the staff ratio is half of the staff numbers the Facility has in the morning which 

increases the workload of staff that finish at 4:30pm.  

COVID-19  

27. Although I did not need to look after COVID-19 patients I had to gather information from NSW 

Health whenever there was an outbreak or if there was a lockdown. For example, I:  

a) collected information on what the Facility needed to do in lockdowns or when a resident 

was COVID-19 positive; 
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b) informed staff on the necessary safety protocols they needed to take in such situations; 

c) had to keep myself informed and updated on the necessary COVID-19 protocols; and 

d) collected information from head office when managers at the Facility were not able to 

assist. 

28. Whenever there was a COVID-19 patient in the Facility or if there was a lockdown, there was 

a delay in communication to staff on the necessary processes that needed to be taken for the 

safety of residents and staff. As a result, I had to investigate myself and research what needed 

to be conducted in such situations.  

Lockdowns 

29. Between December 2021 (just after Christmas) and February 2022, the Facility has had three 

lockdowns. Each lockdown was 2 weeks long.  

30. It was a very stressful time.  

31. The work followed on even after the lockdown period as staff were required to perform or 

supervise Rapid Antigen Testing (“RAT”) for visitors daily. 

32. Visitors were not allowed into the Facility during lockdowns.  

33. Residents were also confined to their own wing which meant that they could not socialise and 

had to follow social distancing protocols.  

34. Staff were also required to maintain social distancing during the lockdowns. Only two staff 

members were allowed to have their lunch in the vacant rooms whilst other staff had to eat 

outside.  

Impact on residents  

35. COVID-19 has had detrimental impact on residents.  

36. When there were lockdowns, the residents became very lonely, unmotivated, and scared. 

37. If a resident was COVID-19 positive, they had to be isolated in their room.  

38. Residents were also very frustrated. For example, one wing was under lockdown as there 

was an outbreak. Within this wing, some residents had dementia, but some did not. Those 

that did not have dementia got frustrated because they were unable to socialise, could not 

walk around the Facility and could not even come out of their room to eat in the dining room.  
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39. Only a few residents had telephones in their rooms which allowed them to stay connected 

with their families.  

40. Residents that did have telephones, either did not know how to use it or there would be other 

issues. For example, some had a flat battery, didn’t know how to charge the phone or didn’t 

know how to answer a call if a family member called.  

41. Care workers are not trained to provide psychological support. I could only provide physical 

care to the resident.  

42. The Facility only has two Chaplains which are not enough to give residents emotional or 

psychological support.  

43. The Facility initiated a wellness program called Wise Mind which is provided by Wentworth 

Health Care for residents in mid-March 2022. It has taken so much time to give residents the 

emotional and psychological support that they needed during the peak of COVID-19.  

44. This program provides psychological services to residents. However, there are only 11 

sessions available so the number of sessions a resident can access is limited to one a month. 

The program is available to residents who experience mild to moderate mental health issues 

and anxiety. It is a face-to-face service, whereby a resident can chat with a psychologist that 

comes to the Facility.  

45. It has been up to care workers to provide psychological support to residents when they feel 

that they are feeling scared and overwhelmed but they are not formally trained to provide this 

level of support. For example, during personal care or when bringing food to residents, I would 

chat with residents and ask them how their day has been which made them happy. Having 

that chat with them gave them the feeling that they were supported. 

Impact on staff  

46. COVID-19 negatively impacted staff, including myself.  

47. I have had a number of colleagues inform me that they are burned out, tired, and stressed 

due to the impacts of COVID-19. I feel like a machine as I am going to work, come home and 

repeat this routine on a weekly basis.  

48. Staff have told me that they have lost passion for the work that they do. I have observed that 

work is only being done because it has to be completed, not because we are passionate about 

it. In my case, this is due to the low wage that I receive, the lack of pay increases, lack of 

incentives and lack of recognition and value of my work.  

49. Carers worked throughout the peak of COVID-19 and lockdowns and continued to risk their 

lives for the welfare of residents. Staff managed upset and difficult residents and their families, 
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understaffing issues and worked long hours, but this is not reflected in our pay. There is no 

incentive left to do the work we do.  

50. The level of engagement that staff have with their families was minimised during lockdowns 

and peak of COVID-19. 

51. Since COVID-19, I don’t have a social life.  

52. When I come back from work, I usually stay home. This is because I know that I am in a high-

risk job, and I am scared to bring COVID-19 to work and pass it on to residents who are 

already vulnerable.  

53. I have utilised the free counselling and psychological support services because of the level of 

stress I have at work. This is largely due to the breadth of the duties that I have and the 

responsibility. 

54. The Facility has some business cards on the front desk for any staff that need psychological 

support.  

55. Staff have unlimited access to the service and are able to speak to a counsellor at any time.  

Personal Protective Equipment (PPE) 

56. All staff had to wear Personal Protective Equipment (PPE) during lockdowns or when there 

was a COVID-19 positive resident.  

57. There were five residents that had to be isolated in their rooms within the Facility. Many other 

residents had to be isolated because they were identified as a close contact.  

58. Care workers were required to wear the following equipment prior to entering a resident’s 

room: 

a) N95 face mask; 

b) gloves; 

c) gown; and 

d) goggles. 

59. Other staff (including myself) were required to wear a N95 face mask, gloves and goggles 

only. This, however, did not mean that I was less likely to get COVID-19 because I was the 

first point of contact for visitors coming into the Facility. Staff were also required to maintain 

social distancing.  
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60. Staff were provided training on infection control. Infection control training is provided regularly 

to staff.  

61. The training included a demonstration on how to:  

a) thoroughly wash hands;  

b) change into PPE quickly; and  

c) sanitise hands thoroughly.  

62. The training contained physical components which required staff to demonstrate what they 

were learning. I have been trained in infection control since 2020. This training was provided 

by the Infection Control Manager and Workplace Trainer. In my view, these infection control 

measures will remain while COVID-19 is around and perhaps forever. 

Staffing levels  

63. Staffing has been an ongoing issue at the Facility.  

64. Staffing was particularly an issue during lockdowns as the Facility was often short staffed. 

65. During lockdowns the Facility had three to four staff on each shift. These staff members were 

responsible for attending to high care residents. Typically, high care residents need double 

the assistance than what other residents require. This is because they are bed bound.  

66. A number of staff would also be absent from work as they too had contracted COVID-19 or 

were identified as a close contact, in which case they needed to isolate.  

67. Short staffing at the Facility placed a huge burden on Carers and the workload increased 

considerably.  

68. The Facility often used agency staff during COVID-19 outbreaks and lockdowns to assist with 

staff shortages.  

69. In January 2021 there was a cut back on agency staff because of the running cost to the 

Facility. Agency staff were hired during the peak of COVID-19.   

70. When the recent lockdowns happened (December 2021, January- February 2022) even if I 

tried to hire agency staff, it was difficult to recruit them as it was difficult to find skilled and 

experienced agency staff members.  

71. Agency staff are only required to complete a Certificate III in Ageing Support. Care workers 

at the Facility are required to have a Certificate IV in Ageing Support which allows them to 

distribute medications to residents. Staff on Certificate III are not able to do this. Agency staff 
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are not provided with physical training, they are assigned a buddy to show them what to do 

and are not trained to manage things on the ground when working with residents.  

72. Agency staff are also not trained on using computers that are regularly utilised for helping 

residents. As a result, care workers, including myself, had to train agency staff and show them 

how to use computers, how to manage things on the floor, deal with residents and provide for 

their needs. For example, I had to show them how to use lifters.  

73. Agency staff cannot work on their own and have to be assisted. This takes up the time that 

Carers and other staff including myself spent looking after residents.  

74. I have three years of experience in Residential and Aged Care (Home Care). When the Facility 

is short staffed, I am asked by a RN or Care Manager to use my experience of serving, working 

in the kitchen and my ability to deal with residents. I don’t just do my administrative work but 

go above and beyond the call of duty to assist residents as I have empathy for residents and 

can communicate effectively with them.  

75. Even though I am an Administrative Assistant, there are a lot of dementia residents that need 

assistance and I help them. For example, sometimes dementia residents come to the front 

desk and want to leave the building. In those situations, I communicate with the resident, 

considering how to best communicate with them based on my knowledge of them and 

previous interactions with them, and talk them out of wanting to leave the building. 

76. I further assist care workers on the floor even though I now work in administration. For 

example, when the Facility has had several episodes where a resident is choking or there is 

a medical need, I assist the resident and call a RN.  

77. To manage the staffing issues, some staff worked double shifts every day because there 

would be staff that cancelled their shift as they were unwell or contracted COVID-19. I had to 

ask staff in the morning if they wanted to work an extra shift and had to find replacements for 

Carers that were absent. The same people would put their hand up each time and volunteered 

to do double shifts. This is an ongoing crisis. It makes my job of doing the rostering every day 

very difficult as I have to manage rosters for morning shift, afternoon shift and night shift. 

78. I have not taken leave for two and a half years and have worked through holiday periods.  

79. It is difficult to take leave. For example, if someone wants to take one day off, they must give 

two weeks’ notice and up to one month notice if you want to go on leave for a longer period. 

80. The level of staff currently at the Facility does not permit for too many staff to go on leave. 

81. I am aware that some staff have been refused leave by management because of understaffing 

issues.  
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Changes over time 

82. I understand that some employers in this case have said that there has been no change in 
the role of administrative staff over time. I don’t agree with this.  

 

Charlene Glass 

Date:  

 

 

12/04/2022
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IN THE FAIR W ORK COMMISSION 

FWC MATTER NO:AM2020/99 

Application to vary or revoke the Aged Care Aw ard 2010 

WITNESS STATEMENT OF CAROL AUSTEN 

I carol Austen, Care Worker, of   NSW, make the fol lowing 

statement. 

1. This statement is made from my own knowledge and belief, unless otherwise stated. 

Where statements are not made from my own knowledge, they are made to the best of 
my knowledge, information and bel ief and I have set out the sourced of my knowledge, 

information and belief. 

Work History with Uniting. 

2. I commenced with Uniting at the Caroona Jarman faci lity in Goonellabah as a cleaner in 

2006. 

3. I worked as a cleaner for about 6 months. I then commenced work in the Servery. 

4. At Unit ing Goonellabah we have three faci lities. For those facilities we have a central 

kitchen that sends food to all three faci li ties. The servery staff are responsible for 

receiving that food ar d preparing for service and serving the food to residents. 

5. In or around 2013 I moved to the cent ral kitchen for the Goonellabah faci lities. 

6. In or around 2015 I became the ' 2IC" , meaning I was the •second in charge" of the 

central kitchen. My classification was "kichen-hand/ cook". 

7. In or around 2019 I moved to the Uniting Caroona Kal ina facility to lead the servery 
there. I cont inued being paid the "21C" rate I had been on, but that rate was "frozen" 

(meaninR tha t I will not be getting any pay increase) unti l the rate for my role as Care 

Worker catches up. I am on $25.73 per ~our . The rate that my role as a care worker is 

matched against is about $25.25 per hour. 

8. As of about March 2019, all emplo•1ees of Uniting needed to be trained to be able to be 
Care Workers (even if they worked for example in the kitchen, servery or laundry) All 

staff were required to get a Certificate Ill in Aged Care and were required to be 
available to perform care work. We were told that if we did not complete the 

Certificate Ill then Uniting would not continue our employment. Simi lary, carers were 

required to train to perform other roles. 

9. I now hold a Certificate Il l in Aged Care. I did not receive any pay increase as a result of 

obtaining the certificate. 
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10. While I was doing the Certificate Ill course, which required me to be given sign ficant 
work hours performing care work, Uniting were t rying to rotate other employees who 
were employed initially as Carers into the servery. 

11. Those careres were not t rained in the preperation of food or food safety. I observed 
that it was very dauming for them. They had no experience in working in food service 
and were placed in work that is ver"f busy and demanding, and in an environment where 

fcod safety is extremely important. 

12. It caused a lot of upsei Carers who did not want to move into cooking or Servery work. 

13. After I d"d my care hourd for my Certifica:e Ill qualificai ion I was transferred back to full 
t ime work in the Servery. That was in or around August 2020. I have continued there 

since. 

14. In or arcund 2015, when I was in the cent·a l kitchen, I went tc Sydney to do a course on 
preparing minced and pureed foods. This was very bcncfici;;,I. There w;;,s ;;,lso a dietary 

component of the training that dealt with how to get a better ba lance for different 
residents with different requirements, for example getting more protein into a diet to 

help someone put weight or resist losing it. 

Ordinar\' Pattern of Work 

15. I work Monday to Fricfay. I do 7.5 hours per day. I work 6am to 2pm with 30 minutes 

unpaid lunch. 

16. The Servery operates from 6am to 6pm. 

17. I work in the Servery by m~·self . E·,ery lunch t ime I have a carer help me with certain 

tasks. This includes: 

(ai when I am doing lunch meals, they will help with dishing out lunch meals and the 

other care staff will deliver them. 

{b) they wi ll assist with the cleaning and washing up. 

18. A, ordinary da•r for me wm Involve: 

{a) when I arrive at 6am I begin by doing prepara tion work for breakfast. This 

includes: 

(I) making poached and scramtled eggs: 

(ii) setting up the dining room: 

(i ii) setting up the beverage t rolley: 

(iv) setting up the kitchenette for the care staff. 
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(bl I then commence service of breakfast as residents arrive from about 5:50am. I 

usually go around to each resident and ask them what they want to eat. 

(c) I have to watch the residents to see if they are eating or not. If I see that 

someone is not eating, I will go over to them and help them with the ir food and 
notify the Registered Nurse (RN) Immediately. Sadly, I do see this deterioration 

of health in residents all the time. It is important to alertthe RN as there m;;y be 
ijfl undedyin~ health condition tha t is treatable er i t may be that a resident will 

require more support on an ongoing basis. 

(d) Once the food has been served and residents have f inished eating, I will collect 

the plates. 

(e) Breakfast will involve porridge, cereal, poached or scrambled eggs, toast, j uice, 
tea and coffee. The residents wi ll come in and they will sit down nt thei r sent. I 

will go out to each of them and bring their order. Over time you come to know 
their orders. Some will order different t hinss on different days, but most will 

have a stable order and an order in which they want to receive things. I will have 

a chat with them as I move about the dining room and see how they are. 

(f) As I am going back and forth, I will be cleaning the dining area as people leave. I 

will also clean the kitchen, and do the waihing up of the dishes by rinsing them 

and putting them in the dishwasher. I will also clean the equipment like hot 
plates, pots and pans. The washing and cleaning has Increased since COVIO as we 

have to be more thorough. We have to make sure that we put all the items 
away and use different chemicals for cleaning different things. Previously, we 

used to have the dining room set up ahead of service with the crockery and 
utensils. Now, we are required to set up each inc:ividua l's eating are2 so that 

germs do not transfer to other residents. I expect this will stay the same post 

COVID. 

(gl At about 9 -9:15 I aim to have breakfast service and clean up finished. 

(hi I then start the preparation for morning tea. 

(I} Morning tea will involve a particular item of the day that is sent up from the 

central kitchen that will req~ire preparation. 

(j} For example, ifl have scones for the day I need to prepare and plate those to go 
out, with_jam and cream, The work I have to do will depend on what I have been 

sent up from the central kitchen. 
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the i tems with them. Recently, we have been runni ng low on crockery so I took a 

list of i tems required to my manager and we sat down together to do the 

orderi ng. 

(uj At about 11am I w ill try to have a lunch break for 30 minutes. My ability to take 

this will depend on what is being prepared for lunch and how things are 

travelling that day 

(v) Lunch service will involve t he serving of two options depending on the menu. I 

will ask residents for their preference. Lunch will also come w i1h a sweet option. 

Juice, cordial, tea and coffee are served. 

(w) Throughout lunch service I will be responsible for serving the food and washing 

and cleaning up When we have a barbecue, I will cook the meat outside on the 

grill . As I do in the morning round, I always observe the residents to check if 

there is a difference in t heir eating habits and noti fy the RN if I see anything. I 

find that i t is harder to talk to residents during lunch because there are a lot 

more t han come to the dining hall to eat. I usually get to talk to residents more 

during the morning service because there are fewer ofthem. 

(xi I :ryto have lunch service and clean up firished by 1pm. 

(y) Between 1pm and 2 pm I will do any clean ing needed and take out any rubbish. 

(z] I will also complete any paperwork requi red. l his involves monitoring of food 

temperatures and recording t his information. We have to attend to this 

monitoring as it is a food sa fety requirement. If the temperature of the food 

d·ops at the time of service we are not allowed to serve this food because it can 

make the residents sick. The paperwork Is monitored by our Food Authority 

Accreditor w ho makes visits to the facility and conducts audits every 12 

months. I w lll meet wit h the Accreditor as part of the audit and provide any 

p~perwork that they require. 

(aa) Between and during each service I do food temperature checks and recordings. 

19. We have diabetic residents who h•ve special d ietary requi rements. We have residents 

with focd allergens, such as nuts. I! is my responsibility to arrange alternatives for t hese 

residents. I am usua lly notified of allergies w hen a re sident arrives at Uniting as they f i ll 

in C12 Health form. I take the form down to the Kitchen Supervisor and notify her so 

th:>t she i_s aware of the allergies and maice sure their food is kept away from the other 

foods. 
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20. On a Thursday we do barbeques which involve: 

(a) making a large tossed salad (for 48 people!. 

(b) 36 buttered bread rolls. 

(c) cooking ,teak and sausages. 

(d) apple crumble. 

21. I am responsible for all of the cooking. However, the apple crumble will be 

prepared in the Centra l Kitchen and bought up uncooked. 

22. I will also serve the food and clean up after the barbecue. 

Change over time 

23. When I first started there was always two servery staff.As of 2019 it has been 

only one. 

24. Prior to 2019 everything was cooked in the Central Kitchen and sent up hot and 

served immediately. Now I have to do a lot more meal preparation and cooking. 

25. Things like bread-and-butter puddings and creamed rice are prepared "from 

scratch'', by me in tbe servery. More and more items are being required to be 

prepared and cooked in the servery as opposed to the Central Kitchen. This is 

said to make the facility "more homely" , 

26. For example, we cook sataylamb and a masal;:i chicken. Those dishes are 

delivered to me prepared but raw. This means that they are mixed in a sauce but 

still raw. I will then cook them in the servery. We ;:ire also receiving fresh 

vegetables. These have to be prepared and cooked in the servery. 

Interacting directly with the residents 

27. I am required to work directly with residents, I enjoy working with the residents 
and care very much for them. This does present a number of challenges that 

require me to exerciie skill and judgement. 

2&. For example, we have one lady who has mood swings. You need to be aware to 
look out as she arrives and assess and respond to how ~h~ is that day and tailor 

your communica tions to suit her mood. 
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(kl I will also have a pureed morning tea option that is prepared for residents who 

have that dietary need. I check their care plan to see what con;istency they 

require. If I get this wrong then they may choke or may not be able t o eat 

their food (and not get the right nutrition). 

(I) At about 9:30am I take a morning tea break myself. The carers will serve the 

plates that I have prepared to the residents. 

(m) At about 9:40, I commence preparation for lunch. We usually have two courses 

for lunch and the residents have two choices. I set up the tables, cutlery and 
drinks during this time. Some of the food is prepared fresh but other things are 

pre-cooked. I don' t really engage with residents during th is time as they are 

usually doing activities . 

(11i l unch will depend on the day's menu. 

(ol There will be some variation, for example, recently I had pickled pork which 

needs to be put in the slow cooker when I fi rst arrive at work. 

(pl Whi le l unch is cooking, I will need to place food orders. That will involve ordering 

the week's frozen food, ordering from Bidfood distributor's bulk dry goods for all 
residents across the whole facility, ordering thickened drinks (different grades 

for different swallowing restrictions), disp:>sable items such as cling wrap, 

serviettes, mi lk and bread etc. I usually store my produce and stock in a 

storeroom and conduct a weekly inventor¥ check to see what we need for the 

following week. I fill out t he order shPPt rn the it ems which need to be ordered 

a,d fax to dist ributor every Tuesda·f. I ust.0l ly receive the stock on Thursday. 

(q) If I want to order something special for t he residents I usually check with the 

K'tchen Supervisor and get her approval before doing so. For example the 

Recrearonal Act ivit ies Officer wants to organise a movie afternoon every week 

and she asked me to arrange movie snacks like ice cream, loll ies and chips. I was 

happy to do this but needed to speak to the Kitchen Supt!rvi~or uefore doing so. (r) 
I wil l take the deliveries during the day and make sure that I have been del ivered 

what have ordered. In order to do this, I check the delivery against a purchase 

order. I give the invoice to the administration staff for payment as I do not do 

tht! invoicing. 

(s) I will then have to safely pack away the deliveries. 

(t) I will order any kitchen equipment required from t ime to time. I usually do this 

by making a list of the items needed. I then go the Faci lity Manager and order 
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29. I need to closely observe the residents. I need to learn their personal habits and 
personality in order to maximise their experience at Uniting. I need to have 
emotional intelligence to recognise what is wrong and what will be a resonable 

solution. 

30. Often this a matter of calming people down before they become very up~e t. So, 

it is important to be able to recognise the subtle changes in a person's 
di~position and respond to those in anticipation of risk of deterioration in thei r 

mood or being triggered into more serious upset. Not icing emotional 
vulnerabilities and deescalating is an essentia l skill. Thede-cscolation is 
especially difficult as it is often in the circumstance of variuos stages of dementia 

er other cognitive impairment. 

31. There is a real risk of violence. Th·s includes violence by residents against other 
residents and the risk of violence to staff. This is a sad reali ty of dementia. It 
makes de-escalation skills all the more important. From time to time this level 
of serious agitation does still happen. We try in these circumstances to remove 
the resident from the person they are attacking. We try to ca lm them down by 
talking to them awa•1 from the other residents. Once separated the calming is 
relatively easy, by contrast to the preventative action, as someone at that stage 

of illness will in-part be ca lmed by the memory loss once out of the situation. 

32. We have one resident, a woman with dementia, who does not like sitting at a 
table with men. We do not know why that is, but she will become violent 
towards them and very distressing if she does. So we need to be alert and 
proactive. We will suggest, "Oh Dorothy would you like to sit with you." we 

have been trying to help her develop a pattern of bringing her in and sitting her 
.;ta table with other ladies. We bring her in and sit her down at the same table 
every day. Through develo;iing a regular and stable pattern, she is starting to 

self-di rect to that table. 

33. We also have one resident who likes her own seat. Residents may unwittingly sit 
in her spot. She becomes very upset when that happens and the resident who 
has sat there moy refuse to move. We try to keep an e"fe out to avoid this. If that 
happens, I talk to her, and tell her that we will keep a closer eye out for that 
particul~r resident in the future. I apologise and t ry to encourage her to sit 

somewhere else, with her friends or people s,e is comfortable with. This wi ll 
work sometimes and other times she will return to her room and be served 

there. 
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34. Many residents respond poorly to change. We have had to move from the dining 

room to the hall temporarily for renovations and many residents will arrive 

shaking and distressed. It takes a great deal of effort, care and skill to calm them 

down and reassure them. 

35. We have one resident who comes in for each meal service. She will come in and 

loudly say things like "oh him - he' a bloody idiot." If she comes in early, it is an 

indicator that she is having a good day. If she comes in later, it is a sign that she 

is having a bad day. She will sometimes arrive with three sets of clothes on, 

because she has become flustered and upset while getting dressed. This is a sign 
that she is having a particularly bad day. If I think she is ha·,ing a bad day, I will 

approach her and have a gentile conversation and try to calm her down. 
Spending time with her in that way ca lms her down. Some other residents are 

very offended by what she says. 

36. These skills of dealing with residents has been a part of my job since I first 
started. It is not something that I learned just because of my care duties. It is a 
necessary part of the job in aged care that involves direct interaction with 

residents. 

COVID 

37. During COVID, our residents were increasingly getting distressed and difficult to 

deal with because they did not get to see their fam ilies. We started to do a lot 

more barbecues and picnic lunches so that the residents could see each other 

and also so we could have an opportunity to talk to them. Uniting also 
introduced iPads son that residents were able to face time their families. Some 

fami lies would also come to the facility and visit their loved ones from a 
distance. 

38. During COVID, I was affected personally because I was in a position where I just 

did not know what would happen if I contracted the disease. I was worried tha1 
I would catch it as it was running rampant around aged care centres. There was 

also an increased focus on infection cont rol and so we had to focus a lot of our 

time on cleaning. 

Pay 

39. The current rate of pay means I always have to adjust with what I have to make 
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ends meet. I can't do things that I would like to. I am at an age where I can't get 
another job and I am anxious aboJt whether I will have enough money to retire 
on comfortably. If I had extra money it would make l'fe easier. I just cannot do 
that at :he moment with my rate of pay. 

Carol Austen 

Date; 29/03/2021 
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I. Carol Austen, o 

IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020l99 

Application to vary or revoke the Aged Care Award 2010 

REPLY WITNESS STATEMENT OF CAROL AUSTEN 

1. I am a witness in these proceedings. 

, say as follows: 

2. I have previously provided a statement in respect of these proceedings, dated 29 March 2021 

(my first statement). 

3. I now provide the following information in addition to my first statement. 

COVID-19 

4. Since I made my first statement, COVID-19 has continued to have an impact on my role as a 

Care Work.er leading the servery at Uniting Garoona Kalina in Goonellabah (Caroona Kalina). 

5. There have been no outbreaks at Caroona Kalina however we have had staff that tested positive 

to COVID-19. 

6. Each time a staff member contracted COVID-19, we had to wear ful l PPE for two weeks after 

each positive case. Full PPE includes face shields and N95 masks_ When there are no positive 

cases, we have lo wear N95 masks at all times in the facility. 

7. I find wearing PPE in the kitchen takes a loll on me. The face shield fogs up when I am cooking 

and I get really hot. When I overheat, I have to walk outside to take short breaks lo get some 

fresh air and lo take the PPE off. I drink lots of water to make sure I don' t gel l ightheaded from 

dehydration. 

8. Since the end of last year, we have to complete a Rapid Antigen Test before we can enter the 

building at the start of our shift. We are not paid for this time. 

9. When NSW was in lockdown, residents were unable lo have visitors. They were scared and upset 

that they couldn't see their fami ly so it was our responsibility to spend more time with them to 

comfort and entertain them more than we usually do. This made it harder to do our jobs because 

we were trying to make sure we did our usual duties on top of taking more time to spend with the 
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residents. Some residents were no happy a bout this and wanted their fam i I ies no matter what 

When 11esidents were upset, I informed reception and they or,ganised a FaceTime with the 

resident's family to calm them down a bit. When hey were very agitated., I called the homemaker 

or the pel'Son rn charge .of the wing at the time to inform them and asked that they cal l Ile 

r,esident's family. 

Sta.ffi ng and ·tumover 

10. Throughout the pandemic, we nave ragularlly been short staffed. We used to, have four personal 

care workers ("PC:Ws~) rostered an each shtft for each wing, whlch is home to ,approximately 22-

23 residents. last y,ear. Uniting changed this to three PCWs per sh lift who are ,expected to 

complete the same work. In my observation, the work that the PCWs have t.o ,do Is unbelllevable. 

11 . If a 'PCW calls in sick and they can t fi ll the shift, the residents who rely 011 a two person assist lilt 

often have to stay ll'l bed. I !lave a Certificate Ill in AHed Care, so the PCWs ask me to step in to 

help them from Ume to, tims when they are workiing short. I do wMt I can in between ,doing my 

re,gular duties pr,eparing food for a pproxima.tely 4-8 reslid ents in the kitchen. 

12. There has been an increased focus on infection control since the start of the pandemic. I am 

required to use hand sanitiser frequently,. spec1al sprays to di·sinfect surfaoes and clea11 the 

kitchen more freq~entlly. I am required to use d isposab1e paper place mats rather lhan ordinary 

ones, and s,et the tables when residents enter tile dining room rather than setting them in advance 

in case residents touch another person's cutlery as an lnfectijon control measure. Th,is has 

req ui re:d me to find time in my busy schedule to make sure I can complete these addition al tasks. 

13. I expect that we wm have to continue to wear PPE and take these infect[on control measures ln 

Aged Care i the ·future, as long as COVID~19 is around. 

14. Since last year, turnover at Caroona Kalina has gotten worse. Five staff members have teft th is, 

year already. They to!d me words to, the effect: of ~, am physically and emoti:onafry drained' and ~1 

have nothing lefUo give and I can'tdo .this Job anymore". This inclu:des staff who had been a:t 

C.aroona Kallina for a long time. 

15. This has affected rny ro!e irn the kitchen. The• kitchenha11d who works weekends left thls year but 

hasn't really been replaced. Management have replaced tile lcitcllenhand with FGWs w1th no 

kitchen experience to work the vacant weekend sh ffs. To the best of my knowledge, they hav,en't 

advertised fo r a new kitchenhand. When the PCWs start, I usual ly have to supervise them durring 

one buddy shift which I am not paid extra for. This involves mentoring the PCW, training them on 

how to us,e• kitchen equipment properly, and how to follow l<Jlchen procedures .. As I comp'lete my 

d'utles, the PCW folilows me around and performs the required duties under my supervision. I give 
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them feedback and answer their questions. I also wrote duty statements for them to follow. I have 

to do this while I am performing my usual duties, which requires me to multitask. 

16. During the recent floods, I was unable to attend work on time so I came in late. The Kitchen 

Supervisor was in the ki tchen when I arrived. She said words to the effect ot·1 don't know how 

you do this job" and walked out. 

17. The more frequent short staffing and increased turnover has affected everyone in the facility. 

Recently, all of the laundry s taff were away so no laundry was done. The PCWs had no l inen to 

change the residents' beds, no washers and no peri washers and only three towels for a whole 

wing which resulted in residents not being able to be washed properly. The PCWs got Chux from 

the kitchen to wash the residents with and used whatever they could find, like old pillowcases, to 

wipe down residents. This was rectified after It was raised with management. 

Changes over time 

18. I understand that some employers in this case have said that there has been no change in the 

role of kitchen staff over time. I don't agree with this. I repeat my first statement in relation to my 

role and changes in it. 

19. Since I started in the kitchen in 2006, I have noticed that the residents who come into Caroona 

Kalina have deteriorated and are higher needs than they used to be. 

20. In my first statement, I described the breakfast service. I cook and prepare breakfast for the 

residents each day by myself. There is no one else rostered to assist me in the servery at this 

time. 

21. My role has changed in the following ways: 

a. I am now responsible for ordering all of the food for the servery. The Central Kitchen used 

to do the ordering. 

b. I am now responsible for thickening drinks in accordance with residents' I DOSI level. This 

used to be the receptionist's role. 

c. I now have to undertake kitchen audits on behalf of my supervisor when required. This 

involves checking all parts of the kitchen are clean, such as the surfaces, fridges, ovens, 

storerooms and cool rooms: checking food is in date and stored at the correct 

temperature: ensuring the stock ls neat and tidy; and checking the fridges and freezers 

are the correct temperature required by food safety requirements. I have to record this 
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information accurately on a paper-based questionnaire that the Kitchen Supervisor gives 

me. Completing the audit requires a working knowledge of the kitchen, for example being 

able to accurately check the equipment in the kitchen works proper1y. I did not have to 

perform this task when I first started working as second in charge of the kitchen. 

d. When the food safety inspector attends Caroona Kalina, I have to answer any questions 

they ask me, show them how I record temperatures and where I keep the food safety 

records. For example, the inspector has asked me to show them how I operate the 

dishwasher, how I know il is operaUng at the correct temperature in accordance with food 

safety standards and the temperature records we have on file. 

Person-centred care 

22. I try and accommodate any special requests the residents have to make them feel more at home. 

23. For example, a resident asked for Chieko rolls because he loves them so I arranged this ln the 

next order. I now give them to him in the evening if he tells the care staff he feels like one. 

Technology 

24. ln my role, I don't really use technology. My role is mostly paper based, such as recording food 

temperatures for food safety purposes. 

25. I on1y use the computer if something breaks to log a maintenance request and to email the 

scanned order sheet to suppliers. 

Carol Austen 

Date: 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF SANDRA JOY O'DONNELL 

O'Donnell, Laundry Assistant, of 
saythat: 

1. I was born on and I am currently 

2. I have worked in the aged care industry for the last 26 years. 

3. This statement is made from my own knowledge and belief, unless otherwise stated. 
Where statements are not made from my own knowledge, they are made to the best of 
my knowledge, information and belief and I have set out the sources of my knowledge, 
information and belief. 

Employment at Thomas Eccles Gardens 

4. For the entirety of my career in aged care I have worked at the Thomas Eccles 
Gardens aged care home, located at 26 Mount Street, Vass ('the Home'). My 
employer has always been RSL LifeCare. 

5. I first started working in the Home's kitchen. I then took up cleaning, laundry and some 
caring night shifts. At that time there was no requirement that I hold formal 
qualifications to do these roles. 

6. I started working full time in the Home's laundry about 12 years ago. 

7. Although my employer sometimes refers to me as the 'Laundry Manager', I am not 
paid as a manager. 

8. My employment is covered by the RSL Lifecare, NSWNMA and HSU NSW Enterprise 
Agreement 2017-2020 ('the Agreement'). 

9. I am classified as a Care Service Employee Grade 1 (Support Stream) under the 
Agreement. 

10. I am currently paid a base rate of $22.35 an hour for all weekday work. I am paid 
penalty rates of 1.5 times my base rate of pay for Saturday shifts and 1. 75 times my 
base rate of pay for Sunday shifts. 

11. I receive $1,219.08 in take home pay after salary sacrificing per fortnight, for 76 hours 
of work. 

About Thomas Eccles Gardens 

12. The Home currently has 82 beds for permanent residents. The Home is almost at 
capacity at the moment. 
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13. Residents receive around-the-clock residential care or nursing home services, 
including laundry services. 

14. The Home has four wings, one of which is a Dementia Unit with 20 beds, for residents 
with advanced dementia. 

15. A disproportionate amount of the laundry's work comes from the Dementia Unit, as the 
majority of residents in that unit are incontinent, and are also more likely to spill things 
on themselves. 

Training and qualifications 

16. When I first started working at the Home, I did not need any formal qualifications to 
provide caring services or to work in the kitchen. 

17. About twelve years ago, I was told that I would need to complete a Certificate in Aged 
Care if I wanted to continue doing caring shifts. 

18. I wasn't very interested in studying and I only did a few caring shifts every fortnight, so 
decided I did not want to complete the Certificate in Aged Care. This was when I 
started working full time in the laundry. 

19. About seven or eight years ago, I completed a Certificate Ill in Hospitality at my 
employer's encouragement. 

20. I studied for the Certificate Ill in my own time. I did not have to pay to complete the 
Certificate, as I understand my employer received government funding to put me 
through the course. 

21. The Certificate mostly covered kitchen and cleaning work, but had some content about 
laundry work as well. 

22. My employer told me I would move up a classification if I completed the qualification, 
and that was my main reason for doing it. 

23. Once I completed the Certificate Ill, my employer said my pay would not increase after 
all. I never got moved up a classification. 

24. I have also completed a variety of training courses while working in the Home, 
including courses on: 

a. Dealing with dementia; 

b. Manual handling; and, 

c. Handling chemicals. 

Current roster 

25. I have a set roster, as follows: 

I Monday I 6:30am - 3:00pm 
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Tuesday 6:30am - 3:00pm 

Wednesday Day off 

Thursday Day off 

Friday 6:30am - 3:00pm 

Saturday 7:00am - 3:30pm 

Sunday 7:30am - 2:00pm 

26. On Fridays, Mondays and Tuesdays I work with another laundry worker. On Saturdays 
and Sundays I work on my own. 

27. I find that there is the same amount of work to get done on Saturdays and Sundays 
when I work alone, as there is during the week. 

28. Because of this, I generally fall behind in the laundry over the weekend, and have to 
catch up on Monday when there is a second person working with me. 

29. Me and my colleagues work independently. We are not supervised. We know what our 
job is, and we get In and do it. 

Job tasks and responsibilities 

30. The Home's laundry has two industrial washing machines, a smaller, non-industrial 
washing machine, and two industrial dryers. 

31. The industrial washing machines can take up to 16 and 23 kilograms of washing, 
respectively. The larger machine can take up to four or five king-single doonas in one 
load of washing. 

32. The laundry is responsible for washing, drying and returning all items that need to be 
washed in the home, including: 

a. Bed linen; 

b. Blankets, doonas etc; 

C. Kitchen linen; 

d. Curtains; and 

e. Residents' clothes. 
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33. Bed linen, blankets and doonas are washed at least once a week. For residents who 
are incontinent, their bedding might need to be changed far more frequently than that. 

Collecting, sorting and washing dirty laundry 

34. Each wing has its own soiled laundry trolley which is filled by the carer staff. 

35. I collect the trolleys from each wing at least four times a day, generally: 

a. Before the residents' breakfast time; 

b. At about 9:00am (after the residents' breakfast time); 

c. Before the residents' lunch; and, 

d. After the residents' lunch. 

36. The trolleys (when full) can weigh up to 30kg each. 

37. I don't collect dirty laundry during the residents' meal times as I have to walk through 
the dining room to get to the Dementia Ward. 

38. I then sort the laundry into loads. Load categories are generally: 

a. White sheets; 

b. Coloured sheets; 

C. White towels; 

d. Coloured towels; 

e. Doonas; 

f. Blankets; 

g. Personals i.e., residents' clothes; 

h. Jumpers and other wool items; 

i. Residents' underwear; 

j. Soiled items; and 

k. Infectious loads. 

39. I then put two loads of washing on, selecting the appropriate setting. 

40. In the past, some of our residents have had sensitive skin and I have had to use 
different detergents for anything that they touched - from their sheets to their clothes. I 
would use the smaller, non-industrial washing machine for these residents, as the 
industrial machines have the detergents piped in. At the moment, none of our 
residents have adverse reactions to our standard detergents. 
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41. I use a hotter cycle for the residents' underwear as most residents are at least 
somewhat incontinent. The hot water helps sterilise the underwear and also helps 
keep them white. 

42. For some loads, in particular soiled loads, I run them through two cycles. First a sluice 
cycle, which runs for about 35 minutes, to rinse off the faeces, urine or vomit on the 
laundry. I then run a second, hot wash to actually wash and sanitise the items. 

43. Until about 2003, we had to handle the soiled laundry as we sorted and loaded it. Now 
we have soluble bags that the soiled laundry is placed in by the carers. Those bags 
split at the seams when exposed to water, allowing the laundry to be washed. 

44. I pushed to get the soluble bags introduced for a long time. There was resistance to it 
because the bags are a bit expensive, but it means that we are not directly handling 
laundry with faeces, urine or vomit. 

45. When you run a soiled load, you can't then use that washing machine for anything 
besides soiled loads or mopheads for the rest of the day. 

46. This means that I have to balance the need to be able to fully utilise the two washing 
machines with infection control requirements. It's not safe to have a large amount of 
soiled laundry sitting around for hours at a time. 

47. Generally, if I have close to a load's worth of soiled laundry, I will put it in the wash, 
knowing that I can't use the machine for anything besides other soiled laundry and 
mopheads that day. 

48. With infectious loads, these are most common when a new resident arrives at the 
Home, as they may bring an infection with them. Infectious laundry is placed in a 
special yellow bag. 

49. When handling infectious laundry, I must wear a full body apron, a mask and special 
gloves. I might also wear goggles. All those items are one use and disposed into a 
special yellow infectious items bin. I then wash the goggles with hot soapy water. 

50. Infectious laundry has its own special cycle, with chemicals and hot water killing the 
infection. 

Drying, folding and hanging washed laundry 

51. Once the washing machine has finished a load, I pull out the clean laundry and put it 
into one of the dryers to dry. 

52. The wet washing is quite heavy, so I have to be careful of how I lift, pull and carry it. It 
is heavy work. 

53. When pulling the wet washing out of the machine, particularly soiled loads, I am also 
inspecting it to make sure it has washed properly. If I am not happy with how it has 
washed, I will put it through another washing cycle before drying it. 

54. Once a dryer has finished a load, I take the clean, dry laundry, and fold the: 

a. Sheets, towels, blankets, doonas and curtains; and 
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b. Residents' underwear, singlets, socks and pyjamas. 

55. I hang the residents' clothes on clothes hangers so they don't get crushed. 

56. Residents have very limited drawer space, so I hang all their clothes except their 
intimates and their pyjamas. 

57. Most residents' clothes have name labels on them, so I separate out each residents' 
clothes. 

58. Some residents have certain clothes (normally their special clothes) that they like to 
have ironed, and so I have to find time for ironing as well. Sometimes a resident will 
make a specific request that an item be ironed, but otherwise I generally know what 
clothes each resident likes to have ironed. 

59. I iron the residents' clothes differently to how I would iron them for myself, because 
they have different preferences to me. For example, the residents generally like their 
pants to be ironed with a vertical crease down the front of their trousers, and some 
men like their good shirts to be ironed with the pleat down the back. Most of the 
residents also like their clothes to be ironed with spray starch. I make sure to do all 
these things when ironing the residents' clothes. 

60. The laundry has a trolley for residents' clean laundry, which we use to transfer the 
clean clothes back to the residents' rooms. The trolley has space for folded laundry as 
well as space to hang clothes. 

61. I fill the trolley with clothes belonging to residents in a particular wing. I know which 
wing each resident is in so can do this by heart. 

62. Once I have a full trolley, I walk the trolley to its wing of the Home and put away the 
clean laundry. I do this at least once a day for each wing, sometimes more. 

63. I personally take each residents' clean laundry to their rooms, and for almost all 
residents, I will put their clothes away for them, as they are not physically capable of 
doing this themselves. A small number of residents ask me to leave their clean clothes 
on their bed and they put them away themselves. 

64. We have another trolley which we transfer the clean linen back to the linen service 
rooms. 

65. Each wing of the Home has its own linen service room, and it is my job to keep those 
rooms stocked with clean bed linens, towels, blankets and doonas. 

66. I restock the linen rooms of each wing of the Home at least twice per day. I also have 
to keep them tidy when other staff have messed them up. I have to do this regularly. 

Other tasks 

67. This cycle of collecting dirty laundry, sorting, washing, drying, folding and returning 
clean laundry is repeated as many times as possible through the day. 

68. There is often both clean and dirty laundry for me at the beginning of the day. 
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69. In spare moments, I also label residents' clothes. We offer to label everything when a 
resident moves in, when they get new clothes, and when labels have rubbed off. There 
is a steady stream of labelling work and I do this task daily. 

70. When a new resident first moves in, I go and meet them in person to get to know them 
and tell them what the Laundry does, and how we can help. At that meeting I offer to 
label all their clothes. 

71. I also look after all the laundry's ordering for new linen, towels, and soluble bags. I 
place these orders by phone. The soluble bags are kept in the laundry rooms for each 
wing, so I am constantly keeping an eye on stock levels, and placing orders when 
levels are starting to look low. 

72. While the detergents and other chemicals we use in the laundry are on an automatic 
ordering cycle, sometimes we will use them up early, and I then have to place an 
order. I place this order by phone. 

73. There are also a range of cleaning tasks in the laundry that must be completed daily, 
weekly or monthly. 

7 4. I must clean and empty bins, clean trolleys and clean the washing machines every 
day. 

75. I am also responsible for making sure that all the necessary paperwork is completed. 
This includes keeping records of all cleaning performed, as well as records of when 
the washing machines and dryers are serviced. This is to comply with the Australian
New Zealand Standards, as well as to ensure that the machines are regularly being 
maintained. 

76. I am also responsible for making sure that the signage and information in the laundry 
is correct and up to date, in compliance with Australian-New Zealand standards. 

77. This signage includes: 

a. a list of tasks that must be performed on an average work day; 

b. chemical data sheets; 

c. instructions on what to do if there is a chemical spill; 

d. what to do if you get chemicals on yourself; 

e. how to operate the various machines; and, 

f. how to use the chemicals. 

78. I also do a number of tasks that aren't part of my role, but that don't get done if I don't 
do them. 

79. The newsagent doesn't deliver the papers to the Home anymore, so on Sundays I 
often drive to the newsagency to collect them for the residents. 
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80. The Home has a big fish tank, but no one was looking after it, so about three or four 
years ago I started feeding the fish every day and cleaning it every one to two weeks. 

81. I also regularly feed one of the resident's pets because she can't do it anymore. Her 
cat will come and find me and miaow at me until I feed him. 

82. I also volunteer to work on the drinks trolley serving alcohol and soft drinks at special 
functions at the Home. I do this because I am trained in bar work, and enjoy the 
interaction with the residents. 

Resident violence and aggression 

83. Some residents, and in particular those with advanced dementia, can be agitated and 
aggressive at times. 

84. I generally will chat with residents when I see them, and when I go into their rooms to 
put away their clothes. This seems to brighten their day and it makes me happy. 
However, there are a few residents who I have learned it is better to avoid. 

85. On a few occasions, a resident has trapped me up against the wall with their walker, 
and not let me move. I just had to hope that someone was around who could come 
help me. 

86. It is not the residents' fault, and it's understandable that they get upset at times. I just 
see dealing with aggression, abuse and at times violence as part of the job now. But 
when it happens, it is upsetting. 

Changes due to COVID-19 pandemic 

87. For the last three to four months all workers at the Home had to wear masks and this 
was upsetting for both the residents and staff. 

88. At the beginning of Covid the residents were not allowed to have visitors, which was 
very distressing for the residents. This eventually changed to the residents being 
allowed to have their relatives visit. 

89. Not having any visitors was very difficult for the residents, but I realised on reflection 
that as a result of the limited contact with people, our residents were as healthy as 
they had ever been during the last year - for example, they weren't getting gastro or 
flu. 

90. My work in the laundry didn't change but it became more important. Laundry is all 
about infection control, so it was vital that the laundry service kept going and was 
handling soiled and infectious laundry safely and appropriately. 

Changes over time 

91. The Home has significantly expanded in the time I have worked there. 

92. When I first started, the Home had 50 beds, and the Dementia Ward had eight beds. 

93. Over time, RSL LifeCare expanded the wings and increased capacity, so now the 
Home has 82 permanent beds, with 20 of those beds being in the Dementia Ward. 
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One of the beds in the Dementia Ward is currently being used as a store room for 
Covid supplies. 

94. When I first started working at the Home, most of the residents were able bodied and 
were fairly physically independent. 

95. In the last fifteen years, that has changed dramatically. The average resident living at 
the Home now is a lot older and a lot less well. The majority are not able bodied. 

96. There are now a lot more residents with high care needs, and almost a quarter of the 
residents have severe dementia and live in the Dementia Unit. 

97. As an example of the changes to the types of residents living at the Home, when I first 

started, two of the wings had their own little laundry and residents could do their own 
laundry themselves if they wanted to. 

98. Within about ten years, it got to the point where none of the residents were capable of 

doing their own laundry, and it was too much of a hazard for them to try. The laundry 
rooms were converted to residential rooms. 

99. The change in residents has an impact on the laundry workload. I see a lot more soiled 
sheets and clothes these days. Soiled laundry isn't just limited to the Dementia Unit, as 

the majority of residents are at least a little bit incontinent. 

100. Soiled laundry takes longer to clean as I first have to put it through an approximately 
35 minute long sluice cycle before putting it through a proper wash cycle. It also 
requires more attention from me to make sure it is properly clean and all stains 
removed. 

101. The aggression from residents has also increased. Residents are physically abusive, 
not just to staff, but to other residents as well, and those residents can't protect 
themselves. 

102. Within the last year or two, RSL LifeCare has been providing more training to support 
staff such as myself in how to deal with abusive and aggressive residents. Even 
though we aren't carers, we come into contact with and deal with residents every day, 

and we need to know how to handle aggression appropriately. 

103. Even though the workload in the laundry has increased, RSL LifeCare frequently talks 
about wanting to cut staffing back. In my view, that is not feasible. Without a second 
worker, the laundry service would be in deep trouble. It would be impossible to get 
everything done. 

Impact of low pay 

104. The pay for my role is very low. 

105. I am single and paying off a mortgage. Once my house payments are done, it doesn't 
leave me with much money to live off. 

106. I have to constantly watch what I spend. I have to be very careful with my grocery 
shopping. 
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107. I try to save a few dollars here and there. I have very little savings. 

108. Anytime a significant unexpected cost comes up, I have to pay for it using a credit 
card, and then slowly pay it off, which costs me more money in the long run. 

109. Bills like electricity are expensive and difficult for me to meet. I entered into a payment 
plan to get solar panels on my roof to reduce my electricity costs overall. I am still 
paying off the solar panels. 

110. I have an older car, so anytime I get it serviced, it normally costs more than I can 
afford to pay upfront. I put it on my credit card, and hope that I will pay it off before I 
have to get the car serviced again. I can't afford to buy a new car. 

111. I very rarely go out for meals at cafes or restaurants. If I do, I always make sure I go 
somewhere that has a meal deal for about $12.00. 

112. I try to go on holidays every few years. I save up with some friends from work, and we 
buy a holiday package, which is normally about $2,000.00 per person. It takes me 
about two years of saving to save that amount. 

Sandra O'Donnell 

Date: 2~ \o':? \ 2.0 2 \ 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF ALISON CURRY 

I, Alison Curry, AIN (thereafter), of , make the following statement 

which is true and correct to the best of my knowledge and understanding. 

1. My date of birth is  

2. This statement is made from my own knowledge and belief unless otherwise stated . 
Where statements are not made from my own knowledge, they are made to the best 
of my knowledge, information and belief and I have set out the sources of my 
knowledge, information and belief. 

Employment 

3. I am employed by Warrigal. I work at 'Warrigal Mount Terry' at 95 Daintree Drive 
Albion Park. 

4. I am a permanent part-time employee. My contracted hours are 60 hours a fortnight. 
Occasionally I will pick up extra shifts. 

5. I have worked in Aged Care for approximately 6 years. I commenced with 
Christadelphian Aged Care then continued with Warrigal at the same facility when 
Warrigal took it over. 

6. I hold a Certificate Ill in Community Services (Aged Care Work) Nursing Assistant. A 
copy of this certification is marked and attached AC-1. 

7. I hold a Certificate IV in Training and Assessment. A copy of this certification is 
marked and attached AC-2. 

8. I have attained First Aid Skills certification. A copy of this certification is marked and 
attached AC-3. 

9. I have attained Administer and Monitor Medications certification. A copy of this 
certification is marked and attached AC-4. 

10. I have attained Provide support to People Living with Dementia certification . This is 
part of the Certificate IV in Ageing Support. A copy of this certification is marked and 
attached AC-5. 

11. My classification under the Warrigal Care Agreement is 'Al N thereafter'. This 
classification has its background in the workplace history of the Mount Terry facility . 
Mount Terry had been administered by Christadelphian Aged Care until the facility 
was sold to Warrigal. There were a large number of employees who were employed 
as 'AIN thereafter' . When the businesses transferred there was an agreement 
reached, with the support of the Health Services Union, that we would transfer on 
that rate rather than be put onto a lower Care Service Employee (CSE) rate (even 
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though it was said that we were performing CSE duties). The 'AIN thereafter' 
employees were 'red circled ' and we have retained that classification description in 
the enterprise agreement. I have been getting a pay increase each year. 

12. New employees are only employed as Registered Nurses (RNs) and CSEs. To my 
understanding Assistants in Nursing (AINs) and Enrolled Nurses (ENs) are not 
ordinarily recruited at Warrigal. 

13. All CSEs are recruited at the 'new entrant' rate if they have had no experience at 
Warrigal (even if they have had experience in the industry) . 

14. The job of the CSEs and 'AIN thereafters' are the same. 

Rate of Pay 

15. As the pay rate is low for an AIN thereafter, I have had to take on extra work outside 
of Warrigal to supplement my wages for me to adequately support my family with 
ordinary day to day living expenses . My family has always had to keep to a strict 
budget . After paying the bills and mortgage, there is very little money remaining. We 
do not really go out for dinner nor do we go on holidays. The rate of pay makes it 
really hard even if you work over 38 hours. 

16. Even if I did gain full-time work hours, I would not be able to make ends meet. 

17. I have gained a casual teaching position in hairdressing at a private Registered 
Training Organisation (RTO). I was previously in the hairdressing industry and left to 
pursue a career in aged care as I am passionate about working with aged care 
residents, but I had to return to hairdressing part time due to the lower rate of pay in 
Aged Care. 

18. This means I work more than full time hours weekly, costing me precious time with 
my family. 

Duties 

19. On an ordinary shift at Warrigal, I would see the roster upon arrival and find out what 
ward I am on for that shift. 

20. I could be placed anywhere in the facility, so I need to learn everything that there is 
to know about all of the residents' care needs in every ward. 

21. Warrigal Mount Terry is a 155-bed facility . The wards used to be allocated as: 

(a) a "hostel ward" with residents that required supervision and general help 
with Activities of Daily Living (ADLs); or 

(b) a "high care ward" with residents that receive high care who are bed bound, 
and require the assistance of sling lifters, need specialised behavioural 
assistance and who require full assistance with feeding and all AOL's; or 

(c) the "dementia ward" with residents who range from a high to low dementia 
diagnosis. 
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22. This has all changed with the new idea of 'aging in place' which places a mix of these 

residents in every ward throughout the facility. This means staff need to be on their 

toes in dealing with any kind of care that our residents need. 

23. Upon commencement of a shift, we receive a hand over to let us know if there have 

been any incidents or any decline in health. We also discuss out of facility 

appointment times, medication changes, complaints or referrals and general 

information on all the residents of that ward. 

24. We have 3 care staff and 1 Team Leader for a 35-bed ward on the afternoon shift. 

Afternoon shifts run from 14:45 to 22:45. There is also only 1 RN to attend to all the 

residents, approximately 70 altogether, in the High Care Ward during the shift. 

25. At the beginning of my shift, we go to one end of a corridor on the ward and start 

attending the residents, going from room to room, while running in between rooms to 

answer buzzers for residents requiring assistance. 

26. Inside the rooms staff do a welfare check on the resident and fully assist with 

showering if it is their shower day (residents are showered every second day) . 

27 . We check their skin condition while showering and dressing them as residents skin 

health can deteriorate quickly especially if they are incontinent. We toilet them, 

transferring them to the bathroom using the necessary hoists and aids, removing their 

clothes and assisting them down onto the toilet. 

28. We then provide personal care by the way of cleaning them and we adjust their 

clothing, before transferring them back into their room. 

29. We use aids/machinery to transfer residents. These consist of walking belts, 4-wheel 

walkers, Sara Steadys, stand aids and full sling lifters. Even with the use of these 

aids it is heavy manual work to move residents, especially if they are immobile or 

overweight. 

30. If they are bed bound it requires two staff to assist with physically rolling the resident 

on the bed to change their incontinence aid and to provide perianal care. 

31 . We wash bedbound residents' faces, teeth/dentures, hands and provide pressure 

area care by physically repositioning them to prevent bed sores. 

32. We empty and record urine output with residents with catheters. 

33. While performing these duties we look for any decline in their health and skin 

condition and we provide dressing checks on any wounds they may have. If 

necessary, we will re-dress a wound. 

34. We check on their mental health (I have walked in on many residents that were crying) 

or even just have a general conversation with residents who do not get any visitors. 

This is encouraged by Warrigal who have a resident focused care philosophy. 

35. We change linen daily and provide a clean-up of their rooms. This includes cleaning 

spills, tidying tables, tidying cupboards and cleaning shelves. We transfer residents 

to other parts of the facility, for example, to dining rooms or to physiotherapists for 

exercising if needed. 
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36. We also provide anything residents ask for such as tea, coffee, additional food if they 
are hungry and we adjust the temperature if they are cold or hot. 

37. If we find anything of concern staff report it immediately to the RN on duty and then 
we may have to assist the RN further with that resident. 

38. We assess the health of residents and fill out assessment forms to provide changes 
to their care plans if we think this is necessary. This might be necessary if a care plan 
does not reflect the needs of that resident at that time or if we consider that we need 
to make referrals to other allied health areas to get them reviewed by other 
professionals For example, this might include organising a resident to see a 
physiotherapist to get them reviewed on their mobility. This would happen if you 
noticed that they were having difficulty mobilising. 

39. Extra incidents happen that take us away from our general work. This will include, for 
example, resident falls, aggression , a severe decline in health, assisting with a wound 
dressing, a transfer to hospital, family members that want your attention, a doctor 
visiting, finding a wandering exit-seeking resident and , sadly, the death of a resident. 

40. After all this work has been completed, we document everything we did for that 
resident, and everything that the resident has done. This includes opening their 
bowels. We do this paperwork while answering buzzers and continuing to supervise 
residents. 

41. When it is dinner time, we room deliver and hand out all of the food allocated to that 
resident, checking to ensure that they received the correct food for their diet (normal, 
diabetic, soft or pureed diets). 

42. We check if their fluid diet is correct and is at the correct thickness for the resident as 
otherwise they may aspirate or choke. We also assist residents who can feed 
themselves by fully setting food up in front of them, applying a clothing protector and 
cutting up their food and positioning them in the correct position to for them to eat 
safely. I have come to know what each resident needs (and prefers) by observing 
them over the time they have been on the ward . 

43. For the residents that need full assistance with feeding, we sit with them and spoon 
feed them. 

44. We then collect all food trays after dinner and transfer them back to the kitchen . 

45. This is also medication time, the medication nurse allocated for that ward goes from 
room to room giving the correct medication to the correct resident. This can include 
tablets, liquids, drops, topical creams, food drink supplements and insulin. I am 
regularly required to perform this role. All the while I am doing this I am double 
checking the medicine and the dosage and watching to make sure the resident can, 
and does, take their medicine. 

46. If a doctor were to come in and make any changes to any resident's medication, I 
would then communicate with the pharmacy to send them the new order and to have 
them deliver it. I record and document everything and note if there is a decline in 
health of a resident. This might include an observation that they are having difficulty 
swallowing tablets or if they are refusing their medications. 

47. After dinner the rounds start all over again. We do everything stated above again 
except for showering. 
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48. Finally, we ready the residents and transfer them to their rooms for bed . 

49. On our rounds, we will find residents in all stages of incontinence, requiring us to 

spend more time on personal care with that resident. We then ensure everything is 

documented. 

50. This is the time to administer S8 medications with the RN on duty. I count, record , 

sign the forms, then give the correct S8 medications to the correct residents after 

unlocking them from the S8 cupboard with the RN. I then lock them away with the RN 

again. 

51 . Near the end of our shift, we complete another round, welfare checking, toileting, 

incontinence aid changing, making sure everyone is in bed and has not rolled out of 

bed or passed away. There is another medication round as well. 

52. At the end of my shift at 2245, I have attended 35 residents on an average of 3 times 

each, not counting the in between buzzers and medications. That is a total of me 

assisting residents 105 times a shift. 

End of life care 

53. Work in the aged care sector involves care at the end of life. The carer's duties 

continue in the immediate aftermath of death. 

54. The work involved is generally consistent to all carers. This is not an area of work 

that is provided for in formal training. It falls to more experienced carers like me to 

provide leadership, mentoring and guidance to junior carers. 

55. As a Carer when a resident dies you continue to be responsible for their care. The 

immediate duties include the following: 

(a) If we notice someone is close to passing, or is palliative and reaching the 

end of life, we monitor them closely, providing for their care and comfort and 

to be prepared for their passing. 

(b) The family may come, may already be there, or may not be coming to the 

facility. Sometimes there is no family. 

(c) When we notice the resident has passed we notify the RN who will perform 

the Verification of Life Extinct process and form. Sometimes that will not be 

possible as it requires two RNs and will require a radio doctor or the 

resident's doctor. If this is after hours, it will likely require the radio doctor. It 

will take 30 minutes to 4 hours for a radio doctor to arrive. If we have to wait, 

we turn up the air conditioning to limit any deterioration of the body as best 

possible. 

(d) In the event that we are waiting for official verification, but the RN has made 

a preliminary confirmation of death. We will proceed with preparation of the 

body for the inspection of family and for funerary process. 

(e) The body will be cleaned . We will strip down the body, strip down the bed, 

fully wash the body, rub the resident down with creams and essential oils for 

improving appearance and smell. 
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(f) Whenever moving the body there may be a release of fluids, excreta, or 
gasses. 

(g) The physicality of moving a dead body is significantly more challenging than 
moving (even a very frail) living person. We try to do this with delicacy and 
respect. 

(h) The deceased's bowls and bladder will likely evacuate following death. The 
process of various types of excretion will continue and will need to be 
monitored throughout to avoid distress to family members and indignity to 
the deceased. 

(i) There will often be a release of fluids from other orifices that needs to be 
cleaned and monitored for the same reasons. 

U) We put a fresh incontinence aid on the resident to minimise the risk of 
disruption or distress to the family members in attendance. 

(k) We change the bed linens and make the bed to create the appearance of 
comfortable restfulness. 

(I) We will dress the resident. We will try and select a favourite outfit; we will go 
through their wardrobe and take time to carefully select nice 'going out' 
clothes. We will put shoes on them. We completely dress them in a full outfit. 

(m) We will put in any dentures and put on jewelry. There may be relevant 
religious items, such as rosary beads that the resident may have previously 
requested or be understood to be important to them. 

(n) We will use a rolled-up towel under the jaw of the resident to prevent the 
mouth from hanging open . This is important for presentation generally but is 
particularly relevant in case a family wish an open casket funeral service. As 
rigor mortis sets in the muscles will firm so it is necessary to arrange the 
body appropriately while the body can be easily moved. 

(o) The towel will usually remain in place while the family view the body. It is 
rolled up thickly and right under the jaw, we take care to place the towel in a 
way that looks nice. We will explain to the family why it is there as it may 
appear out of place from the otherwise normal restful appearance we try to 
create. 

(p) We will shave residents if they needed shaving . 

(q) We will comb their hair, for a lady we will do their hair in the way they had 
liked. 

(r) We position the body in a position that reflects peacefulness. Often holding 
flowers or a photo on their chest. 

(s) I will usually put-on soothing music. We will ensure that the room has been 
tidied and that pictures and other personal items are present and displayed. 

(t) We regularly check for leaking of facial orifices, all of which may leak fluids . 
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(u) We may need to prepare the room for family members and arrange tea and 

coffee for family members. 

(v) We try to be true to the person that the resident was. If they loved cats , we'll 

put some stuffed cats with them. If they loved a particular flower, I have run 

out to pick those particular flowers , if they wore make-up, we apply make

up. 

(w) There is no formal training for the process, we learn through doing and are 

guided by our sense of care for our residents. 

(x) If a resident dies in a location other than bed this process is made all the 

harder. 

(y) In some circumstances a resident will die in the presence of another resident 

and cause extreme distress to the other person . 

56. If someone passes and we know a family member is just down the road or close by 

we need to work quickly and efficiently. We may have very little time to prepare all 

these steps in urgent circumstances . 

57 . If the family are present at time of death we immediately offer our condolences . This 

means we are sometimes a witness to extreme emotional breakdowns and we then 

console to the best of our ability. We eventually are placed in a position of asking the 

family to kindly wait outside of the room so we can attend their beloved in a timely 

manner so they can then have some closure with them before they depart for the 

funeral home. 

58. The situation may really depend on the position of how they passed. This process 

may arise in any circumstance. I have encountered residents deceased in all sorts of 

different locations or situations, sometimes suddenly. They may have, in the course 

of a life ending medical event, hit their head on a hard object causing an apparent 

injury. These situations present unique challenges that need to be adapted to in real

time. 

59. We prioritise and put high value on being with people when they are transitioning to 

end of life. 

60. All this work will often be conducted in circumstances of extreme emotional labour on 

the parts of the carer. We form close attachments to our residents. It is truly sad when 

they pass. This process comes with a heavy psychological burden for carers. 

61 . I have had to conduct this in circumstances where the family members have asked 

to participate in this cleaning and preparation of the body. In one particular 

circumstance I recall guiding 5 daughters in the preparation and caring of their 

mother's body. This was extremely difficult in the circumstances of their grief. There 

is a sense of intrusion but there is also the challenge of providing service to that family 

in the circumstances. It is part of the job to be responsive to and accommodating of 

the needs of families . 

62. We have had circumstances where we have fully dressed and prepared the body and 

then had to redress the body in clothing that the family has brought in. 

63. Individual residents will have religious or other requirements that need to be 

remembered and considered in the lead up to end of life and immediately afterwards. 
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64. There may be particular rules about the gender of attendees. Usually that will be 
consistent with what they had arranged during their care, for washing and we will 
continue to respect that. 

65. When the funeral home staff arrive we are engaged in the following work: 

(a) We assist in getting the body into the body bag. 

(b) We assist getting the body into a trolley for transport. 

(c) We will ensure that residents' doors are closed and will not be exposed to 
the distress of witnessing the departure. 

( d) All the staff will form a guard of honour for the resident's final departure from 
the facility. 

(e) We will make clear notes of any jewellery on the deceased's person. 

(f) We make sure that there are 'Bradmar Labels' attached at several parts of 
the deceased's body to there is no risk that they will go unattended. 

(g) Where a family does not want to pack a resident's belongings, we will need 
to pack up their things. 

66. A detailed progress note needs to be made by the person that found the resident. 
There is then paperwork that needs to be completed by the resident that 'found them'. 
For example, this might be in circumstances where as a carer you are sitting there 
holding the hand of the resident as you notice they draw or release their final breath. 
This process will need to have been recorded in detail and may be relevant to an 
inquiry into the death should the family pursue one. 

Dealing with death related resident distress 

67. Recently we had one person 'buzzing the buzzer' for the other resident who they 
shared a room with while that other resident was experiencing a life ending medical 
event. In the immediate aftermath he was saying 'if only I'd buzzed sooner or reacted 
faster, I should have known something was wrong with him'. We had to provide 
counselling support to that person. That resident who died had an advanced care 
directive for no intervention. 

68. Residents will not necessarily have this in place, but most at end-of-life stage will 
have an advanced care directive with instructions to not resuscitate, treat or transfer 
to hospital and they will request comfort, care and pain management only. 

69. It is hard for some residents who share a room with someone who they have bonded 
with to come to terms with their neighbour's decision. They often try to help that 
person or become frustrated and emotional that we are unable to "save" them. 

70. When someone is in that palliative stage we often try and move them to a single room 
to prevent any distress, but in some cases, we may not have a single room available. 

71 . We provide support by letting other residents know that it will not be long before a 
person passes in the ward and ask them if they would like time with them to say 
goodbyes. Some sit and hold their roommates hand for hours. It is truly heartbreaking 
to see. 
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72. We are with them in the room if they need assistance and respect their privacy if they 

prefer to be alone . In most cases they are husband and wife who both reside within 

the facility. Some share rooms, others do not. We provide regular transfers to the 

palliative persons room so that the residents can be together. 

73 . A pastoral care support referral will be made by carers on their behalf and they will 

be assisted with coping with loss/grief, a terminal condition, religious beliefs or any 

other concerns that a person may have. 

7 4. Following the death of a resident, we watch for changes in behaviour. If a resident is 

becoming isolated, depressed, has a change in mood, suicidal thoughts and self

harm, staff are quick to react, and appropriate support avenues will be sought for that 

person . For example, doctors may prescribe antidepressants, or the nurses and 

recreational activity officers may keep that person busy with various tasks to keep 

their mind off things. We have to watch out and advocate for this support. 

75. It is very traumatising for staff to witness or even to hear about this in the shifts after. 

Staff may also have to accompany police or family members in support if a resident's 

family or friend outside of the facility passes away. 

Medication 

76. I am involved in assisting in the administration of medications. At handover, we are 

informed of any residents that have had changes to their medications. We follow up 

with the Pharmacy to see when the delivery will be made. We are told of any decline 

in health, any refusal to take medications or any PRN medications handed out on the 

shift before. 

77. We evaluate the effects of any medications given on the shift before to see whether 

they are working for that person. For example, where a resident on a shift before had 

received endone for back pain, I would then assess that person as to whether their 

pain had subsided, if they were still in pain and required further interventions or if this 

pain was becoming so regular that it required further investigation. 

78. We have to take photos and/or document and dress any minor wounds for residents 

that may be due. 

79. We stock the medication trolley with all the necessary items needed for the round. 

80. With the assistance of the RN, we perform a before dinner Blood Glucose Level 

(BGL) check and give all insulins that are charted to residents with diabetes. We 

check the primary medication chart for the order. 

81. I log into Medmobile on an iPad and check that the pharmacy has the same 

information as we do. The pharmacy uploads information on all medications 

dispensed to residents onto the app. This information used to be all paper based but 

the I-pad was introduced in or around 2020. I had to learn how to use the I-pad and 

the app. 

82. We then administer the medications as per instructions on the resident's primary 

medication chart. 

83. The RN administers the insulin, and we witness that the resident has received the 

correct insulin . We need to ensure that the right dose has been given to the right 

person at the right time and that the medication was in date. We document the BGL 
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level and sign that the insulin has been given. If we get this wrong a resident's life will 
be at risk. 

84. After insulin, we start the first medication round. This includes providing residents 
with their charted tablets, liquids, drops, topical creams and, food and drink 
supplements. I start on one end of the corridor and go from room to room handing 
out what is required. If a person is not in their room, I will have to track them down in 
the facility . 

85. When attending a resident with a medication requirement, I check the primary 
medication chart. This acts like a script with the medication that the doctor has 
prescribed for that resident. I check that the order is valid including that the chart has 
been signed by the doctor, it is in date, and the medication has not been ceased. 

86. I check that the webster pack for that person contains the correct medication (by 
reference to the primary medication chart) . If we get this wrong a resident's life will 
be at risk. 

87. I then count the tablets to see if I have the right amount. 

88. I then log onto an app on an i-Pad called Medmobile and check to see that my 
information and the pharmacy's information is correct. I then tick off each of the 
medications that I am about to give. If we get this wrong a resident's life will be at 
risk. 

89. I check how the medication is administered correctly to that person e.g ., orally or 
topically. If we get this wrong a resident's life will be at risk. 

90. If orally I check to see how the resident swallows tablets. I double check my 'six 
rights,' 

(a) right resident, 

(b) right medication, 

(c) right dosage, 

(d) right route, 

(e) right time, and, 

(f) right documentation. 

91. I prepare the medication to give to the resident and confirm that it has been 
administered before moving to the next resident. I am not supervised by an RN when 
I administer tablets. 

92. At any time before, during or after the administration of medications, a doctor could 
make changes to the resident's prescription. 

93. A resident may have new medications, an increase or decrease in their medication 
charted or have their medication ceased. If this is the case, I will fax or email any 
changes the doctor has done on the PMC to the pharmacy so they can update 
Medmobile and supply anything that is due. I then document that I have sent this 
communication. 

10 

10208



Page 11

94. I then have after dinner insulins to give- as above I perform a BGL check and give all 
insulins that are charted to residents with diabetes. 

95. The RN administers the insulin, and we are a witness that they have received the 
correct insulin the right dose to the right person at the right time and that the 
medication was in date. We document the BGL level and sign that it has been given. 

96. Schedule eights (S8) are specially controlled medications or substances. After the 
insulin round we do the S8 medication round. I am a witness to the RN who gives 
these medications. We go in twos to access the medications that are locked in the 
cupboard and load the trolley. 

97. When doing an S8 medication round I will repeat the steps outlined above at 
paragraphs 84 to 93 of my statement. We also have an S8 book that we record, count, 
record our witnessing the resident taking the medication and sign that the S8 drug 
that has been administered . 

98. We both then lock the drugs back into the locked S8 cupboard . 

99. The medication rounds are: 

(i) 8am, 

(ii) Morning S8 round , 

(iii) 10am, 

(iv) 12noon, 

(v) 2pm, 

(vi) 5pm , 

(vii) Night S8 round, 

(viii) 8pm, and 

(ix) 10pm 

100. In addition, we manage any PRN medication that a resident may ask for on request 
or an RN nurse-initiated medication who we provide for if a resident is unable to ask 
for it themselves. 

Changes over time 

101 . Over time, I have seen more people come into the home. At the same time, more 
staff have been taken off rosters . Previously, there was an occupancy rule which 
stated that once a ward had less people, you would get less staff and vice versa. 
However, now we permanently have less staff. This increases my workload 
significantly. 

102. In 2018, the facility introduced 'Aging in Place' in the wards. This essentially means 
that when a resident comes to the facility , they remain in the same room until they 
pass away. Therefore, no matter how much their health declines they stay within the 
same room in the same ward . This means that care staff have to do more for these 
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residents physically while also providing greater emotional support as their physical 
and mental health declines. 

103. Prior to this, the facility had a hostel ward which was supervision only and where the 
residents required minimal care. There was also a higher care ward where we would 
be required to use sling lifters and feeding. We would essentially do everything for 
the resident. There was also a low care dementia ward . The residents in this ward 
were quite mobile but had dementia. Now all of these residents are spread throughout 
the wards and each set of residents provides their own challenges for care staff. 

104. Although the idea of 'Aging in Place' sounds nice, it does not work. In my observation 
it impacts on residents when you put people who are declining in health together with 
people who are of sound mind. You get more behaviours with the people who are of 
sound mind because they have to deal with the declining behaviour of other residents. 
For example, if someone is chanting constantly because of their dementia, other 
residents complain, get agitated and ask them to be quiet. They just want their peace 
and quiet. 

Why I love my job 

105. I love my job because I love caring for people. I love working with the staff. We get 
along great. When we are working there is good morale on the floor but when we are 
not getting looked after the morale goes down. I just observe a general compassion 
to care for people amongst my colleagues. This means so much to me. 

Pay 

106. I definitely struggle to make ends meet. I barely have any left over money for anything 
after the bills and the mortgage. I cannot keep up with the cost of living with pay that 
is approximately $20 an hour. My last pay increase was 38 cents per hour. Over an 
8-hour shift that does not even get me a cup of coffee. 

Alison Curry 

Date: 3 0 · J . 2 / 
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STATEMENT OF ATTAINMENT 
A Statement of Attainment is issued by a Registered Training Organisation 

when an individual has completed one or more accredi ted units 

HLTAID001 

HLTAID002 

HLTAID003 

ALISON LEIGH CURRY 
has attained 

Provide cardiopulmonary resusci tation 
Provide basic emergency life support 

Provide first aid 

These competencies were attained in completion of SG00003047 Statement of Attainment in 
First Aid Skills Group . 
Dated: 15 June, 2020 

Managing Director 
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STATEMENT OF ATTAINMENT 
A Statement of Attainment is issued by a Registered Training Organisation 

when an individual has completed one or more accredited units 

HLTHPS007 

ALISON LEIGH CURRY 
has attained 

Administer and monitor medications 

Dated: 8 April , 2019 

Managing Director 

I crnTIFY THIS TO BE 
A mu1- (,()f''/ OF THE 

Q()(, 1J~ H 'Ir >• 1r ,"lrJ A:JD 

Acron I ru TG '.IE k:, fHE 
on,,J ~,.,L 

0141.6) t/077 

TAFE NSW 
3 ROWLAND AVENUE 
WOLLONGONO NSW :500 

RTO Prov+oe< No 90003 
AON 8975534a137 

----------
9 166204001 07029 

Page I of 1 

lf[VI ~r,urn WALES T[CII I IICAI ArlD FURTll[fJ [DUCAi iON rr,MMISSI0/ I 

AII5TPAI IA 
10214

nprasad
FreeText
AC-4�



Page 17

dementia 
australia" 

Statement of Attainment 
A Statement of Attainment is Issued by a Registered Training Organisation when an individual has completed one or 

more accredited units 

Alison Curry 

has been assessed as having attained 

(CHCAGE00S) Provide support to people living with dementia 

This competency forms part of the Certificate IV in Ageing Support CHC43015 

Signed: _ ~ _ 

Dr. David Sykes 

General Manager, Learning & Development 

Dementia Australia Limited RTO Code 2512 

Dementia Austral ia Limitcc l 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

REPLY WITNESS STATEMENT OF ALISON CURRY 

 

I, Alison Curry, Assistant In Nursing (thereafter) (AIN), of  

, say as follows: 

1. I am a witness in these proceedings. 

 

2. I have previously provided a statement in respect of these proceedings, dated 30 March 2021 (“my 
first statement”). 
 

3. I now provide the following information in addition to my first statement. 

 

Change in employment 

4. Since I prepared my first statement, my employment has changed. Since about March 2021, I have 

been working at TAFE, where I am currently teaching students studying the Certificate III Individual 

Support (Ageing) qualification at its Shellharbour campus. At my request, my employment with 

Warrigal was converted to casual in or around March 2021 to allow me to dedicate more of my time 

to my position at TAFE.  

 

5. Since 5 January 2022 until the end of April 2022, I elected to not take any shifts at Warrigal Mount 

Terry for a short period due to a COVID-19 outbreak at the facility, as I was concerned that I would 

contract COVID-19 and pass it between my two workplaces. I have had to forfeit part of my regular 

income due to these circumstances. 

 
 

Impacts of COVID-19 

6. Throughout the COVID-19 pandemic, I worked at Warrigal Mount Terry Aged Care Home (“the 

Home”) as an AIN (thereafter). The Home has approximately 150 residents. 

 

7. Between December 2021 and about February or March 2022, Warrigal Mount Terry had a COVID-

19 outbreak and was in lockdown. As mentioned above, I worked for part of the outbreak before 

asking to be rostered off for a period. My experience of the outbreak was from experiencing it on 

shift, from reading my work emails and having general discussions with my Mount Terry colleagues 

-
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when they attended TAFE when I was not rostered on. The emails I receive include regular updates 

on the happenings in the Home, directions for staff, residents’ medical and clinical information, 

emails from doctors, new admissions, medication changes, which residents are being treated for 

COVID-19 and staff memos. I read these emails so that I am across what has been happening in 

my absence so I can hit the ground running when I return in May.  

 

8. COVID-19 ran rampant throughout the facility. Most of the staff contracted it and took it home to 

their families. Many residents contracted it and quite a few of them unfortunately passed away.  

 

9. It has been a distressing time for the staff and residents. My work emails notify me of residents that 

passed away with COVID-19 during the outbreak. When residents passed away from COVID-19 

that I was close to, it really negatively affected my mental health and wellbeing. When I spoke to 

my colleagues, they were often very upset. Sometimes when we lost a resident we would discuss 

if their COVID-19 infection could’ve been prevented even though we know we tried our best to try 

and prevent it, which included adhering to infection control procedures and properly donning 

(putting on) and doffing (taking off) PPE. It has also been distressing for me since I stopped taking 

shifts at Warrigal because I haven’t been there to help.  

 

10. When residents had COVID-19, they required more assistance than usual and would call us on 

their buzzers more frequently. This was an impossible task because we were frequently short-

staffed and there wasn’t enough staff on to tend to everyone. We had to be more aware of any 

signs of a resident declining, as with COVID-19 older people can decline rapidly and we needed to 

be on top of this. We were run off our feet, very stressed and worried for our own safety and the 

residents’ safety. Even though we were short-staffed, we needed to make sure we were still doing 

our jobs properly. We had to try and figure out what was most urgent and most important just to 

keep people alive and cared for. 

 

11. Like me, at the Home, many of my colleagues work two jobs. People had to choose which job to 

work at during the outbreak to make sure they didn’t unknowingly pass COVID-19 between their 

two workplaces. We were also dealing with having reduced incomes for weeks at a time because 

we only had the one job. 

 

12. The residents were restricted to their rooms. I, like the other care staff, had to provide emotional 

support to residents who were feeling isolated because they couldn’t see their family or even catch 

up with other residents that they are friends with. This affected their mental health. We had to make 

sure we were picking up on any changes in their mood or behaviour.  

 
13. Throughout my employment, I have cared for residents with suicidal ideation. When I identify this, 

I ask them why they were feeling that way and put them on a sight chart. This requires the care 

staff to check on the resident every half an hour to ensure they are ok. It also means myself or the 

RN would document this in the resident’s progress notes and make the necessary referrals for the 
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resident, such as to the Older Person Mental Health Clinical Nurse Consultant or for pastoral care. 

I assess the contents of the resident’s room and remove any items from room that resident could 

harm themselves with (e.g. razors).  I also take the time to reassure them, asking things like “Are 

you ok? What can I do to help you?” or “Can we connect you to family, why are you feeling this 

way?”. I try to find out as much as I can about why the resident is unwell and ask all the possible 

ways I can help them before I go to the RN. This is to make sure the resident can get the assistance 

they need. We need to use counselling skills and are expected to have empathy for the resident. 

 

14. To try and assist residents’ wellbeing, the Lifestyle staff and sometimes AINs/ CSEs facilitated 

Skype or phone calls to residents’ families. This involved contacting the family member, arranging 

a time, making sure a staff member would be available to assist the resident with the call and then 

attending to the resident’s appearance prior to the call such as brushing their hair and making sure 

their hearing aids were in if they wear them. Most of the residents need assistance with technology 

such as Skype and some cannot hold a phone themselves so we would often sit with them for the 

duration of the call to make sure they could speak with their family. Often the calls would be 

scheduled outside of regular business hours to accommodate family members who work. The 

Lifestyle staff were not on shift at these times so AINs/ CSEs would have to come off the floor to 

assist. This meant there were fewer care staff on the floor to undertake their regular duties.  

 
 

PPE 

15. During the pandemic, we have had to keep on top of the changing requirements around PPE, which 

were dictated by both public health advice and the direction of management. We were first required 

to wear masks once they were mandated in a Public Health Order.  

 

16. When there was a COVID-19 outbreak, we were required to wear full PPE, which included:  

 

a. a N95 mask;  

b. gloves;  

c. a gown; and  

d. a face shield or goggles. 

  

17. Staff had to wear the above PPE throughout the entire facility, regardless of whether we were in 

close contact with a resident (e.g. showering them) or at the nurses’ station. 

 

18. When the facility had an outbreak, we were required to don and doff PPE every time we entered or 

exited a resident’s room to minimise the risk of cross contamination. Donning and doffing stations 

were set up outside each room. 
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19. I estimate that the donning and doffing process took about 5 minutes each time we entered a 

resident’s room. There is only one sink in each corridor, so this meant we had to doff the PPE in 

accordance with procedure, walk to the sink without touching anything, wash our hands for at least 

a minute and don PPE again to enter the resident’s room. If the resident wanted something that 

required us to leave their room, we had to repeat this procedure from start to finish.  

 

20. We had to complete extra training on donning and doffing PPE and attend toolbox talks about 

infection control and work health and safety when required. The RN and Team Leader also had to 

learn how to perform rapid antigen tests on residents and we performed one on each resident once 

a day when there was an outbreak in the Home. 

 

21. I expect that we will have to continue to wear PPE and take these infection control measures in 

Aged Care as COVID-19 does not seem to be going away even with immunisation. 

 
 

Short-staffing 

22. We have frequently worked short-staffed during the pandemic, as staff either contracted COVID-19 

or were close contacts. This meant that we really had to use time management skills and prioritise 

our tasks in order to get through our usual duties so we wouldn’t have to stay back too late. Even 

trying my best, I usually stayed back 15-30 minutes unpaid after each shift to complete 

documentation, such as progress notes, Activities of Daily Living, urine output, bowels output, 

insulin, blood glucose levels, blood pressure and whether a resident took their medication. Anything 

we couldn’t complete during the shift meant that it was passed on to the next shift. The volume of 

work that accumulated was insane.  

 

23. When there was an outbreak, staff from different areas of the Home were not allowed to inter-

mingle. This created extra duties for care staff. For example, the catering staff were not allowed to 

leave the kitchen so they would leave the food trolley near the entrance of the door to the ward and 

care staff were required to deliver meals to residents. This took time away from performing our 

usual duties. 
 

24. We also had to manage our own stress and that of the residents. A lot of people overworked 

themselves to assist other staff.  
 

25. AINs and CSEs usually work in pairs on our rounds. If there is an inexperienced CSE, they are 

usually paired with a more experienced AIN or CSE who will supervise them and check their work. 

The short-staffing meant that often inexperienced staff were paired together and there was no one 

to check their work as they performed it. Staff were inexperienced because they were either new 

starters at Warrigal or staff who had never worked that shift before and weren’t familiar with what 

was expected of them on that shift. 
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26. As Team Leader, I had to check everything the inexperienced staff were doing to make sure 

inexperienced staff were correctly adhering to PPE requirements and performing their duties. This 

was stressful because we were already busy.  

 

27. With inexperienced staff, I have to explain what I need them to do very clearly and more often. For 

example, instead of saying “can you put resident A to bed”, I have to say “can you put resident A to 

bed, which includes toileting them, checking whether they have been incontinent, change their 

incontinence aid, assess their skin conditions whilst changing their clothes, check their mobility 

whilst you are moving them, dress them appropriately for bed, ensure their fluid and buzzer are in 

place they can reach it and that they are going to be warm enough with the blankets that they have”. 

I then need to answer any questions that an inexperienced staff member might have about these 

steps and check their work. If something has been done incorrectly, I mentor the staff member and 

show them how to do the task properly. This is in addition to doing buddy shifts when I am allocated 

them. 
 

28. This is time consuming and is difficult when you are already busy due to working short-staffed. 
 

 

Staff turnover 

29. In my experience, staff turnover has always been an issue in aged care. The main reasons that my 

colleagues have relayed to me for leaving the sector are: 

 

a. students who work part time whilst completing their university studies who use Aged Care 

as a stepping stone for their career, who leave when they graduate to become a RN or to 

work in a hospital because the pay is higher;  

 

b. young people who enter the industry who don’t stay long because they don’t realise what 

the work involves, such as showering residents and constantly cleaning up bodily fluids; 

 

c. people who enter the industry but leave soon after due to the amount of work you are 

expected to do for the low pay rate;  

 

d. people over 45 years old who return to the workforce after raising a family who often have 

their own health problems and can only manage two or three shifts a week; and 

 

e. people who love their job and work 5-6 shifts per week who work themselves to the bone 

until they burn out or get injured, due to the physically and mentally exhausting nature of 

the work. 
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Employer Evidence 
30. I have reviewed parts of the witness statements of the following witnesses in this case:  

(a) Kim Bradshaw (Bradshaw Statement) (paragraphs 28 to 59);  

(b) Craig Smith (Smith Statement) (paragraph 32);  

(c) Mark Sewell (Sewell Statement) (paragraphs 34, 60-61, 100-102, 111); and 

(d) Emma Brown (Brown Statement) (paragraphs 29-34, 70-76, 81-83). 

 

31. I do not agree with the entirety of the descriptions of my role as an AIN or care worker in these 

statements. They have not properly characterised the work required in my role or they are 

incomplete.  I have detailed some of the matters that I disagree with in the below paragraphs. 

 

Changes in technology 

32. I understand that some witnesses on behalf of employer groups have given evidence that the 

introduction of technology in certain areas has made the job of care staff easier.  

 

33. I do not agree with:  

 

a. the statements of Ms Brown at paragraphs 81-83 of the Brown Statement, in particular the 

assertion that there has been a transition from paper-based documentation to electronic 

based documentation and this has made the work of employees easier, quicker and more 

user friendly; and 

 

b. the statements of Mr Sewell at paragraphs 60-61 of the Sewell Statement, in particular the 

assertions that there has been an expansion in mechanical aids such as lifters and that 

electric lifters are now available for all employees to assist them to lift heavy and immobile 

residents. 

 

34. The only new technology which has assisted me in my role is the move from paper-based signing 

sheets for medication to MedMobile. This is a program on an iPad that we use to track when 

residents have taken their medications. I still have to use a hardcopy folder of medication 

documentation (e.g. medication charts), which I keep with me on the medication trolley. In doing 

medication rounds, I have this hardcopy folder open as I go, checking the medications against both 

the folder and MedMobile.   
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35. Currently at the Home, there is only one iPad per section for MedMobile and one per section for 

wounds. There are computers in the nurses’ stations. The dementia ward has a laptop in the nurses’ 

station which is located outside the dementia ward.  

 

36. There have been suggestions from management that they will introduce iPads in each room which 

AINs and CSEs can use as a checklist to document which duties we have performed in each room, 

for example, changing a resident’s pad, when they have been toileted or when we last checked 

their skin integrity. This has not yet been introduced and we haven’t been provided with any kind of 

timeline from management. 

 

37. We currently record this information on paper as we attend to residents. We then need to record 

this information into the iCare computer system, which can take up to an hour each shift. This 

means care staff need to have the skills to properly observe residents, record these observations 

on paper-based sheets and then correctly enter them into the computer system.  

 

38. If this information isn’t recorded correctly, there can be negative impacts on the resident. For 

example, if a care worker doesn’t record that a resident has opened their bowels on the bowel chart 

and it appears that the resident hasn’t opened their bowels for a number of days, I give them a 

laxative on the RN’s directive or assist the RN to give them an enema because the bowels haven’t 

been charted correctly. This can cause them to then have diarrhoea.  

 

39. Warrigal has a “no lift” policy however mechanical aids, such as sling lifters, Sara Steadys and 

stand-up aids still require care staff to use their strength and skills to assist residents to move. 

Within two days of a resident’s arrival at the Home, the physiotherapist undertakes an assessment 

to determine which mobility aids (if any) are most appropriate for the resident. This is added to their 

care plan and communicated to the RN and Team Leader, who then communicates this with the 

care staff. Some residents use different types of mobility aids which are recorded in the care plan. 

For example, a resident has been assessed for a Sara Steady PRN a stand aid. Care staff are 

required to use their discretion to determine which of the listed mobility aids are most appropriate 

for the resident to use at the time.  

 

40. These lifters are not new and have been available to care staff to use since I started in Aged Care 

in or around 2003. 

 

41. We still have to use manual handling techniques to move immobile residents. These aids do not do 

100% of the work for us. For example, if myself and another AIN/ CSE are using a slide sheet to 

assist a resident who has slipped too far down their bed, we are required to move the resident onto 

the slide sheet by rolling them to their side, placing half the sheet under them, rolling them on their 

other side and placing the rest of the slide sheet under them. We then slide the sheet with the 

10222



8 
 

resident on top of it up the bed to a more comfortable position. This has always been, and remains, 

physical work. 

 

42. While there are mechanical aids available for us to use, there is not enough of each type of 

mechanical aid in the Home to allow us to perform our duties. For example, there is approximately 

one to two sling lifters to a ward and each pair of AINs or CSEs doing their rounds need to wait to 

use them to assist immobile residents if other staff are using them. I estimate that we need about 

two to three of each aid per ward. This is compounded by each resident having their own sling for 

infection control. Most residents only have one sling. If a resident has soiled themselves or been 

incontinent in their bed, this inevitably contaminates the sling and we have to send the sling to the 

laundry for it to be cleaned, which has a turnaround of approximately two days. In this time, the 

resident is unable to be moved and must stay in bed. We provide the resident with pressure area 

care, which involves the AINs/ CSEs turning the resident with the slide sheet as described above. 

 
 

Changes in work environment 

43. I understand that some witnesses on behalf of employer groups have given evidence that the shift 

in the work environment from an ‘institutional’ setting to a purpose-built residential or ‘hotel’ setting 

makes it easier to use mechanical aids and there is more room to assist residents with physical 

tasks such as getting out of bed and showering. This is not the case at the Home. 

 

44. The layout of the Home has not changed since I started working there about 7 years ago. The 

Home has mainly single rooms and some double rooms with an ensuite, which are usually reserved 

for couples where possible. There are plans for renovations to add additional single rooms as an 

extension to the Home however I am not aware of when this is due to commence. 

 

45. Having an en-suite in the residents’ rooms does not make my job easier. My job is the same, 

regardless of whether the bathroom is in a resident’s room or down the corridor. The only thing the 

location of the bathroom changes is the distance you need to assist the resident to move to go to 

the bathroom. The part of our job that is more time consuming is assisting a resident out of bed into 

a mobility aid or toilet chair and then assisting them on and off the toilet and back into bed.  

 

46. When residents move into the Home, they sometimes bring furniture, such as a cabinet or tallboy. 

When using a sling lifter, we are still required to wheel it into the resident’s room around any furniture 

that is there, rearrange any chairs or sometimes move the bed to a position so that there is enough 

space to get the lifter in the room to lift the resident safely. Some rooms are carpeted, which makes 

pulling and pushing the sling lifter more difficult and strains my back. 

 
 

10223



9 
 

Contact with family members 

47. I understand that some witnesses on behalf of employer groups have given evidence that there has 

not been a material increase in the level of engagement required by employees with families and 

that care staff are expected to speak to next of kin/relatives when they come into contact with them 

and undertake in general conversation but not to give an update on the resident or their care.  

 

48. I do not agree with: 

 

a. the statements of Mr Sewell at paragraphs 100-102 of the Sewell Statement, in particular 

the assertion that if a family member or responsible person requires information about their 

loved ones, this will generally be referred to the RN in charge of the shift or the care 

manager in charge of the day; and 

 

b. the statement of Mr Sewell at paragraph 111 of the Sewell Statement, in particular that the 

expectation on the level of engagement between the provider and the person receiving 

care and their family/ person responsible have largely remained the same. 

 

49. In my experience, families have higher expectations about the level of engagement that care staff 

provide than when I started in Aged Care.  

 

50. AINs and CSEs engage with family members whenever they come to visit residents in the Home. 

Family members expect that the first staff member they see in the room will be able to provide them 

with an update on their loved one and often do not understand the distinction in our roles. In my 

experience, we need to know how each resident is feeling, what they have done that day and what 

they need their family to bring in if it is something the Home does not provide, such as: 

 

“I noticed your mum is running low on body wash.” 

 

“Your mum has been saying she’d really like some oranges, can you please bring some in.” 

 

“Your mum had a really long shower today and she enjoyed it.” 

 

51. If a family member asks a general question, care staff can answer them. If they have a question 

relating to the resident’s clinical care, care staff are required to refer this to the staff member who 

holds a Certificate IV (which is me) or the RN on duty.  

 

52. AINs and CSEs also come into contact with family members when answering phone calls. Family 

members sometimes call wanting a clinical update and can become quite irate when they are told 

they will have to wait for the one RN on duty to either come to the phone or call them back. 

Understandably, some family members think their loved one is the most important person in the 
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facility and don’t understand why the RN can’t speak to them right away. It is the AINs or CSEs who 

have to deal with this until the RN is available. 

 

53. Before the pandemic, the RN and Team Leader had a phone and there were also phones located 

in the nurses’ station. When a family member called the nurses’ station, we often missed their calls 

because we were attending to the residents. I understand that families complained because they 

would ring but no one answered their calls. During the pandemic, Warrigal changed this system. 

Instead of having the unattended phones in the nurses’ station, an AIN/ CSE was allocated to attend 

to what was called the ‘family phone’ during that shift and was expected to answer the phone, 

deliver the phone to the resident and stay with the resident until they finished their call as they 

sometimes required assistance holding the phone or putting the phone on speaker. While the AIN/ 

CSE was in the process of finding the resident the family member had called for, the family member 

often asked the AIN/ CSE about the status of the resident and they were expected to answer, 

provided it was not breaching privacy regulations or involved clinical information. We received no 

extra training for this.  

 

54. During lockdowns, care staff assisted with Skype calls to family. During these calls, family members 

sometimes asked information about their loved one while we were assisting with the call. The 

families were more demanding because they could not see their loved one in person. 

 

55. We also have to be aware of family dynamics and what we communicate to each family member. 

For example, one member of a family has told me they want us to take every intervention possible 

to assist a resident who is unwell, while another has told me they want us to just make the resident 

as comfortable as possible. We must try not to get caught up in these conflicting views and deliver 

the care the resident requires as per their care plan.  

 

56. If there is a minor complaint about something general, care staff can deal with it. For example, a 

family member complains about their mum’s missing clothes. The care staff would apologise and 

go to the laundry or lost property to find and return them and let the family member know where 

they were. The care staff may take the clothes to the laundry to be labelled. This is then documented 

on a communication form and then passed on to the RN.  

 

Medication 
 

57.  I understand some witnesses on behalf of employer groups have given evidence that medication 

trained care staff receive supervision from a RN, which involves a RN checking the medication on 

the medication trolley is correct, monitoring the personal care worker whilst undertaking a 

medication round and conducting audits of medication charts to ensure the medication round has 

been undertaken properly. 
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58. I do not agree with parts of paragraph 72 and 75 of the Brown Statement. In my experience: 

 

a. Team Leaders and occasionally RNs send the medication chart to the pharmacy. 

 

b. The RN does not check the medications and determine how the medications will be 

administered unless a Team Leader alerts them to check it. The medication administration 

is recorded on the resident’s primary medication chart for the Team Leader to read how 

they take it (e.g. with Gloop/crushed). The Team Leader asks the resident how they would 

prefer to take the medication if they are able to communicate this. 

 

c. The work undertaken by medication competent care staff involves packing the trolley and 

checking that the medication matches the order on the resident’s primary medication chart 

and what is on the MedMobile. We distribute all medications except S8 medications and 

insulin, which the RN administers and we witness the dose. Care staff undertake the BGL 

testing before insulin is administered. We are constantly assessing the resident whilst 

assisting them with their medications. For example, we are checking whether the resident 

is hiding medications, struggling with the method of delivery, having a reaction or displaying 

any signs of physical or mental deterioration. When any changes are made to a resident’s 

medication, we fax or email the pharmacy for delivery of these medications. When a 

resident is on antibiotics, we start a draft infection report for the RN which outlines what the 

antibiotics are for, what type and dose/length to be taken for the RN to complete and 

monitor that the symptoms of the infection are decreasing with the effectiveness of the 

antibiotics. When the RN is unavailable, the Team Leader sometimes assists the doctor 

and accompanies them to see residents and to inform the doctor of any concerns we have. 

 

59. I am not supervised by the RN unless I am giving a resident S8 medications or insulin. I prepare 

the trolley by myself and do the medication round by myself. The RN on duty does not have enough 

time on their shift to supervise me undertaking non-S8 medication rounds.  

 

ACFI accreditation 

60. I understand that some witnesses on behalf of employer groups have given evidence that care staff 

are not particularly involved in the ACFI accreditation process. 

 

61. I refer to the statement of Mr Sewell at paragraph 34 of the Sewell Statement, in particular the 

assertion that it is the Facility Managers, Deputy Managers and RNs who spend a lot of time 

collating and preparing the necessary documentation for the Warrigal Compliance team. This is 

correct however care staff are also involved in this process. 
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62. At Warrigal, care staff work alongside the RN in the ACFI accreditation process. If it is time for an 

ACFI assessment, someone from the Warrigal Compliance team notifies care staff and places 

folders out for the relevant documentation for us to complete. 

 

63. It is the AINs and CSEs who document how much assistance a resident needs through detailed 

charts and progress notes based on our observations of that resident. For example, if a resident 

needs a continence assessment, the AINs or CSEs observe the resident over the relevant period 

and complete and collate the relevant bowel and urine output charts and progress notes.  

 

64. The RN undertakes the relevant assessment on the basis of this documentation and then this 

documentation is collated in the folders for the Warrigal Compliance team member to collect and 

put in their pack to send off to ACFI. 

 

National Aged Care Mandatory Quality Indicator Program (NACMQIP) and effect of increased 
administrative burden of RNs 

65. I refer to the statements of Ms Brown at paragraphs 32 and 34 of the Brown Statement, which state 

that NACMQIP reporting is largely a task for RNs and that its introduction does not impact the work 

performed or impact the clinical skills required by personal care workers. 

 

66. In my experience, RN roles are more administrative than when I started in Aged Care. This means 

there is more care pressure on the AINs and CSEs as the RN’s role has become more of a desk 

job completing assessments and documentation. It is the care staff on the floor monitoring any 

clinical findings of the residents and reporting this back to the RN so they can complete these 

assessments. Sometimes when the RN is run off their feet, the care staff will start filling out most 

of the assessment for the RN and save it as a draft for the RN to finalise when they have time. 

  

67. In my observation, the shift of RN roles becoming more administrative has impacted the work 

performed and clinical skills of care staff because RNs have less time on the floor to perform clinical 

care duties. In my experience, the impact on care staff includes: 

 

a. pressure injuries – care staff examine the resident for pressure injuries, take photos, start 

skin injury reports and wound charts for the RN to complete when they are available, 

monitor these areas when attending to personal care, report any changes to the RN, attend 

to two hourly pressure area care and reposition the resident to prevent further breakdown 

of the area or to prevent further new areas from occurring; 

 

b. physical restraints - care staff apply these restraints, document the time when the restraint 

is put on and taken off and document whether the intervention is working; 
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c. weight loss – care staff weigh the resident and re-weigh them if directed by the RN, feed 

them and encourage them to eat if required, restrict and monitor their fluid intake if the 

resident is on fluid restriction, and care staff and Team Leaders can do referrals to dietitians 

and speech pathologists via email if the RN is busy provided we copy in the RNs; 

 

d. falls  - care staff find the resident on the floor, alert the RN, complete observations on them 

every 15 minutes, start a falls incident report for the RN to complete, make a referral to the 

physiotherapist to have the resident’s mobility assessed, assist them to get up from the 

position they fell in, remove or clean any environmental factors or hazards that contributed 

to the fall, implement any fall prevention strategies and attend to a urinalysis to rule out any 

other issues for the fall. Team Leaders can also email the doctor to inform them that the 

resident fell; 

 

e. major injuries – care staff manage all of the Activities of Daily Living for residents with major 

injuries, document their progress and report any changes to the RN; and 

 

f. medication management – Team Leaders deal with all medication administration except 

for S8s, start medication incident reports for the RNs to complete and report to the RN any 

findings and can email the pharmacy for re-orders or to report unpacked medications. 

 
68. In my experience, the increased reporting requirements trickles down to the care staff, even though 

the RNs are the ones completing the final reports. 

 

Resident expectations 

69. I do not think that the statement of Mr Smith at paragraph 32 of the Smith Statement properly 

characterises the change person-centred care has had on the impact of care staff, in particular the 

assertion that the “fundamental role that these employees undertake hasn’t changed, they are still 

providing the same daily care and clinical care in accordance with a care plan”.  

 

70. Before person-centred care was introduced, the structure of our shift was more regimented. We 

would do our rounds and every resident would shower, get dressed and eat at roughly the same 

time every day.  

 

71. The shift to person-centred care has had a major impact on the way we structure our shift. We have 

increased our quality of care to be more person-centred to accommodate the resident’s choice. 

Whenever a resident wants to do something, we are expected to be there to provide assistance to 

them. We are to treat them as if they are effectively in their own home and making their own 

decisions about when they want to do something.  
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72. For example, if a resident’s care plan states that they prefer to shower in the morning but on a 

particular day they say they want to shower after lunch, we then have to change our schedule to 

make this happen. We have to remember to come back to that resident and find time in our day to 

make sure they are showered at a different time to when we had set aside time for this task. This 

means we have to use time management skills and be easily adaptable to residents’ needs and 

wants. We need to be adaptable, able to prioritise and also manage resident’s expectations. This 

requires strong interpersonal and communication skills. 

 

73. In my experience, the shift to person-centred care has been difficult as we have poor staff to 

resident ratios and residents have become increasingly demanding. This has become more difficult 

during the pandemic, as I have noticed residents becoming more demanding as they feel isolated 

and their mental health is declining. In my observation, staff do their best to give quality care under 

pressure. 

 

74. I once asked management for more staff to help on the floor to make sure we could better assist 

residents with their needs. I was told words to the effect of, “you don’t need more staff, you need 

better time management”. 

 
 

Serious Incident Response Scheme (SIRS) 

75. I understand that some witnesses on behalf of employer groups have given evidence that care staff 

are required to identify potential issues that need to be reported to SIRS and then provide their 

concerns to the RN. 
 

76. I do not think this properly characterises the role of care staff in these circumstances. 
 

77. At Warrigal, whoever finds an incident makes the incident report. This is usually an AIN or CSE, as 

the RN on duty is usually busy completing documentation in an office. The person who finds the 

incident must complete various accompanying documents depending on the type of incident. For 

example, if a resident has assaulted another resident, the AIN or CSE will complete a progress 

note, document the behaviours displayed by the resident in the behaviour chart and then fill out the 

incident report.  
 

78. In the incident report, we are required to set out what happened and what action was taken by the 

care staff to address the situation. This is to record, for example, that we de-escalated the situation 

or ensured the residents were separated immediately and that they continue to remain separated, 

checking on them regularly to ensure the behaviour had not reoccurred. We then save the incident 

report on the Warrigal system and ask the RN to complete their section and they transfer the report 

and documentation over to the SIRS system.  
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Daily work of a Warrigal AIN 

79. I do not agree that the statements of Ms Bradshaw at paragraphs 28-59 of the Bradshaw Statement 

completely characterise the work of a Warrigal AIN in my experience working at Mount Terry.  

 

80. In my experience, the main aspects of this characterisation which are different are: 

 

a. Handovers at the start of day shift include the RN and Team Leaders. Night shift care staff 

do a separate handover to day shift care staff and often information is missed and not 

handed on to everyone on shift despite our best efforts. This process is the same for each 

shift handover. 

 

b. The RN does not allocate the work for the day to the AINs, the care staff are expected to 

automatically know this information. The care staff attend to everyone in the ward and 

document their interactions with everyone they attend to. We are told who is being 

assessed and there is a folder we refer to with a shower list in it. More experienced care 

staff instruct new staff on who to shower, toilet and feed. 

 

c. When we are getting the resident ready for the day, we also communicate with the resident 

and have general conversations to get to know them better and find out their routine. We 

also ensure their environment is clean, their buzzer is working, they have fluid in reach, log 

any maintenance required, report or fix hazards and report any decline, pressure areas 

wounds, behaviours, mobility, incontinence and bowel information. 

 

d. Care staff are not trained in counselling however we do this to the extent we can when the 

resident needs it. 

 

e. In addition to assisting the resident with food and fluids, care staff are expected to know 

the fluid requirement and any restriction for each resident, fluid textures as per their IDDSI 

level, who is diabetic to make sure they get regular food and drink with artificial sweetener 

and monitor outputs for catheterised residents. Assistance with food and fluid occurs at 

each meal time throughout the day.  

 

f. Care staff do approximately four rounds of the ward they are allocated to each shift. We 

also attend to residents outside of our usual rounds if they press their buzzer, are on a sight 

chart, are palliative, have fallen or display behaviours during the shift. 

 

g. At morning and afternoon tea time, we are required to find the residents and make sure 

they have received their fluids and snacks. The residents often dispersed throughout the 

Home at this time of day.  
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h. Some residents are massively incontinent and need more assistance than having their 

incontinence aid changed. In some circumstances, we must shower the resident to clean 

them up and this can occur more than once in a day for the same resident. 

 

i. After lunch, we assist some residents to bed using lifters for an afternoon nap.  

 

j. When family members are unable to take a resident to an external appointment, a care 

staff member (who is rostered on separately to those doing rounds) to accompany the 

resident to the appointment. 

 

k. The Team Leader attends to residents’ wounds, some assessments and then does the 

medication rounds. 

 

l. The doctors usually visit residents during the afternoon or in the evening so care staff are 

required to work around them. 

 

m. During night shift, care staff go from room to room quietly cleaning, restocking everything, 

charging batteries for lifters and machinery, organising the incontinence aid delivery for the 

next day, cleaning common areas, kitchenettes and chairs. Care staff use this time to make 

food and fluids for unsettled residents as required.   

 

81. I also rely on the description of my duties as set out in my first statement.  

 

Teaching Certificate III Individual Support (Ageing) 

82. At TAFE, it takes students six months of full-time study in addition to their work placement to obtain 

a Certificate III. 

 

83. Students studying a Certificate III in Individual Support (Ageing) at TAFE are required to complete 

13 units and 120 hours of work placement. Each unit contains three assessment tasks, which are 

split into three components:  

 

a. a knowledge assessment, which is a written assessment containing questions and case 

studies that cover all aspects of the knowledge criteria in the unit competencies provided 

by the government; 

 

b. a skills assessment, which for example could include using dummies to simulate how to 

shower a resident; and 
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c. a workplace assessment to learn on the job, which is assessed by a TAFE teacher or RN 

onsite. 

 

84. The work placement is usually split into three blocks and is completed after students have 

completed a few units so that they can see how a facility operates and put their knowledge into 

practice in the real world.   

 

85. The syllabus includes the following core units: 

 

a. Provide individualised support; 

b. Support independence and wellbeing; 

c. Communicate and work in health or community services; 

d. Work legally and ethically; 

e. Recognise healthy body systems; and 

f. Follow safe work practices for direct client care. 

 

86. A copy of the syllabus for this course is marked and attached AC-1 to this statement. 

 

87. Students studying this qualification receive training on the legislation underpinning the sector and 

their legal obligations, how to operate within the expected communication channels, how to look 

after residents’ wellbeing and preserve independence and the requisite clinical skills to work as an 

aged care worker, aged care support worker or care assistant. 

 

88. In my experience, staff who hold a relevant Certificate III qualification have a better foundation upon 

which they can learn their on-the-job skills to perform their role. With this qualification, they already 

have already learnt how to assist people with complex care needs, look after their personal care 

needs and how to use mechanical aids, to name a few examples.  

 

89. Staff commencing without a Certificate III do not have these skills and are only provided with a brief 

online orientation and three ‘buddy’ shifts upon commencement where they shadow a more senior 

AIN or CSE. The supervising AIN or CSE does not receive training on how to onboard a new starter 

and does not receive extra pay for this buddy shift. After completing these three shifts, new 

employees are then expected to be able to perform all of the duties required of a trained AIN/ CSE 

without constant supervision. 

 

90. In my experience, it takes approximately three to six months for new employees to familiarise 

themselves with each of the residents in the facility and the work schedule of each shift. New 

starters need to learn the residents’ clinical needs, such as their dietary requirements, incontinence, 

mobility and the specific care they need at different times of the day, in addition to their personal 

preferences, personality traits and communication styles and past history (e.g. if they served in a 
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war, the resident could be experiencing past trauma so the new starter needs to understand signs 

to look out for).  

Alison Curry 

Date:  20/04/2022
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Certificate Ill in Individual Support (Ageing) - CHC33015-02V03-22SHB-009 - Shellharbour (Focused on Ageing) - TAFE NSW 

AC-1 
~ TAFE NSW > Courses > Certificate Ill in Individual Support (Ageing) > Shellharbour (Focused on Ageing) 

CERTIFICATE Ill IN INDIVIDUAL SUPPORT 
(AGEING) 
National course Code: CHC33015 I TAFE NSW code: CHC33015-02V03-22SHB-009 

Location - Shellharbour (Focused on Ageing) 

Attendance 

Full Time 

Study commitment 0 

18 Hours per week 

Course Details 

course Description 

Delivery O 

On campus 

Duration 

21 Weeks 

Q Save Course Download Course 
Brochure 

Enquire Now 

course Start Date 

Enquire Now 

../ Nationally Recognised Training 

../ Traineeship Allowed 

../ This training is fully government

subsidised under JobTrainer 

The notionally accredited Certificate Ill in Individual Support (Ageing) will give you the skills to work as on aged core worker in the 
expanding aged core industry. Experience a deep sense of job satisfact ion as you support elderly people to maintain independence and 
achieve their personal goals in a residential setting. 

LEARN NEW SKILLS 

Through theory and practical course work you will learn how to: 

• Provide individualised support to clients with diverse needs, including people with dementia 
• Empower clients to reach their independence goals 
• Provide information and advice to clients on their oral health 
• Incorporate the concepts and pract ices of person-centred support 

DEVELOP YOUR TALENT 

Develop the qualities needed to get ahead in this field: 

• Collaboration and teamwork 
• Strong problem solving abilities 
• Great spoken and written communication skills 

ACHIEVE YOUR GOALS 

Complete this course and gain: 

• A notionally recognised industry qualification 

• A First Aid certi ficate 
• Experience providing core in residential aged core settings 

Career opportunities: 

• Aged core worker 
• Aged core support worker 
• Core assistant 

GROW YOUR CAREER 

This course offers a study pathway to gain employment in more senior roles: 

• Certificate IV Ageing Support 
• Diploma of Community Services 

https://www.tafensw.edu.au/offering/-/o/o/CHC33015-02V03-22SHB-009/Certificate-111-in-lndividua1-Support- Ageing- 1/5 
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https://www.tafensw.edu.au/offering/-/o/o/CHC33015-02V03-22SHB-009/Certificate-III-in-Individual-Support--Ageing-- 2/5

Boost your education with a degree after completing your Certificate IV:

Bachelor of Community Services with TAFE NSW Degrees
Bachelor of Nursing

INDUSTRY DEMAND

The NSW Skills List identifies that there is a skills shortage for aged care workers across NSW. With an ageing population, roles for aged
and disabled carers are projected to increase by over 69,000 between now and 2023.

When you study with TAFE NSW, we want you to succeed. Entry requirements allow us to make sure that you have the right pre-existing
knowledge and skills to achieve your chosen qualification. You will need to provide evidence that you meet the requirements listed in this
section.

ENTRY REQUIREMENTS

TAFE NSW offers the Certificate III in Individual Support (Ageing) as either a traineeship or non-traineeship, so you can shape the career
you want.

Non-traineeship

There are no entry requirements for non-trainees. You can enrol in this course now.

Traineeship

To be eligible for this course you must:

Be employed in the aged care industry as this course is delivered in the workplace
Have a signed traineeship contract

Thinking about a traineeship? Enquire today.

COURSE SUCCESS REQUIREMENTS

During your study, you may need to meet the following requirements to be able to undertake work placement within industry.

Your teacher will let you know when you need to provide evidence of: 
Working with Children Check (WWCC) 
A current clear Australian National Police Record Check 
Current vaccinations including flu (influenza) and COVID-19 and other health department immunisation requirements. 
A NDIS Worker Screening Check 
Any additional evidence your work placement provider requires

Students will be responsible for costs associated with obtaining these required checks and vaccinations.

WORK PLACEMENT

Work placement provides you with opportunities to practise responding to situations and circumstances that cannot be replicated in a
learning or simulated environment.?Work placement strengthens your training and supports continued learning and assessment in the
workplace.

During your course you will undertake a mandatory 120 hours of work placement with a suitable industry employer.

Depending on your mode of study, TAFE NSW will either arrange your work placement for you or support you to find one.

IS THIS COURSE RIGHT FOR YOU?

To be prepared for this course, it is recommended that you:

Enjoy working with people
Have good communication skills
Have the ability to multi-task
Are a collaborative team player

You must also have a reasonable level of fitness and flexibility to carry out:

Manual handling tasks
First aid responses including performing CPR while kneeling on the floor

Entry Requirements 
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https://www.tafensw.edu.au/offering/-/o/o/CHC33015-02V03-22SHB-009/Certificate-III-in-Individual-Support--Ageing-- 3/5

If you need help preparing for study, contact us about your options.

ADDITIONAL REQUIREMENTS

With 130 locations across the state, TAFE NSW tailors qualifications to meet the needs of the local community and specific student
groups (like apprentices, fast-tracked and online students). To make sure this course is the right fit for you, we will need you to
demonstrate that you can meet the additional requirements below.

You will need to complete 120 hrs of supervised workplace experience, in a residential aged care environment.

Core Units

Elective Units

Note: Not all elective units listed may be available to study, please enquire for more information.

Information Sessions and more about the course



Attendance



Fee Details



How to Enrol



Units 

CHCCCS015 Provide individualised support

CHCCCS023 Support independence and wellbeing

CHCCOM005 Communicate and work in health or community services

CHCDIV001 Work with diverse people

CHCLEG001 Work legally and ethically

HLTAAP001 Recognise healthy body systems

HLTWHS002 Follow safe work practices for direct client care

CHCAGE001 Facilitate the empowerment of older people

CHCAGE005 Provide support to people living with dementia

CHCCCS011 Meet personal support needs

CHCCCS025 Support relationships with carers and families

CHCPAL001 Deliver care services using a palliative approach

HLTINF001 Comply with infection prevention and control policies and procedures

Fees

Subsidised Prices

Fee-Free training applies to JobTrainer and Mature Age Workers Scholarship if 10236
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 201 O 

WITNESS STATEMENT OF ANTOINETTE SCHMIDT 

I, Antoinette Mary Schmidt, of   in the state of New South Wales, 
say that: 

1. I am currently  years of age, having been born on 

2. I am currently employed as a Specialised Dementia Care Worker (SOC) at HammondCare, in 
the residential care facility at Miranda. 

3. HammondCare is an aged care provider that offers community and residential services to people 
who require low, high or dementia-specific care. 

4. This statement is made from my own knowledge and belief, unless otherwise stated. Where 
statements are not made from my own knowledge, they are made to the best of my knowledge, 
information and belief and I have set out the sources of my knowledge, information and belief. 

Employment history 

5. I have worked in the disability and aged care industry for approximately 10 years. 

Community 

6. I initially commenced my employment with HammondCare on a permanent part time basis as an 
SOC, based in community services. My role as an SOC in community services was to provide 
personal in-home care to clients suffering from dementia, to help them maintain their 
independence and actively participate in their communities. 

7. Soon after I commenced my role, I was asked to complete a Certificate Ill in Aged Care. It was 
explained to me that completion of the certificate was a requirement to remain in the role. 

8. The certificate was partly completed at work and partly completed at home. A representative from 
Hammond Care provided coaching onsite and reviewed the completed modules, which were sent 
to YMCA Trade Skills Centre for final assessment. I received paid study leave one day a week 
to undertake the accredited course. I did not receive a pay increase after I obtained the certificate. 

9. To help reduce the risk of medication errors, I was also taught about the 5 R's of medication 
safety, which I still apply today, in my current role. 

10. I was taught to follow the 5 R's prior to administering any medication. The~ R's are: 

(a) Right person 

Ensure medications are administered to the correct person. This is done by reading the name 
on the label of the medication and then asking the resident to identify himself/herself. 

(b) Right dose 

Double check the name of the drug against the dosage of the medication being administered. 
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(c) Right route 

Ensure medication is being administered via the right route. For example, some medications 
are to be taken orally, some as eyedrops and others with an inhaler. 

( d) Right time 

Ensure medications are administered at the right time to be effective. 

(e) Right drug 

Double check the label and bottle of medication and make sure you are giving the right 
medication to the resident. 

11. I also received training on how to work with clients requiring dementia-specific care. For example, 
I was taught strategies on how to connect and communicate with sufferers of dementia, and how 
to respond to dementia related behaviours. 

12. Some of the clients I visited were living on their own, others were being primarily care for by a 
spouse or family member. 

13. In a typical week, I was rostered to work an average of 30 hours a week. 

14. I was usually rostered between the hours of 8 am to 1 pm and 1 pm to 7 pm, Monday to Friday. 

15. I typically performed 2 or 3 morning shifts and another shift in the afternoon. 

16. Most of the services I provided to community care clients included; showering, cleaning, washing, 
cooking, driving clients to doctors' appointments and assisting them with leisure activities. 

17. One of the benefits·ofworking in community care (as opposed to residential care) is the flexibility 
in hours and how and when work is to be performed. When you are working one-on-one with 
clients the routine is less formal and you can help clients with a more diverse range of tasks. 

18. When I worked in community care, I was required to use my own private vehicle to drive between 
homes. 

19. HammondCare requires all community SOC to have third party car insurance. It is the SDC's 
responsibility to ensure that the insurance is current at the time of transporting clients. It is also 
a requirement that the SOC maintains the vehicle to a roadworthy standard. 

20. In addition to these car expenses, I was also required to pay for other travel expenses, including 
tolls, petrol and food. 

21. I was only paid for travel time if the client appointm~nts were within 1 hour of each other. If they 
were not, I was not paid for the time it would take me to get from 1 client appointment to another. 

Residential Care 

22. In or about March 2013, I decided that I wanted to work in the residential care facility at 
HammondCare Miranda. 

23. I have worked in the residential care facility for approximately 7 years on a permanent part-time 
basis. 
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24. The residential care facility at HammondCare is an onsite facility which provides accommodation 
and 24 hours-a day personal care, as well as access to health care services, including an on-call 
nurse. 

25. When I transitioned to the residential care facility, I was required to undertake additional training 
around food preparation. 

26. In a typical week, I am rostered to work an average of 30 hours a week. 

27. The hours of work I am rostered are usually Friday to Monday 7:00 AM- 3:00 PM. 

28. I am entitled to a 30-minute lunch break, however in truth, my shifts are so busy that I don't really 
get to take my meal break. 

29. My gross pay per fortnight is approximately $1,300 gross. 

30. My current rate of pay is: 

(a) Friday and Monday $23.50 per hour; 

(b) Saturday $35.25 per hour; and 

(c) Sunday $47.00 per hour. 

31. My employment is also covered by an Enterprise Agreement, the HammondCare Residential 
Care and HammondCare at Home Enterprise Agreement ('Agreement'). Annexed hereto and 

marked as AS-1 is a copy of the Agreement. 

32. I am paid in accordance with the classification 'Aged Care Employee- Level 3'. 

33. The Hammond Care residential facility that I work at has eight homes which are built like domestic 

cottages. 

34. Each cottage: 

(a) has its own name; Golden Grove, Lady Pea, Alexander, Charlotte, Fishburn, Borrowdale, 
Sirius and Friendship, and 

(b) houses six or fifteen residents. 

35. Six of the cottages which house six residents each have two SDC's at all times, and two of the 
cottages which house fifteen residents, each have three SDC's at all time. 

36. Typically, the cottages are grouped into those providing high-level care and those providing low
level care. 

37. The low-level care cottages house residents that are mobile and have low care needs. For 
example, residents who can shower and dress themselves, however may need to be prompted 

when to take a shower or what to wear when dressing. 

38. The high-care cottages accommodate residents who are less mobile and have high care needs. 
Typically, the high care cottages will be home to residents who may be in the later stages of 

dementia and who require greater assistance with personal care. For example, they may be 
losing their ability to walk, stand or get themselves out of bed. They are more likely to fall. They 

may also require assistance with feeding, have difficulty with swallowing and chewing or have 
significant behaviour issues. 

10241



Page 4

39. High care cottages, like Charlotte, also house residents who require palliative care. I recall while 
working at Charlotte that we had a resident who was in the later stages of her diagnosis. She 
remained in bed for long periods of time and did not move around much. This meant that she 
was at greater risk of getting pressure sores. 

40. Pressure sores, if they go unnoticed get very sore and can become painful and infected. It is our 
job as SDC's to prevent pressure sores, by moving residents at risk of pressure sores as much 
as possible. We do this using slide sheets. We roll the resident over to one side and place the 
slide sheets flat on the bed parallel to the bed sheets. We then roll the resident back on their 
back and repeat on the other side. We can then pick up the slide sheets and use it to move the 
resident. 

41. When residents are first admitted to the residential facility they are assessed by an attending 
physician. The physician assesses the resident's medical stability, their previous medical history 
and any other unidentified medical conditions. 

42. The resident is then assessed by a member of management who determines where the resident 
is to be placed based on their needs. An SOC is not involved in the admissions process of a 
resident. 

43. In my opinion many residents are incorrectly screened or assessed, which results in difficult social 
interactions amongst residents within particular cottages. Where I identify this, I raise it with the 
manager or nurse on shift to see if I can get a resident reassessed. 

Description of tasks and explanation of skills 

Personal care 

44. One of my primary duties as an SOC is to assist residents with practical tasks that they either 
cannot do on their own or may need encouragement to complete independently. These tasks 
can range from washing them, dressing them and assisting them when going to the toilet. 

45. It is common for some of the residents to have accidents or experience incontinence, specifically 
urinary incontinence or faecal incontinence. Depending on the resident, this can happen up to 
three times per resident, per shift, which can make the resident upset and uncomfortable. 

46. When a resident has an accident, it is always important to act quickly to ensure good personal 
hygiene. 

4 7. If a resident has an accident, I wash them immediately, then dry them and provide them with 
fresh clothes and a fresh incontinence pad. The soiled clothes are immediately washed. 

48. SDC's are required to launder resident's clothes. Certain items, like sheets and .towels are 
laundered via an external provider. 

49. SDC's are also expected to perform all cleaning work, including vacuuming, sweeping, dusting 
and general cleaning duties during the day. This means having to perform cleaning duties whilst 
also having to navigate other more variable elements, like interacting with residents and visitors. 

50. Commercial cleaners only attend the cottage if an authorised officer is scheduled to attend the 
cottage to undertake a spot check of the premises. 

51. Sometimes accidents happen soon after the resident has been showered, and whilst I am in the 
middle of performing other tasks including cooking. When this happens, I have to always 
remember to avoid appearing upset or angry at the resident. 
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52. Dealing with incontinence issues is difficult, especially when it occurs throughout all hours of the 
day and can get in the way of performing my other roles and responsibilities. 

53. When assisting a resident wash, I try to be sensitive to the resident's preferences and determine 
which approach is going to be most effective. For example, when I have to wash men, rather 
than wash their genitals, I will hand them a damp cloth to wash themselves. 

54. When I dress a resident, I am required to consider their personal preferences and maintain their 
privacy. Some residents can find being dressed and undressed in the presence of others 
embarrassing. 

Cooking and feeding 

55. HammondCare's menus are often cyclic and change every season. The rotating menu serves to 
provide variation for the residents. 

56. Due to the hours I work, I generally prepare breakfast and lunch for the residents. 

57. For breakfast, residents are offered cereal or toast with condiments like jam and peanut butter. 
For lunch, we usually serve hot food, like frittatas, tuna bake and mashed potatoes. 

58. Most of the ingredients to prepare meals are locked in a cupboard and taken out by the SOC just 
prior to preparing the meal. Unfortunately, one of the symptoms in dementia sufferers is loss of 
memory and exercising poor judgement. This can result in various nutritional problems, including 
overeating or undereating. We therefore monitor the residents and keep controls in place, like 
locking up food, to avoid these nutritional problems. 

59. HammondCare also requires all SDC's to secure knives and other sharp implements and 
chemicals used for cleaning in draws and cupboards with safety locks. 

60. When cooking, I have to watch the residents in order to keep them away from hot stoves, or lower 
the water temperature to avoid burns. 

61. It is often time consuming and inconvenient to have to lock up knives and food while I am cooking 
or immediately afterwards, but these are safety steps to ensure resident safety_. 

62. Safety controls and supervision of residents is a constant feature of my role. I have to keep in 
mind various distractions and re-direct the residents when they want to participate in dangerous 
activities, like cooking near a hot stove. 

63. Some of the residents in the high-needs cottages have difficulty with chewing and swallowing. If 
a resident has difficulty with hard food, I will have to puree their meals to a particular consistency 
that I know they can tolerate or add thickeners to the drinks or soups. 

64. Some residents also need assistance with eating and drinking. Assisting a resident with 
significant mobility issues to eat or drink can take up to 30 to 40 minutes. We have to make sure 
when feeding residents that we are going at a pace that feels comfortable and safe, not hurried 
or rushed so they don't choke or suffocate and so they get enjoyment out of the meal. 

65. We also keep a food temperature control log to ensure all hot food which is cooked and consumed 
at the cottage is safe. The log is reviewed and audited by a specialised dementia care worker. 

66. I am of the view that each cottage should have a dedicated cook, so that the SDC's can maintain 
good hygiene and focus on other aspects of their role. 

Administrative duties 
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67. SDC's are required to take progress notes during and at the end of each shift. The notes record 
any significant events or behavioural changes in residents, and therefore serve as a 
communication tool to other SOC's or management. I am also of the understanding that SOC's 
are required to make these progress notes at the end of each shift as they serve as proof of our 
service delivery. 

68. As I work with other SOC's in a cottage that houses fifteen residents, I will usually prepare 
progress notes for seven residents (about 1 paragraph per resident) and another SOC will 
prepare notes for the other seven residents. 

69. At the end of each shift, an SOC is also required to provide a handover to improve risk 
management and ensure the continuity of care for residents. The handover is brief and completed 
via verbal communication. Typically, only one SOC will perform the handover for all residents. 

Medication 

70. As an SOC caring for either six or fifteen residents, we have to be well organised and careful in 
respect of each resident's medication. 

71. Typically, each resident has a Webster Pak to promote medication adherence and safety. The 
pills are sealed within each blister compartment of the Webster Pak. When the resident is 
required to take their medication, I push the blister compartment to release the medication into a 
disposable cup and hand it to the resident. 

72. We also manage the medication of all residents by: 

(a) Maintaining routine 

Medication forms a normal part of daily routine. For example, some medication is paired up with 
meal times. Others are to be taken before going to bed. 

(b) Keeping a folder 

The medication requirements of every resident are noted in a folder which is kept at each cottage. 
An SOC can consult the folder if, and when required. 

(c) Following the 5 R's 

It is a requirement that we follow the 5 R's set out at paragraph 10 to reduce medication error. 

(d) Hide away 

All medication is kept locked away for resident safety. 

73. We also administer non-packed medication. Non-packed medication includes any medication in 
the form of creams, ointments, patches and eyedrops. 

7 4. I will consult the registered nurse if residents refuse to take their medication or if I have a concern 
or query about providing the resident pain-relieving medication like Panadol. 

75. As an SOC, residents rely on me to be their eyes and ears. I see residents all the time and I know 
when things are happening or if there is something unusual in their behaviour or appearance. 

76. It is my job to successfully communicate these concerns with the family or nurse, as most of the 
residents cannot communicate for themselves. 
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77. For example, I will usually notify the nurse if I see any skin concerns or scrapes. If the matter is 
serious, the resident will be treated by a nurse or referred to see a doctor. 

78. There are only 2 nurses on shift at any time. This means there is one nurse that has oversight 
and supervision of 4 cottages and another nurse who has oversight and supervision of the 
remaining 4 cottages. 

79. If there is an emergency or fall, I am required to notify the nurse who will then assess whether an 
ambulance is to be called. 

80. Sometimes, I will have to wait for the nurse to arrive at the cottage. This is not ideal, especially if 
the resident requires prompt or priority treatment. 

81. If there is an emergency or fall I will also need to document the incident and notify the family 
member of the resident. 

Medical procedures 

82. As an SOC I am also required to perform the following procedures to monitor residents: 

(a) Taking blood pressure 

A doctor or nurse will usual instruct an SOC ahead of time as to when and how often to take a 
resident's blood pressure. I then take the following steps when I take a resident's blood pressure: 

i. I will first slide the inflatable cuff onto the resident's arm. The cuff is usually located 
above the elbow. 

ii. I will then fasten the cuff and inflate and deflate the cuff. 
iii. I will then record the date, time and pressure levels of the resident in the residents file. 

(b) Taking blood sugar levels 

A doctor or nurse will usually instruct an SOC ahead of time as to when and how often to take a 
resident's blood sugar levels. I take the following steps when I take a resident's blood sugar 
levels: 

i. I will place a special test strip into a small device which tests for blood sugar levels; 
ii. I will then prick the resident's finger; 
iii. When blood appears, I will transfer the resident's blood onto the test strip and wait 

about 5 seconds until it posts a recording. 
iv. I will then clean off the blood from the resident's finger and record the date, time and 

blood sugar level in the resident's file. 

(c) Taking temperature 

An SOC can take the temperature of a resident at any time. An SOC will also be ·required to take 
an SDC's temperature at the direction of a nurse of doctor. I take the following steps when I take 
a resident's temperature using a thermometer gun: 

i. turn on the laser thermometer; 

ii. aim the laser at the resident, usually at their forehead; 

iii. pull the trigger; and 
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iv. record the instant reading that is displayed on the gun. The resident's temperature is 
typically noted in the handover notes. They are not separately recorded in the resident's 
file 

83. Undertaking any medical procedure with a person with dementia can be exhausting. They will 
often become anxious, agitated and restless. For example, it is common, when taking a resident's 
blood pressure, for a resident to get anxious when the cuff is tightening around their arm. 
Sometimes they get so anxious that they will not let us place the cuff around their arm. 

Engagement 

84. We try to keep residents active and engaged. Each cottage has its own small garden, and we 
will encourage residents to walk around the garden to help boost their mood. 

85. Due to mobility, balance and muscle weakness, which are common symptoms among dementia 
sufferers, many residents experience falls in the garden. 

86. When a resident falls we try to keep them immobilised and as comfortable as possible, usually 
by positioning a pillow under their head. We don't move the resident unless there is immediate 
danger. This is to prevent further injury to the resident, who may have a suspected fracture. 

87. We also make sure that items like puzzles, magazines and books are easily accessible to the 
residents so they don't get bored. When I can, I sit down with them and do them with them. 

88. Unfortunately, a common phrase for a newly arrived resident is "I want to go home". We have 
one particular resident, who although she has been at the facility for one year will often state in 
a loud distressed voice "I am going home". Her behaviour triggers other residents to become 
confused, frightened or agitated. I will often try to redirect her attention to food or other activities. 
For example, I might ask her to assist me to unpack the dishwasher or peel potatoes. 

89. I try to engage with residents throughout my shift. When I communicate with residents I always 
try to: 

(a) speak slowly and clearly, especially because I have an accent; 
(b) give them plenty of time to respond; 
(c) prompt them with visual cues; and 
(d) always provide clear step by step instructions. 

90. We also have volunteers who attend the cottages to help with social activities on a Wednesday 
or Friday afternoon. For example, one volunteer who came to the cottage recently painted 
residents' toenails, which they loved. 

Care Plans 

91. Each resident has a care plan which describes the services and support being given to that 
resident. 

92. Care plans are agreed to, and put together by the resident's family, the nurse and the SOC. 
Unfortunately, most of the residents are unable to communicate their preferences in respect of 
treatment delivery given their dementia. 

93. When you open a resident's care plan, it will usually have a photo of the resident and information 
and details of the resident, including: 

(a) the number and age of any children; 
(b) the number and age of any grandchildren; 
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(c) occupation before dementia; 
( d) personal likes and dislikes; 
(e) cultural. background; 
(f) any other health concerns; and 
(g) the resident's care needs. 

94. If a resident has difficulty communicating or is unable to remember information required for their 
care plan, an SOC will usually talk to their family. 

95. Care plans are typically reviewed within 6 weeks after admission, and then every 6 months 
thereafter. 

96. A care plan is also revised if a resident has a fall or some other major medical event. The revised 
care plan will document the resident's care needs to prevent a further fall or injury or event. For 
example, the care plan may state that the resident is to use a walker or a stick for a proscribed 
period of time. 

97. An early care plan review at 6 weeks ensures any initial problems or care needs are addressed 
quickly. Regular reviews are then carried out every 6 months in response to any changes in the 
resident's circumstances, such as a deterioration in physical or mental health, and to ensure the 
services are still meeting the resident's needs. 

98. Care plan reviews take place at the cottage, with the resident, the SOC and the family. If there is 
agreement to change the resident's care plan, the SOC will notify the nurse. 

99. Over the years, the nurse's participation in the care plan reviews has declined. When I first started 
at HammondCare the nurse would actively discuss care plans with the SOC and the family. This 
has changed significantly and the nurse will only attend the care plan review if a family member 
has a question regarding the resident's medication-otherwise the responsibility for reviewing and 
updating care plans to reflect resident's needs, falls to me. 

Safety 

100. Unfortunately, aggression is a symptom of dementia sufferers. It is not only physical, but can be 
verbal. I experience aggression at least once a month. 

101. When residents exhibit aggressive behaviour, this can be distressing for me, as their carer and 
also for other residents. 

102. Typically, we don't use medication to correct aggressive behaviour. We will often assess the 
situation and remove any triggers which may be causing resident distress. 

103. Many residents will endure abuse including hitting, kicking, bitting, scratching and spitting from 
other residents. 

104. To effectively handle incidents of resident on resident abuse we will try to distract the residents 
involved by directing them to a physical activity or tasks. I will use a calm, low soothing voice. 

105. Where we are unable to de-escalate the situation, we will report the mistreatment to management 
and request that a member of management immediately speak with the resident in an effort to 
calm them down. Alternatively, if we can't assist the resident to de-escalate, and depending on 
the particular resident, we may also administer their usual medication early to make them calm 
and comfortable. 
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106. Residents can also verbally attack SOC's or other residents. For example, one resident told me 
and another SOC, "you are ugly". I also had another patient, who hit me in my face as I was 
emptying his catheter. 

107. I wear glasses, so I am always cautious of being hit in the face. If my glasses are broken, it can 
contribute to more significant injury to both me and the resident. 

108. As an SOC, I am also placed in uncomfortable situations. For example, I had one particular 
resident who became sexually aroused when I provided him with personal care. 

109. When I reported the issue to management, I was told to have another SOC with me whenever I 
performed any personal care activities with him. 

110. HammondCare also requires SOC's to carry out safe lifting practices. When I first started at 
HammondCare I was provided information and training on how to use the lifting aids and told to 
have two people to hoist a resident. 

111. Although I follow HammondCare's lifting procedures I know of other SOC's who will take short 
cuts to save time. In my opinion these short cuts can have a significant impact on health of the 
SOC's. I think SOC's take short cuts because they have too much to do. 

Supervision 

112. In my opinion, there is very little supervision in this industry, irrespective of whether you perform 
residential or community-based care. 

113. I currently report to the Manager,  I have very little interaction or communication 
with throughout the week. 

114. Occasionally,  will attend the cottage unannounced to check the facility. Sometimes, she 
will direct me or the other SOC to perform a specific task. For example, on one visit asked 
that I place a fruit bowl on the dining room table. 

115. We also have a specialised dementia care worker, who will attend the cottage to review the log 
of hot food temperatures. 

116. HammondCare also has a buddy system to onboard all new employees. Since about November 
2020, I have been a buddy to a new employee  (I cannot recall  last name). He assists 
to operate the cottage. 

117. The buddy system allows me to provide real time feedback on how the onboarding process is 
going. 

118. Being a b1Jddy has meant extra work on top of my normal workload. As a buddy, I am required 
to communicate HammondCare's expectations, provide feedback to the new employee, guide 
and mentor him and observe him whilst he performs certain tasks, and correct tasks which he 
may not have completed correctly. 

Changes over time 

119. The demographic of residents at HammondCare has changed over the years. We are seeing 
more and more women being affected by dementia. 

120. The needs of the residents are also becoming a lot more complex. For example, as a result of 
Covid, residents have been unable to see family and friends. This has resulted in resident's 
experiencing low moods, lost interest, changes in behaviour and other physical symptoms like 
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loss of appetite or tiredness. As an SOC I have to constantly interact and socially engage with 
residents as a means of psychological intervention. 

121. We have also seen a decrease in the number of volunteers attending the cottage overtime. This 
has meant that SOCs are required to do more in their role. 

122. For example, the nurse at HammondCare has continued to limit her interaction and involvement 
with residents and their families, and is heavily reliant on my observations and recommendations 
in respect of care plans. She also has limited involvement at the care plan reviews. 

123. The 'position description' or traditional role of an SOC or a care worker, in my view does not 
adequately capture the complexity and stressfulness of the role. For example, whilst it is an 
SOC's job is to provide personal care, this does not capture: 

(a) the requirement to have to clean a resident up to 3 times a day due to incontinence; 
(b) the responsibility for medication administration, especially in circumstances where the 

medication needs to be administered several times a day or where a resident refuses to take 
his or her medication or where they have physical impediments to taking it; 

(c) the need to assess residents needs and consider the appropriate variations to care plans; 
(d) the requirement to provide stressed families recommendations in respect of care plans. 

124. Over the years, I have also had to learn and train on how to use various forms of assistive 
technology to ensure that patients stay well and safe. 

125 .. For example, for some patients, I am required to perform a urine dipstick test, which is a test of 
urine. I do this using a specifically treated strip of paper that is dipped into the sample of urine. 
We then have to compare the dipstick colour to the corresponding colour on a chart. 

126. The test is performed to check for various health concerns. By way of a further example, I have 
also had to learn how to take the blood pressure measurements of residents. 

127. More recently, HammondCare has circulated an email to all SDC's advising that they intend on 
training SDC's on how to dress a patient to treat skin tears or scratches and scrapes due to falls. 
This is a task that is currently performed by the nurse. 

128. In my opinion SOC's are increasingly being asked and expected to take on more roles and 
responsibilities formerly delegated to the nurse. 

Covid-19 

129. There have been a number of changes to Hammond Care as a result of Covid-19. These include: 

(a) Visitor restrictions 
I am currently required to screen all visitors. There are also additional visitational restrictions to 
protect the wellbeing of residents including: 

i. special visiting times; 
ii. limiting visitors to one visitor per resident per week 

(b) Managing health 

We are required to perform and document temperature checks, Covid-19 tests 5 days in a row 
and blood pressure tests for 5 days after a resident has been to the hospital or consulted a 
doctor. The results of the tests or checks are then recorded in a book. Until recently, it was a 
requirement that SOCs perform the above checks in circumstances where residents travelled 
for recreational purposes. 
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(c) Waste management, cleaning and disinfecting procedures 

All SDCs have been provided guidelines on how to handle waste from a room where someone 
confirmed or suspected of having the Covid-19 infection has been staying. Luckily, we have not 
had a person confirmed or suspected of having a case of COVID-19 staying at our cottage. 

130. Covid-19 has unfortunately had a detrimental effect on resident's mental health as a result of not 
being allowed to, or having limited face to face time with family members and volunteers, out of 
fear that it could compromise their health or the health of their family member or a volunteer. 

131. Despite some of the restrictions regarding volunteers and family visitations having been lifted, 
many of our volunteers who are elderly, have stopped visiting the cottage out of concern of 
contracting the virus. 

132. This has caused residents to feel unnecessary stress and presented challenges for SDC's, who 
are required to comfort the residents. We have had to increase the amount of time and energy 
that we put into our one on one contact and providing emotional support. 

133. For example, we had one resident who became distressed when a family member of another 
resident would take the other resident out for coffee. When the resident was not getting attention 
or care, she became demanding and upset. I would try to include her in my everyday routine. For 
example, I would ask if she could help me prepare lunch. Sometimes she would ignore my 
request and go to her room. I would accompany her and get her a magazine or talk to her. 

134. People with dementia continue to need relationships and attention. However, they vary in their 
individual ways of giving and receiving affection, as the dementia affects their abilities differently. 
I can usually tell when a resident is enjoying my company because they will often smile and are 
more active and positive. 

135. Due to Covid-19 we have had fewer visitors and volunteers attend the cottage, As a result, SDC's 
have had to constantly interact and socially engage with residents fo lift their mood. 

Financial Circumstances 

136. I found it incredibly difficult to make ends meet when I first started at HammondCare 

137. I was a single mother and was forced to get a second job working as a waitress in the cafeteria 
of another aged care faciality to get by. 

138. I don't have my second job anymore, it was too much. 

139. Even though my son is a lot older now, it can still be difficult to make ends meet. I think it is 
extremely difficult to live on my salary. 

140. Although I like working at HammondCare because of the residents and staff, I would consider 
switching into another position, like working in the travel industry to earn more money. 

141. Once I have paid my bills and living expenses I don't have a lot for myself. I avoid spending 
money to spoil myself or doing anything that is not necessary. 

Why I love my job 

142. The best part of my job is working with the residents. I treat them like I would treat my own friends. 
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143. I like to think that I make a difference in their lives, by providing them care and spending time 
with them. 

144. It makes me happy to see residents happy and feel important. 

Antoinette Schmidt 

Date: 30/o) 2-n:)__\ 
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Fair Work Act 2009 
s.185—Enterprise agreement

HammondCare T/A HammondCare
(AG2018/5975)

HAMMONDCARE RESIDENTIAL CARE AND HAMMONDCARE AT 

HOME ENTERPRISE AGREEMENT 2018

Aged care industry

DEPUTY PRESIDENT CROSS SYDNEY, 30 MAY 2019

Application for approval of the HammondCare Residential Care and HammondCare at Home 
Enterprise Agreement 2018.

[1] An application has been made by HammondCare for the approval of an enterprise 
agreement known as the HammondCare Residential Care and HammondCare at Home 
Enterprise Agreement 2018 (the ‘Agreement’). The application was made pursuant to s.185 
of the Fair Work Act 2009 (the ‘Act’) on 14 October, 2018.1 The Agreement is a single 
enterprise agreement.

[2] The employees whose employment is covered by the Agreement perform work that is 
covered by the Nurses Award 2010, the Aged Care Award 2010, and the Social, Community, 
Home Care and Disability Services Industry Award 2010 (the ‘SCHADS Award’).

Background

[3] The application was lodged with the Fair Work Commission (the ‘Commission’) on 
24 October, 2018. The following documents were received from HammondCare: -

1. Form F16;
2. Form F17, completed by Mr. Jeff Wright; and
3. A copy of the Agreement.

[4] The Health Services Union – New South Wales Branch (the ‘HSU’), the New South 
Wales Nurses and Midwives’ Association (the ‘NSWNMA’) and United Voice (‘UV’) were 
employee organisation bargaining representatives for the Agreement. There were a further 
twenty-three (23) nominated employee bargaining representatives for the Agreement and the 

                                               
1 Form F16, Q. 2.8.
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Schedule of those nominated employee bargaining representatives attached to the Form F16 is 
Annexure ‘A’ to this Decision.

[5] The HSU, the NSWNMA and UV all filed Form F18 declarations on 16 November, 26 
November, and 4 December, 2018, respectively. The HSU, the NSWNMA and UV all 
supported the approval of the Agreement, but disagreed with a number of the answers 
provided by HammondCare in the Form F17. 

[6] On 4 March, 2019, I issued Directions for the filing and service of Submissions and 
evidentiary materials. The parties have since complied with those Directions. In particular: -

1. The HSU filed their Submissions, including an excel document and summary sheet of 
proposed undertakings, on 8 March, 2019, with the NSWNMA and UV adopting the 
Submissions of the HSU.

2. HammondCare filed their Submissions, including draft undertakings and a number of 
emails and documentary material covering Form F17 questions 2.4 to 2.8, on 22 
March 2019.

3. The HSU filed their Submissions in reply, which annexed a number of witness 
statements, on 5 April 2019.

4. HammondCare filed further Supplementary Submissions and witness statements, not 
pursuant to the Directions, on 12, April 2019.

[7] On 1 March, 2019, at the hearing when the Directions for the filing and service of 
Submissions and evidentiary materials were made, it was agreed that I should determine the 
application on the papers without a hearing. There has since been no suggestion that that was 
not the appropriate course.

Legislative framework

[8] The approval of enterprise agreements is dealt with in Division 4, Part 2-4 of the Act. 
Section 186(1) provides that the Commission must approve an agreement if the requirements 
in sections 186 and 187 are met (emphasis intended). For the purposes of this decision, the 
particular requirements set out in s 186(2)(d) are relevant: -

‘(2) The FWC must be satisfied that:

...

(d) the agreement passes the better off overall test.’

[9] Section 193 of the Act deals with when an enterprise agreement passes the Better Off 
Overall Test (the ‘BOOT’) and what is meant by that term. It is expressed as follows: -

‘193 Passing the better off overall test

When a non-greenfields agreement passes the better off overall test

(1) An enterprise agreement that is not a greenfields agreement passes the better off 
overall test under this section if the FWC is satisfied, as at the test time, that each 
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award covered employee, and each prospective award covered employee, for the 
agreement would be better off overall if the agreement applied to the employee than if 
the relevant modern award applied to the employee.

...

(6) The test time is the time the application for approval of the agreement by the FWC 
was made under section 185.

FWC may assume employee better off overall in certain circumstances

(7) For the purposes of determining whether an enterprise agreement passes the better 
off overall test, if a class of employees to which a particular employee belongs would 
be better off if the agreement applied to that class than if the relevant modern award 
applied to that class, the FWC is entitled to assume, in the absence of evidence to the 
contrary, that the employee would be better off overall if the agreement applied to the 
employee.’

[10] As Deputy President Sams observed of the BOOT in Rooty Hill RSL Club Limited
[2014] FWCA 2191, at paragraphs [37] to [39]: -

‘[37] ... It must be emphasised that an assessment of the BOOT is not a ‘line by line’
analysis of one term or condition in the Agreement compared to its corresponding 
provision (or lack thereof) in the Award. As was said in Armacell Australia Pty Ltd & 
Ors [2010] FWAFB 9985 at paragraph [41]:

‘[41] The BOOT, as the name implies, requires an overall assessment to be 
made. This requires the identification of terms which are more beneficial for 
an employee, terms which are less beneficial and an overall assessment of 
whether an employee would be better off under the agreement. The approach 
adopted by the Commissioner includes an identification of terms which might, 
on his view of the term, be less beneficial for an employee. There is nothing on 
the face of the Commissioner’s decision to indicate what account if any he 
took of any terms which might be more beneficial for an employee. He 
obtained a large number of undertakings from all three employers in relation to 
terms which he considered undermined existing entitlements. It may be that if 
we applied the BOOT ourselves we might come to different conclusions to the 
Commissioner in relation to the number and nature of the undertakings 
required. To follow that course, however, would require each of the 
applications to be considered afresh with the necessary delay that would 
entail.’

[38] In National Tertiary Education Industry Union v University of New South Wales 
[2011] FWAFB 5163 (the ‘NTEU decision’), the Full Bench said at paragraphs [46] to 
[47]:

‘[46] The test, as the name implies, requires an assessment of the overall 
benefit to an employee employed under an enterprise agreement as compared 
to the relevant award. This consideration does not require an assessment of the 
circumstances of each individual employee but, as s.193(7) allows, “... if a 
class of employees to which a particular employee belongs would be better off 
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if the agreement applied to that class than if the relevant award applied to that 
class , FWA is entitled to assume, in the absence of evidence to the contrary, 
that the employee would be better off overall if the agreement applied to the 
employee”.

[47] As His Honour was well aware the Agreement contained some provisions 
which may be considered inferior to the counterparts provision in the Awards 
and provisions which were superior. There is nothing unusual about that. What 
he needed to satisfy himself of was whether, weighing the Agreement 
provisions as a whole with those in the Awards, an employee is better off 
overall. This, in our opinion, is clearly what His Honour did [footnotes 
omitted].’

[39] In the NTEU decision, the Full Bench quoted from Lawler VP’s decision which 
was under appeal; See: University of New South Wales [2010] FWAA 9588. It is 
useful to highlight how His Honour described the task of assessing the BOOT. At para 
[96], His Honour said:

‘[96] It is trite to observe that awards typically contain both monetary and non-
monetary terms and conditions. Obviously enough, the BOOT calls for an 
overall assessment. Comparing monetary terms and conditions is, at the end of 
the day, a matter of arithmetic. There is an obvious problem of comparing 
apples with oranges when it comes to including changes to non-monetary 
terms and conditions into the “overall” assessment that is required by the 
BOOT. In such circumstances the Tribunal must simply do its best and make 
what amounts to an impressionistic assessment, albeit by taking into account 
any evidence about the significance to particular classes of employees covered 
by the Agreement of changes to particular non-monetary terms that render 
them less beneficial than the equivalent non-monetary term in an award. In my 
view, it may also be relevant to consider the terms of any existing agreement 
and whether there is a relevant change of position when compared to that 
existing agreement.’’

Submissions

[11] As noted above, the NSWNMA and UV adopted the Submissions of the HSU (the 
‘Union Submissions’). HammondCare also provided their Submissions. Unfortunately, both 
the Union and HammondCare Submissions failed to properly address the application of the 
BOOT as they both address matters and Agreement clauses individually, rather than as an 
overall assessment of more and less beneficial terms under the Agreement for classes of 
employees.

[12] By way of example, the Union Submission asserted: -

‘....the proposed agreement should not be approved in its current form, as the impact 
of these issues make the agreement worse off than the relevant Award, for some 
employees proposed to be covered by the agreement.’
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[13] There was, however, no specific identification of the ‘some employees’ said to be 
disadvantaged. The Union Submission then went on to propose an appropriate undertaking to 
remedy the disadvantage of each item raised, irrespective of any benefits otherwise provided 
by the Agreement. 

[14] The Union Submission also annexed a document titled ‘Summary of Proposed 
Undertakings – HSU Submission,’ a copy of which is Annexure ‘B’ to this Decision. That 
document outlines the thirteen (13) matters at issue between the parties. Those issues will be 
addressed below and assessed as to whether they are less, or more, beneficial for classes of 
employees.

[15] In its Submissions, HammondCare focused primarily on whether the Unions had 
complied with the Directions as to the filing of evidence, whether the Form F18’s of the 
Unions can be accepted as evidence and even, extraordinarily, that false declarations had been 
made.2 Those Submissions were unconvincing but, insofar as they relate to sufficiency of 
evidence, I note the HSU filed seven (7) witness statements in reply (albeit that one was 
unsigned).

[16] HammondCare also submitted that disputed provisions of the Agreement were 
uncontroversial because ‘the proposed Agreement for approval by FWC is an amalgamation 
of three (3) HammondCare Enterprise Agreements as illustrated below in Figure 1: -

‘Each of the three original Agreements were previously approved by either Fair Work 
Australia or the Fair Work Commission meeting the appropriate legislative 
requirements.’3

[17] That Submission is, of course, inconsistent with the test outlined in s.193(1) of the 
Act. The existence of the same, or a similar, provision in another predecessor agreement 
cannot be seen as proof that an award covered employee would be better off overall if that 
particular term applied to the employee. The predecessor agreement, when approved, would 
have been considered as a whole against the relevant modern award that existed at that time. 
The comparator is the relevant modern award.

Matters in Issue

                                               
2 HammondCare Submission dated 22 March, 2019 at [8] to [30].
3 HammondCare Submission dated 22 March, 2019, at [35] and [36].
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1. Meal Breaks (Clause 16.1)

[18] In the Union Submission, the challenge to the meal break provision of the Agreement 
was based upon the clarity, or lack thereof, of the information provided to employees about 
this provision prior to the vote.4

[19] The Union Submission then proposed the following: -

‘In order to remedy the disadvantage caused by employees not being properly informed 
of the impact of change, ‘undertaking 1’ is proposed.’

[20] Were it the case that employees were not properly informed prior to the successful 
vote, that mischief could not be cured by undertaking. In that circumstance, the Commission 
could not reach the level of satisfaction required by s. 186(2) and s.188 of the Act. 

[21] Nonetheless, I am satisfied that employees were appropriately informed regarding the 
terms of the Agreement prior to the successful vote, particularly the clarification of Clause 
16.1.2 of the Agreement. The Union Submission on this issue is rejected. That conclusion is 
based upon the documents provided by HammondCare to my Chambers annexed to an email 
dated 22 March, 2019. Those documents were: -

1. An email dated 29 March 2019 to Unions to initiate bargaining;
2. An email dated 3 April 2018 to staff with letter from General Managers outlining the 

bargaining process;
3. An email dated 3 April 2018 to staff with a copy of NERR; 
4. An email dated 9 April 2018 to Unions with a copy of NERR;
5. An email to staff dated 21 September 2018 containing Letter from General Managers 

outlining the process and supports and hard copy availability of relevant documents, 
Voting Instructions, Proposed Enterprise Agreement for Approval by vote, NES and 
Enterprise Agreement Offer Summary.

6. An email dated 28 September 2018 to staff providing updated Offer Summary;
7. An email dated 28 September 2018 to staff correcting information that was provided 

earlier; and
8. An email dated 28 September 2018 to staff clarifying Clause 16 where a missing word 

‘provided’ would be included.

2. Rates of Pay (Care Service Employee Grade 3)

[22] The Union Submission seeks an undertaking that Care Service Employees Grade 3 
under the Agreement will be paid at least the rate of pay prescribed in the Aged Care Award 
2010 for an Aged Care Employee Level 7. The Union Submission focuses on the 
responsibility under the Agreement definition for ‘leading and/or supervising the work of 
others.’

[23] HammondCare submits that Care Service Employees Grade 3 are not required to hold 
Certificate 3 or higher qualifications, and they are supervised by Registered Nurses and 

                                               
4 Union Submission of 3 March, 2019, at [7] to [17].
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Managers. HammondCare also submits the classification description is exactly the same as 
the previous agreement approved in 2016.

[24] While it is correct to observe that the Care Service Employee Grade 3 definition is 
designated as having responsibility for leading and/or supervising the work of others, the 
Aged Care Employee Level 7 in the Aged Care Award 2010, by comparison, is a considerably 
more senior role, and the highest classification under the Aged Care Award 2010. 

[25] An accurate comparison to the provisions of the relevant Modern Award would be to 
an Aged Care Employee Level 5, with employees at that classification being capable of 
functioning semi-autonomously and prioritising their own work, responsible for work 
performed with a substantial level of accountability, working either individually or in a team, 
and assisting with supervision of others.

[26] The rate of pay for a Care Service Employee Grade 3 under the Agreement is greater 
than an Aged Care Employee Level 5, so this term is more beneficial than the relevant 
Modern Award, though not to the extent asserted by HammondCare.

3. Rates of Pay (Specialised Dementia Carer Grade 3)

[27] A similar argument to that for Care Service Employee Grade 3 was put for Specialised 
Dementia Carers Grade 3. Focus was placed in the Union Submission on the significant 
supervisory responsibilities and specialisation for the Specialised Dementia Carers Grade 3 
role.

[28] HammondCare submits that Specialised Dementia Carers Grade 3 are not required to 
hold Certificate 3 or higher qualifications, and must comply with the resident’s case/care 
management plan prepared by them under the direct supervision of an RN/SDA and/or 
Manager, by whom they are supervised.

[29] HammondCare submits that the Agreement classification description is equivalent to 
the Modern Award Aged Care Employee Level 4, while the Union Submission places the 
work at Aged Care Employee Level 5 or Level 7.

[30] An accurate comparison to the provisions of the relevant Modern Award would be to 
no more than an Aged Care Employee Level 5, with employees at that classification being 
capable of functioning semi-autonomously and prioritising their own work, responsible for 
work performed with a substantial level of accountability, working either individually or in a 
team, and assisting with supervision of others.

[31] The rate of pay for a Specialised Dementia Carers Grade 3 under the Agreement is 
greater than an Aged Care Employee Level 5, so this term is more beneficial than the relevant 
Modern Award, though not to the extent asserted by HammondCare.

4. Minimum Hours (Clause 13.3)

[32] The Union Submission sought an undertaking that provided, in the case of broken 
shifts of multiple engagements for part-time and casual employees, for a minimum payment 
of two (2) hours for each engagement.
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[33] HammondCare made the following detailed Submission on this issue, that dealt with 
categories of employees affected and detriment or otherwise when compared to the relevant 
Awards: -

‘The undertaking is not agreed to. The only employees at HammondCare that work 
broken shifts are Home Care employees employed in the HammondCare at Home 
service portfolio. The applicable award is the Social, Community, Home Care and 
Disability Services Industry Award 2010(SCHADS) that sets no minimum hours for 
Part Time employees and sets a minimum of 1 hour per engagement for casual 
employees Clause 10.4(c)(ii). In addition clause 25.6 Broken Shifts applies and has no 
hours per engagement specified. HammondCare Home Care employees in addition 
receive a Broken Shift allowance of $22 per break.
For HammondCare Residential casual/part time employees covered by the Aged Care 
Award, the EA provides they can work broken shifts by mutual agreement and would 
receive at least two hours pay for each shift, broken or otherwise, with a minimum of 1 
hour per client engagement and an $8.50 allowance per break in shift. There is no 
allowance for broken shift in the Awards. The Award applies in such a manner that 
they would be paid at least 2 hours pay for that ‘engagement’ as per clause 22.7(b) 
and 22.7(c) which states “Subject to clause 22.8, except for meal breaks, the hours of 
work on any day will be continuous. i.e., the “engagement” applies to work a whole 
shift pursuant to clause 22.8 whole broken shift, in other words a minimum payment of 
2 hours applies to work a whole broken shift. Therefore the proposed EA meets the 
SCHADS Award and the Aged Care Award minimum as the EA guarantees the 
minimum payment of 2 hours for the shift, plus it pays 1 hour per client engagement 
and if it was worked in Residential Care an $8.50 allowance.’

[34] The Unions did not reply to or put in issue that Submission, and the provisions of the 
relevant Awards are as referred to by HammondCare. For example, Clause 10.4(c)(ii) of the 
SCHADS Award does set a minimum of one (1) hour engagement for casual home care 
employees. There would not be any detriment to be considered in the BOOT.

5. Broken Shifts (Clause 13.4)

[35] The Union Submission sought the removal of the words, ‘Other than for HCAH 
Employees,’ from Clause 13.4.1.1 of the Agreement, so that for all employees it would 
provide ‘the ‘breaks’ in a broken shift will not be more than four hours and may be worked by 
mutual agreement.’

[36] The Unions submitted that both the Aged Care and SCHADS Awards required mutual 
agreement for broken shifts. They also submitted broken shifts were ‘common place’ for 
HammondCare at Home employees.

[37] HammondCare, in their Submission, simply referred to their Submission extracted at 
paragraph [33] above. That Submission did not, however, deal with whether HammondCare at 
Home employees could currently be required to work broken shifts. 
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[38] In a statement in reply of Mr. Friend, it was submitted that HammondCare at Home 
employees are demonstrably worse off as they may be directed to work a broken shift and do 
not have the right to refuse such a shift.

[39] While HammondCare asserted in Supplementary Submissions that Clause 25.6 of the 
SCHADS Award allowed for broken shifts without agreement, I was unconvinced that the 
totality of that Award allowed such direction. The existing Agreement clause is a less 
beneficial term that must be taken into account in applying the BOOT to the category of 
HammondCare at Home employees.

6. Allocated Day Off (Clause 15)

[40] The Unions submitted: -

‘The Aged Care Modern Award does not prescribe any limit for the number of ADOs 
which may be accrued. However, the enterprise agreement does provide a limit of 5 
days.

Therefore, in some cases, the proposed agreement may be worse off for some 
employees.’

[41] HammondCare submitted: -

‘The undertaking is not agreed to. The EA provides ADOs to both Home Care 
employees (SCHADS Award) and Residential Care employees (Aged Care Award).
The SCHADS Award does not provide for ADOs. This is a misrepresentation by the 
HSU and a false statement. The HSU have applied an incorrect interpretation of the 
proposed EA clause 15.4. The five day limit is not applied to the accrual of the 
ADOs it’s applied to the number of ADOs that may be taken in a block at any one 
time and/or in conjunction with taking a period of annual leave. The EA is better off 
overall than the relevant awards.’

[42] The Unions did not reply to, or put in issue, that Submission. There is not any 
detriment to be considered in the BOOT.

7. Attendance at Meetings and Training (Clause 19)

[43] The Union Submission expressed concern about the loss of entitlements to minimum 
engagement, and weekend penalties or overtime, for attendance at meetings that may occur at 
times when such payments would accrue, and proposed an undertaking to address that 
perceived loss.

[44] HammondCare, in their original Submission, asserted: -

‘The undertaking is not agreed to. The clause is based on the ACSA template.
HammondCare provides ongoing training at HammondCare’s expense and for 
employees to receive remuneration for undertaking training outside of normal work 
hours. Time spent in training in outside normal hours maybe compensated by the
employee taking paid time in lieu. This is consistent with previously approved EAs 
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throughout the industry, however the HammondCare clause offers better terms than 
the industry standard. When not possible to train employees during their rostered 
work hours, training may be convened outside those hours without attracting an 
overtime penalty. If the training hours were to be defined as overtime, it was a 
productivity issue in that employees were not directly performing productive work 
while in meetings and/or training, this would be a disincentive for employers to train 
employees.’

[45] Curiously, and not in response to any reply Submission by the Unions, HammondCare 
in their Supplementary Submission asserted that such meetings and training ‘does not occur 
in out of normal rostered hours on weekends.’ That was the totality of the Submission.

[46] The Agreement provision is a less beneficial term to be taken into account in applying 
the BOOT to HammondCare employees. The extent of that detriment is difficult to assess.
The Unions assert, ‘HSU members report that such meetings are a (sic) occur regularly, 
several times per year and usually for short meetings or training sessions of one or two 
hours.’ HammondCare however, as noted above, submits that such meetings ‘does not occur 
in out of normal rostered hours on weekends.’ Nonetheless, the detriment, whatever its level, 
must be considered in the BOOT.

8. Higher Duties (Clause 20)

[47] The Unions submitted: -

‘The enterprise agreement is at best equal to the relevant Awards, but likely worse off.

Both the Aged Care Modern Award and the SCHADS Award provide higher duties 
payment for the full shift, when the higher duties are performed for more than two 
hours.

However, the enterprise agreement only pays for the time the duties are carried out, 
which may be more than two hours, but less than a full shift.

For example, an employee engaged on an 8 hour shift, who acts up in higher duties
for half of that shift, would be entitled to 8 hours of higher duties pay under either 
Award, but only 4 hours of higher duties pay under the enterprise agreement.

Therefore, the provision in the proposed agreement is worse off than the provision in 
each of the relevant Awards.’

[48] HammondCare submitted: -

‘HammondCare EA Clause 20 is far in excess of the Nurses Award clause 30.
However HammondCare agrees to the proposed undertaking wording to wholly 
replace Clause 20 of the EA, but not in addition to the EA clause 20.’
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[49] The undertaking proposed by HammondCare extinguishes whatever detriment was 
contained in the Agreement compared to the relevant Modern Awards.

9. On Call Allowance (Clause 23.7.1)

[50] The Union Submission highlighted the absence of on-call provisions under the Aged 
Care Award, and that the on-call allowance rates were higher under the SCHADS Award than 
under the Agreement.

[51] HammondCare submitted: -

‘The undertaking is not agreed to. On Call provisions in the HammondCare EA are 
applicable to employees who are on call, in HammondCare only Nurse 
classifications are required to be on-call and rarely. Therefore the appropriate 
award for BOOT purposes is the Nurses Award. EA 2018 Annexure 1 items 8, 9 and 
10 use the applicable Nurses Award rates as varied from time to time and move 
accordingly. Therefore the EA meets the BOOT as no other employees are affected. 
If the HSU are aware of any other employees affected then sworn evidence should be 
produced so that HammondCare would be afforded the opportunity to remedy such 
situations.’

[52] The HSU did not respond by way of reply Submission on this issue, and while the 
statement of Ms. Heather Waddell contained the following sentence: -

‘HammondCare are only obliged to pay me for a minimum contract of 20 hours I am 
not paid any ON CALL money,’

no issue was taken with the HammondCare Submission. There is not any detriment to be 
considered in the BOOT on this issue.

10. Annual Leave Loading (Clause 26.10)

[53] The Unions submitted: -

‘The proposed agreement would make several groups of employees worse off
than the provisions of the Award.

The agreement mirrors both the Aged Care Modern Award and the SCHADS Award,
in that employees are paid annual leave loading of 17.5%, or the weekend and shift
penalties the employee would have received had they not been on leave during the
relevant period, whichever is the higher.

However, the proposed enterprise agreement limits annual leave loading to only 4 
weeks per year (clause 26.10.1).

The Awards do not provide any such limit.

This means that a shift worker, who is entitled to 5 weeks annual leave per year, is
worse off.
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Further, it means anyone who has accrued more than 4 weeks annual leave and
takes it, is worse off.’

[54] HammondCare, in their original Submission, asserted: -

‘The undertaking is not agreed to. By comparing the annual award pay plus the award 
Annual Leave loading on five weeks to the annual EA pay plus the Annual leave 
Loading on four weeks the EA overall remuneration is still greater than the award for 
all classifications. This is illustrated in the spreadsheet example attached and marked 
“JW 14A.’

[55] The Annexure ‘JW 14A’ is Annexure ‘C’ to this decision.

[56] In reply, the Unions relied on the statement of Mr. Christopher Friend, dated 5 April, 
2019, which stated: -

‘The Agreement has annual leave loading terms which are demonstrably worse off 
than both the Aged Care Award and the SCHADS Award.

Based on the analysis at ‘CF3’, some employees would be several hundreds of dollars 
worse off under the terms of the Agreement when compared to annual leave loading 
clause of the Aged Care Award and the SCHADS Award.’

[57] The Annexure ‘CF 3’ is Annexure ‘D’ to this Decision.

[58] In its Supplementary Submission, HammondCare noted: -

‘The HSU Submission and evidence of Mr Friend misinterpret the meaning of 
clause ‘ 2 6 . 1 0 . 1 Annual Leave Loading is only payable on four weeks of Annual 
Leave per year.’ By conveniently ignoring the words “per year”. Per year applies 
as per the accrual of annual leave on pro rata basis, therefore the loading is paid 
accordingly or rolled over into the next year.

The clause only has application to employees who are entitled to five weeks
leave accrual per year in that for each 5 weeks they take of annual leave, loading is
paid on 4 weeks per year. E.g. If an employee has accrued 11 weeks annual leave
being 8 weeks of annual leave plus 2 weeks of additional shift work annual leave,
then take the 11 weeks they are paid loading on 9 weeks. Because of the definition of
shift worker clause 26.1.2 the fifth week accrues per year after meeting the work
criteria e.g. see 26.1.2. a, b and c. the HammondCare payroll system records
normal annual leave and shift work additional leave separately.

However the example quoted cannot arise due to the effect of Clause “26.5 Taking
of Annual Leave

26.5.1 Generally Annual Leave will be taken within six months of the Employee 
becoming entitled to Annual Leave of more than four weeks, however with mutual 
agreement the taking of leave may be delayed for an additional six months.

26.5.2 The Employee and HammondCare will attempt to reach agreement on the
dates for taking the leave, having regard to HammondCare’s operational 
requirements.
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26.5.2.1 In the absence of agreement, HammondCare will give at least four 
weeks’ notice to the Employee of the dates during which the Employee will be 
required to take Annual Leave.

26.5.3 To avoid accumulation of excessive Annual Leave entitlements, 
HammondCare may direct an Employee to take any Annual Leave in excess of 
eight weeks.”

The evidence of Mr Wright and the calculation provided illustrates that the 
Agreement is better off overall.

[59] I accept the evidence of Mr. Wright and the calculations in Annexure ‘JW 14A.’ The 
calculations of Mr. Friend appear to suffer from the defect outlined in the HammondCare
Supplementary Submission. For the purposes of the BOOT, on this issue there is a detriment, 
albeit minor, and an assessment of the overall disposition of that detriment as compared to the 
remuneration increases under the Agreement is contained in Annexure ‘JW 14A’ that is 
Annexure C to this Decision.

11. Compassionate and Natural Disaster Leave (Clause 31)

[60] The Unions submitted: -

‘The proposed agreement provides an entitlement for two days paid Compassionate
Leave, to permanent employees, when a family member dies or develops a life
threatening condition or injury.
The agreement also provides that HammondCare ‘will consider’ extending paid 
leave to other circumstances, such as an employee experiencing incidents of
domestic violence.

While the potential for paid leave to deal with incidents of family violence could be
more beneficial than both the Aged Care Award and the SCHADS Award, the 
agreement fails to meet other key features of the ‘Leave to deal with Family and 
Domestic Violence’ clause in each Award. For example:

 Any leave under the agreement is completely subject to the 
employer’s discretion, whereas the Award provides stronger 
rights for an employee to access the leave (albeit unpaid);

 The agreement provides no definition of what family and domestic
violence is;

 The scope of the agreement provision is more limited than the 
Award provision;

 The agreement does not provide any conditions regarding 
confidentiality that will be made by an employer under such 
circumstances.

Therefore, the agreement may be better off in regard to the paid leave entitlement 
but may not be better off overall when considering the full provisions of the Award.’
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[61] HammondCare, in their original Submission, asserted: -

‘The undertaking in the words proposed is not agreed. The EA terms in Clause 31 
read in conjunction with the effect and application of the agreed undertaking for EA 
Clause 3.3 meets and is more beneficial than the NES.’

[62] I agree with the Unions’ Submission. Employees are better of overall regarding paid 
leave entitlements but worse off regarding non-monetary entitlements, and appropriate 
consideration will be placed on each in the application of the BOOT.

12. Meal Breaks (Clause 16.1)

[63] This was the second time issues regarding Meal Breaks were agitated by the Unions.
The Unions submitted: -

‘The employee is only paid ordinary rates for working through their meal break
and there is no requirement for the employer to reach agreement with the employee
to work through their meal break.

This is significantly worse off than the provisions of the Aged Care Modern Award.

The Aged Care Modern Award gives the employee the benefit of a meal break after 
working five hours (as opposed to six in the proposed agreement).

The Aged Care Modern Award also provides that overtime rates are to be paid if an 
employee is required to work through their meal break, until the employee is released
from duty or able to take a proper break.

Many HSU members have reported being directed to work through their meal breaks 
without reasonable compensation.’

[64] HammondCare, in their original Submission, asserted: -

‘The undertaking is not agreed to. See response to ‘Undertaking 1’ above.

The SCHADS Award 27.1(c) and Aged care Award clause 24.1(b) enables the 
employer to “require” an employee to have a meal with clients or client or work 
during a meal break. “Designate” in EA clause 16.1.2 has the same meaning and 
practical effect as ‘require’. There is no difference to the award clauses. The SCHADS 
Award does not require the employer to provide a meal, whereas as per 
HammondCare’s section 598(1) and s.602 Application HammondCare would provide 
a meal and pay single time.

The undertaking is not agreed. The EA clause 16.1.2 (as amended) provides that 
where an employee is designated (required) to have a provided meal with client/s then 
single time would be paid as the provision of a meal at the employers cost is offset 
against the payment of overtime. As per EA clause 16.1.2.1Where an employee is 
designated (required) to work during a meal break and a meal is not provided 
overtime rates apply.’
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[65] In the Union reply Submission, it was asserted: -

‘First it is apparent that the Agreement term is less beneficial than either award term
in that the Agreement allows for a meal break after six hours, as opposed to the
more beneficial arrangement under each award for a meal break after five hours.

Second the Agreement is less beneficial as compared to the relevant term in the
Aged Care Award 2010 in that the Agreement allows the Applicant to designate 
relevant employees to be on standby or to work during their meal break and receive
only the base rate of pay, as opposed to the overtime rate.

Third the agreement is less beneficial than the Social, Community, Home Care and
Disability Services Industry Award 2010 because the ability to require an employeeto
work during their meal break:

a. does not restrict the circumstances in which such a requirement can be made
to’part of the normal work routine or client program’; and
b. also allows the worker to be put on ‘standby’ which is not a circumstance

to maintain base rate during a meal break under the Social, Community,
Home Care and Disability Services Industry Award 2010.

The evidence in the Power Statement and the Thackray Statement highlights the 
intangible non-monetary disadvantage that would be faced by relevant employees 
within the coverage of the Aged Care Award 2010 considering their current
conditions of employment.

The Millington Statement provides evidence of the widespread nature of staff missing 
an uninterrupted meal break. This is corroborated by the Friend Statement at
attachment CF-5 and by Laing Statement. The more frequent the occurrence of the
interrupted meal break, the more significantly it will impact Test considerations.

The Friend Statement, at attachment CF-2, calculates the monetary value of missed 
meal breaks. It evidences significant disadvantage that arises from the Agreement.

Considering the frequency of meal break interruptions, and the marginal above-
award pay rates contained in the Agreement, this factor alone could cause the
Agreement not to pass the Test.’

[66] The Agreement clause is a less beneficial term that must be taken into account in 
applying the BOOT, though not to the extent asserted by the Unions. There is clearly an 
additional hour of work before the entitlement arises, and pay entitlement is reduced to 
ordinary time. However, the calculation of detriment attached to Mr. Friend’s Statement 
appears to be exaggerated and not reflective of the evidence.

13. Allowances – Travel on Official Business (Clause 23.1)

[67] The Unions submitted: -
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‘The proposed agreement seeks to limit the travelling allowance available to Home 
Care Workers.

The effect of Clause 23.1.2 would be to impose extreme disadvantage on a large, 
and growing, segment of HammondCare’s workforce.

The HSU has serious concerns that the construction and application of this part of the 
agreement is contrary to the SCAHDS Award and will likely leave the vast majority of 
Home Care Workers, worse off overall.’

[68] HammondCare, in their original Submission, asserted: -

‘The HSU in their Form 18 (if accepted by FWC) and Submissions in regard to their 
claim for travel from home to work and travel from work to home be paid for Vehicle 
and Travel Allowances16 EA clause 23.1 are in effect a request to interpret the 
relevant Award clauses to have the meaning “in the courses of their duties” includes 
travel from a Careworkers home to the first client and travel to home from the last 
client is travel “in the course of their duties”. The HSU are seeking a term be implied 
in the Award that “in the courses of their duties” includes travel from a Careworkers 
home to the first client and travel to home from the last client is travel “in the course 
of their duties”. While the EA clause 23.1 use the term “official business” in 
substitution for the Awards phrase “course of their duties” the clause 23.1.2 
terminology resolves any ambiguity or uncertainty in the interpretation of “course of 
the duties” in the Award by specifically detailing what is not in course of their duties 
and is excluded from being eligible to be paid the allowance.

In addition the EA provides in clause 23.2 an additional benefit to employees who may 
feel they are disadvantaged in some way by having to travel in “extraordinary 
circumstances”. Any dispute over the merits of any particular claim can be dealt with 
by the EAs disputes procedure Clause 9.

Hence the HSUs Undertaking 13 is not necessary as it would reduce the clarity and 
certainty provided by the current EA and proposed EA clause 23.1. In addition the 
proposed Undertaking is not the industry standard.

[69] In the Union reply Submission, it was asserted: -

‘Contrary to [49] of the Applicant’s Submissions, the HSU is not seeking that ‘term
be implied in the Award’ by the Commission. The HSU submits that the relevant
award clauses5 at law entitle a greater entitlement to some employees than would be
applicable under the Agreement.

An equivalent provision in the Nurses and Midwives (Victorian Public Health Sector) 
(Single Interest Employers) Enterprise Agreement 2012–2016 was considered by the 
Full Court of the Federal Court.7 The Full Court determined that, in particular, that
term did not require payment for travel to the first or from the last location of work
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primarily because the employee in that case ‘had regular hours and regular places of 
work.’

So much cannot be said for the Applicant’s relevant employees. The Applicant can,
and does, require its employees to work at a variety of locations, being the private
homes of clients, without the same notice or agreement requirements. The Applicant
does, in fact, require its relevant employees to have their own vehicles for precisely 
that purpose.

Whether the allowance under the awards would be payable would need to be 
determined on the basis of the relationship between each individual employee and
their work locations on the facts of each case.’

[70] In its Supplementary Submission, HammondCare submitted: -

‘HammondCare will not give an undertaking in regard to travel to and from home, 
save that the proposed Agreement clause 23.2 enables Extra Ordinary 
Circumstances to be determined on the basis of the merits of the claim of the 
individual employee and the relevant facts and circumstances. The proposed 
Agreement’s Disputes Procedure Clause 9 is relevant.

HammondCare relies on the evidence of Melissa Muhs and the fact that such an 
increase in costs to HammondCare singled out in the industry where other 
providers do not pay travel to/from home to work, would place HammondCare at 
significant disadvantage in the market place when compared to providers who have
already had their Agreements approved by the Commission that have the same
and/or similar terms in their Agreements. See the Witness Statement of Anna-Maria
Wade. This would create an “extraordinary circumstance” for HammondCare and
it would not be in the public interest for such an increase in costs to be precedent in
the proposed HammondCar Agreement and therefore imposed on the industry
thereafter, aged care and dementia clients, their families and Commonwealth Govt
funding for Aged Care packages currently being scrutinised by a Royal
Commission. If the proposed Agreement does not meet the BOOT the
Commission may otherwise approve the Agreement pursuant to s.189 of the
FairWork Act.’

[71] The evidence filed by the Unions in reply establishes that vehicle allowance is not 
currently paid for travel to the first client in a shift or back home from the last client.5 That
interpretation and application of the existing Modern Award provision is consistent with the 
decision of the Full Court of the Federal Court in Tyndall v Goulburn Valley Health,6 which 
considered a not materially different provision in an agreement. The Agreement clause would 
therefore not be detrimental when compared to the Modern Awards.

Undertakings/Corrections Provided

                                               
5 Statement of Heather Waddell dated 3 April, 2019, at [17]; Statement of Pamela Wilcock dated 3 April, 2019, at [17].
6 [2016] FCAFC 139.
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[72] By email dated 28 September, 2018,7 Clause 16 was clarified prior to the vote on 14 
October, 2018, when the Agreement was made. It clarified that the term ‘provided’ had been 
inadvertently been left out before the words ‘meal with a client/resident.’ That amendment 
should be confirmed by formal undertaking by the Applicant.

[73] The Applicant has also agreed to provide undertakings in regard to Issue 8 Higher 
Duties (Clause 20) above, and Clause 3.3 regarding the NES.8 Those undertakings should be 
formally made and annexed to the Agreement.

Less Beneficial Terms

[74] The Agreement, as varied by the undertakings made in the above two paragraphs, 
contains the following less beneficial terms when compared to the relevant Modern Awards: -

(a) Issue 5 regarding broken shifts, insofar as it applies to HammondCare at Home 
employees;

(b) Issue 7 regarding attendance at meetings and training;

(c) Issue 10 regarding annual leave loading, thought the detriment is to the extent 
expressed at paragraph [58] above;

(d) Issue 11 regarding compassionate and natural disaster leave, to the non-monetary 
extent outlined above;

(e) Issue 12 above regarding meal breaks;

(f) Shift and weekend penalties that correspond to the Nurses Award 2010; and

(g) The absence of laundry allowance.

More Beneficial Terms

[75] The Agreement contains the following more beneficial terms when compared to the 
relevant Modern Awards: -

(a) The rates of pay under the Agreement all exceed the relevant Modern Awards, 
and in higher grades equivalent to the Nurses Award 2010 those increases are 
significant (at least offsetting the less beneficial shift and weekend penalties for 
those employees);

(b) The only challenges to the extent of benefit, or otherwise, in rates of pay were in 
relation to issue 2, ‘Rates of Pay (Care Service Employee Grade 3)’, and Issue 3, 
‘Rates of Pay (Specialised Dementia Carer Grade 3)’, where I found the rates of 
pay to be more beneficial than the relevant Modern Award, though not to the 
extent asserted by HammondCare;

                                               
7 Statement of Jeff Wright dated 22 March 2019, Annexure “JW 13”.
8 Statement of Jeff Wright dated 22 March 2019,  at Para [28] and Annexure “JW 15”.
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(c) Compassionate and natural disaster leave, to the monetary extent outlined above;

(d) Casual conversion after 26 weeks;

(e) A more favourable higher duties provision;

(f) A disputes settlement procedure that allows for ‘any matter’ to be arbitrated by 
the Commission;

(g) Broken shift allowance; and

(h) Remuneration packaging pursuant to Clause 25 of the Agreement.

Conclusion

[76] The BOOT requires consideration of whether employees are better off overall if the 
Agreement applied rather than the relevant Modern Award. Considering that question, and 
noting the objections of the Unions, I am satisfied that, subject to the provision of the 
undertakings identified, that the Agreement passes the BOOT.

[77] The HSU, the NSWNMA and UV all gave notice under s.183 of the Act that they 
wished to be covered by the Agreement. In accordance with s.201(2) of the Act and based on 
the statutory declarations provided by those organisations, I note that the Agreement covers 
those organisations.

[78] The Agreement is approved and, in accordance with s.54, will operate from 6 June 
2019. The nominal expiry date of the Agreement is 31 December 2021.

DEPUTY PRESIDENT

Printed by authority of the Commonwealth Government Printer

<AE503481  PR708385>
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Annexure ‘A’

Page 33

HammondCare Nominated Employee ~,gaining R.epresentatlves 

Representative Classification HammondCareWork Address Wol'k Email 

'chnstine Rakebrandl - Community Care Worker 47 Stewart Avenue Hammondvtlle NSW 2170 Chrlst1ne.Rakebran!@hamrnond.com.au 
1-Ka_ r_en_G_llm- o-re- - --+--Com- - m- un_ity_ C=-a-re- w_o....,rk_e_r_._=2--4,...sccta-=fTo_r..,d-=s,...tree.......,l'""SCone NSW 2337 --- - - +-,,K'"'a_re_n--:G=:i:--lrn_o_re@-:::-:-ha- m_m_o_n--=d.-com--,a-u---; 

Stuart Rey-no--:ld-c-- - +R=-e-g..,is- t-er_e...,d...,.N711-rs-e---+-c1-=o-+~.,..lu_r_ru_a-=R=-o-a--:d-:N,-o-:rt.,-h-:::T:--u-rru- m-ur-ra.......,,Nc:::Sc.-:W,:-::20:-:7:-:4:----- +-sre-,-ynolds@hammond.com 

Leonlc (Leo) Hennig C.ire Service Employee Ju~d Avenue f-tammondville NSW 2170 loonnig@hammond.corn.au 

Sue Cheesman Community Care Worker Le~el 2 , Sulte 202, 280 Pacific Highway Linctfield NSW Sue Clleesman@hammona.com 
2010 

Michelle Morrison 

Sharon Spencer -

Susan Daniels 

Community Care Worker Suite 1101. Level 1. 18 Banfield Street Chermslde OLD 
4032 

Relief Team Leader Res! 2se Raaway St Woy Woy NSW 2256 

Specialised Dementis 2.sy Rsilway St Woy Woy NSW 2266 
Carer ; 

MIChelle.Morrtson@hammond.com.au 

sdanlcls@hammondcare.oom 

Jan Halliday Community Care Worker J°fd Avef\Je Hammondville NSW 2170 Jan Halliday@hammondcom.au 

Carolyn Heiden Social Club 19!Kiama St Miranda NSW 2228 cheldon@hammond.com,au 

Leanne Hoffman Community Care Worller 34¥-346 Main Rd Cardiff NSW 2285 L.eanne.Hoffman@hamtnond.com.au 
~M-el-,n-d_a_C_a_s_sa_r ____ Co_ m_m_un-ity_ C,...3-re_W_ o_rk-e-, -1--Le~jl~e-l -1. 109 Queen S=:t-:Scct-:M-:-a-ry-s-:N:-:-S=wc:-:-:2:::7:-::5:::-o- ----+-=-M:-e""l1n- d"'"a-.c=-a-s-s-~r""'@=-ha_m_mo--nd.,..co-m- .-a-u---! 

Sri Cooper Community Care Worl<er J~d Avenue Hamrriondvnle NSW 2170 Sri.Cooper@hammond.com.au 
Mellssa Greig Community Care Worl<er 342~ Main Rd Caroiff NSW 2285 M elissa Greig@hammon<I com.au 
Carolyn Robinson Care Service Employee 75!Gundy Rd Scone NSW 2337 

Alexandra WMe Community care Wmker 19 Klarna St Miranda NSW 2226 Alexanora.Whlre@hammond.com.au 
~oa'"'1,-e-=z=-an_ca_ .rem_ o _ _ --tl-'.Com=--m-un-:ily:--:C::-a-re-:-:W-:-o-,r1<,..e-r-, -1""9""Ki::-a-m_a_S'"'tccM-:rra,-. -n""'d,..a..,.N""swc-cc-=2'='22"'8,----- --- --+-D-=-a1-e.-Za- nca- ria- ro@hammood.comau 
,_._Da_v-in_a_M_ ey_b_u_ry __ __,~c~o-mmunity Care Worker 5fi-/i8 Junction StrEet--cNo:--wra- N'"'svv="""2--54~1--- ---+-.o::-a-v,...1n-a-.,M~a-y..,.b-u-ry'"'@=h-.ai-m_m_o_rid~ .co- m-.a- u- --1 

KatherineLightfoot Community Care Worker 19 Kiama St Miranda NSW 2228 Katherine.Llghtfool@hammond.com:~ 

Megan McA!i-sle- r __ .......,C~o-m-munity Care WorKer 56-58 Junction Stn;et NoWJa NSW 2~ --- Megan.McAJllster@hw mond.com au 

Ryan Kirl<land Admiss10ns Coordrnator 75 Gundy Rd Scan: NSW 2337 Ryan.Kirkland@hammond.com.au 
Shirley Picton Cara Service Employee 2-4 Stafford Street Scone NSW 2337 

1-Viccc_k_y,...L-ld_d,_e_ll _ _ _ -+-C- om_ m_u_n_ilY __ ca_ re_W_orlc,...e_r_, Suil!! 8. 451 Pacific Hwy North Gosfo1d NSW 2250 Vlcky.Liddell@tlammond com au 
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Annexure ‘B’

Summary of proposed undertakings – HSU submission

Undertaking 1 - Meal Breaks (Clause 16.1)

HammondCare agrees that Clause 16.1.2 of the agreement will be read as follows:

16.1.2 Requirement to work and/or be on standby during Meal Breaks - By agreement 

between HammondCare and an Employee, HammondCare for operational reasons may 

designate an Employee as being required to be on standby or have a meal with a 

client/resident during their Meal Break and in this case, the Employee will be paid their 

base rate of pay plus applicable loadings/shift penalties for their Meal Break time for every

day or shift so worked.

Undertaking 2 – Rates of Pay (Care Service Employee Grade 3)

HammondCare agrees that all employees classified as Care Service Employee Grade 3

will be paid, at least, the rate of pay prescribed in the Aged Care Award 2010 for an Aged 

Care Employee Level 7.

Undertaking 3 – Rates of Pay (Specialised Dementia Carer Grade 3)

HammondCare agrees that all employees classified as Specialised Dementia Carer Grade

3 will be paid, at least, the rate of pay prescribed in the Aged Care Award 2010 for an Aged 

Care Employee Level 7.

Undertaking 4 – Minimum Hours (Clause 13.3)

Clause 13.3 of the agreement shall be read as follows:

Part-time and Casual Employees shall receive a minimum payment of two hours for each 

engagement of work. In the case of a broken shift this may include multiple engagements,

of at least 2 hours per engagement, as per clause 13.4 ‘Broken Shifts’.
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Undertaking 5 – Broken Shifts (Clause 13.4)

In clause 13.4.1.1 the words ‘Other than for HCAH Employees’ will not apply and the clause

will be read as follows, for all employees:

The ‘breaks’ in a broken shift will not be more than four hour and may be worked by mutual

agreement.

Undertaking 6 - Allocated Day Off (Clause 15)

HammondCare agrees that clause 15.4 of the agreement will be read as follows:

With mutual agreement, ADO’s may be accumulated and taken in conjunction with the 

Employee’s annual leave, or at another time as agreed between the Employee and 

HammondCare.

Undertaking 7 - Attendance at Meetings and Training (Clause 19)

HammondCare agrees that clause 19.1 and 19.1.1 of the agreement will be reflected as 

follows for the life of the agreement:

19.1 When an Employee is required by HammondCare to attend meetings in the capacity of 

an Employee representative, or meetings for work-related purposes, training or registration, 

outside of the employee’s normal rostered ordinary hours of work, that Employee will be 

entitled to receive, at least, their minimum engagement, plus any applicable weekend 

penalties, shift penalties, or overtime for attendance at such meetings.

Undertaking 8 - Higher duties (Clause 20)

HammondCare agree that in addition to Clause 20 of the agreement, a new clause 20.1 will 

apply which states:

An employee engaged in any duties carrying a higher wage rate than the classification in 

which they are ordinarily employed in any one day or shift will be paid at the higher wage 

rate for:

a. the time so worked for two hours or less; or
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b. a full day or shift where the time so worked exceeds two hours.

Undertaking 9 - On Call Allowance (Clause 23.7.1)

HammondCare agree that an employee will only be on-call by mutual agreement and clause

23.7.1 of the agreement will be read as follows:

23.7.1 An Employee who is asked by HammondCare, and agrees to be on call to possibly 

work overtime on a rostered day off, shall be paid the amount specified in Annexure 1 for 

each period of 24 hours or part thereof, provided that only one allowance shall be payable 

in any period of 24 hours. For the purpose of this clause the whole of the on-call period is 

calculated according to the day on which the major portion of the on-call period falls.

HammondCare agree that the rate of pay for the on-call allowance will be at least as 

generous as the relevant rate in the Social, Community, Home Care and Disability Services 

Industry Award 2010, or the Nurses Award 2010, whichever is the higher. HammondCare 

agree that the on-call allowance will be increased by the same proportion as any increase

to relevant modern award rate.

Undertaking 10 - Annual Leave Loading (Clause 26.10) –

HammondCare agree that clause 26.10.1 of the agreement will not apply.

HammondCare agree that clause 26.10.2 will be read as follows:

26.10.2 If an Employee is entitled to Annual Leave, the greater of either leave loading at the 

rate of 17.5% on the appropriate base rate of pay, or usual shift allowances and weekend 

penalties, which would have been paid to the Employee, had the Employee worked during 

the period of Annual Leave, will be paid. Provided that shift allowances and weekend 

penalties will not be payable for public holidays which occur during a period of Annual 

Leave or for days which have been added to Annual Leave in accordance with Clause 33

Public Holidays.
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Undertaking 11 - Compassionate and Natural Disaster Leave (Clause 31) 

HammondCare agrees to adopt the model ‘Leave to deal with Family and

Domestic Violence’ clause as a term of this agreement.

Undertaking 12 – Meal Breaks (Clause 16.1)

HammondCare agrees that Clause 16.1.2 of the agreement will be read as:

16.1.2 Requirement to work and/or be on standby during Meal Breaks - By agreement 

between HammondCare and an Employee, HammondCare for operational reasons may 

designate an Employee as being required to be on standby or have a meal with a 

client/resident during their Meal Break and in this case, the Employee will be paid their 

base rate of pay plus applicable loadings/shift penalties for their Meal Break time for every

day or shift so worked.

HammondCare agrees that Clause 16.1.2.1 of the agreement shall be replaced with

the following:

16.1.2.1 Where an employee is required to remain available to attend to duty or is on duty 

during their meal break, the employee will be paid at overtime rates for all time worked from 

the commencement of that meal break until such time that a meal break free from duty is 

taken by the employee or the employee’s shift ends (whichever occurs first). Whilst

payment will be calculated at overtime rates, the time worked until the meal break is taken

will be regarded and count as an employee’s ordinary time.

Undertaking 13 - Allowances - Travel on official business (Clause 23.1)

The HSU is happy to consider two possible undertakings to remedy this disadvantage.

Undertaking 13a

HammondCare agrees that in clause 23.1.2, the sentence ‘This excludes travel from the

Employee’s home to the first place of work/office, and return home at the end of their duties,
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and excluding travel during a break in a Broken Shift.’, shall not apply. Clause 23.1.2 will 

simply read as follows:

23.1.2 Where an Employee is required to use his or her motor vehicle on official business 

they shall be paid at the Vehicle Allowance rate as set out in Annexure 1.

Undertaking 13b

HammondCare agrees that clause 23.1.2 in the agreement shall not apply and shall be 

replaced with the following:

23.1.2 Where an employee is required and authorised by their employer to use their motor 

vehicle in the course of their duties, the employee is entitled to be reimbursed at the rate of

$0.78 per kilometre.
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Hammondcare EA vs Award Annual Leave loading 

Oass1fication 
t-,1mn,ondl1.tHomc C:>re \.'✓orkN Grade l 

1-i"lmmondA;riomc Carr Worker Gr;id(, 2 
Namm::mdAtHon'IC Cart" Worker Grade 3 

SOC New Enttont 

SOC Grade 1.1 
SOC Grade l.2 
SOC Grade 2.2 

SOC Grade 2.4 

SOC GradP 3 
Ure Service EmplOyee New Entrant 
care Service Employee Grade l 

care SCMce Employee Grace Z 
Care ScfVICC EmplOYf,:C Grade 2.1 

Care Senlice Emolovee Grade 3 
Ass,stant in Nursing 
Enrolled Nurse 

Without Med1catJon Quallffcatlon 

1st Y•ar 

2nd Year 
3rd Year 
4th Year 

ThcreiSfier 
Enrolled NUl'"se 

1st Year 
2nd Year 

3rd Year 
41h Yea r 

The r•.i,ft"r 
Registered Nurse/ SOA 

lstYur 
2nd Year 

3f"d Yc.ir 

4th Year 
5th Year & Thereafter 

Oimc:al Nur:se Con:whant 

Oimal Nur!.t1!Speci3list 

Oink.al Nurse Edcc.ator 
Nurse Educator 
Senior Ncr-se Educ.,t04' 

Nurse p,-;ictiti:>ncr 

EA Hourly Award 

rate Rate Dh 

$2 1.86 $ 20.37 

m.G.o s2u, 
SB 8'l 
$20.59 

$21.75 
S21.8S 
S23.07 

$23.30 
$24.49 

S20.SO 
$21.83 

$22.70 
522.91 

S23.41 
$22.91 

526.09 

$26.60 
$26.96 

$27.51 

$28.01 

$27.22 
$27.16 
s23_;0 
$29.17 
$298S 

l $ 22 7 

$20.12 

$20.96 
$20.96 
$21.78 

S21.78 

S22.0< 
$20.12 
S20.96 

$21.78 
$21-78 

s 22.0< 
$22.04 

$22.44 

$22.74 

$23.04 
$23.38 

$23.6 1 

$22.44 
$22.7 
$23.04 
$23.38 

$23.6 

4 

1 

4weeks 

Al EA 
S3.323.21 

Sl,4(1.62 
53.b.:H.70 

SJ,130.02 

$3,3()6.08 
53,321.66 
$3,507.06 
$3,541.33 

$3,722.06 

$3,116.00 
$3,318.54 

S3,4S0.97 
$3,482.13 

$3,558.47 
$3,482.13 

$3,965.11 

$4,043.01 
$4,097.54 

$4,181.67 
$4,258.01 

$4,138.05 
$4,219.06 
$4,33124 
$4,434.07 

$4.53690 

$34.70 

$34.70 
$36.32 

$39.82 
$41.37 

l $5,273.83 $24.0 

S24.50 

$2S.7 

$28.1 
$28.8 

$49.03 

$.41.78 

$41.78 
$44.40 
SS0.17 
S38.42 

$5,273.83 
7 SS,Sl9.99 

2 S6.0S2.83 
5 $6,288.09 

, $7,451.91 
1 56.35041 

1 $6,350.41 

$33.6 
S3Ll 

$31.1 
$33.8 
$415 
S38.o 

7 $6,749.26 
7 $7,626..41 

5 $5,839.38 

,, 

4 vweeks usini 4 week loading Shift Worke r S Weeks using S w eek loading Annual Salary w ith loildinc 

Annual pav 
EA annual Awd Oiftert>nc:e " EAAI Award Al Pay plus 4 aMua! Pay EA V Awd Difference 

4 weeks EA.6.1 Total £a Award AL Tot :al Awd Sweel.ls S weeks Loading Loadinc f oul Ea AL Toul Awd Ann.,al Annual wksAL plus 5 wks 4wks v 5 EA better 

ALAwd Loading AL pay loading Alpav Al EA AlAwd 17.5% 17.5% P•V i\lpay S..larv EA Salary Awd loading Al loading wl, off 

$3,096.24 $581 56 $3,90-4 78 $541.8-i $3,638.08 $4,154.02 Sl,S70.30 $726.95 5677.30 $4 88(197 $4,147.60 543.201 78 $40,251.ll $43,783.34 $40,918.42 $2,854 92 6.52¾ 
S3,30~A8 $602.2S $4.043~1 $578.28 53,882.76 54,302 03 $4,13060 $752.85 $722.86 55,054.88 $4,853.46 $44,74109 $42,958.24 $45,343.37 $43,681.10 51,662 27 3 67% 

SJ,4~1.9 2 ~635.55 $4,267 25 $604.09 $4,056.0 1 $4,539 62 $4,314.90 $79 4.43 $755.11 $5,334 06 $5,070.01 $47,212 07 $44,874.96 $47,847.62 $45,630.07 52,217 55 4,63% 
$3,058.2-1 $5<17.75 $3,677.78 $535.19 $3,593.43 S3,Sl12.S3 Sl.822.80 $68'1.69 $668.99 $4.597.22 $4,491.79 $40.690.29 $39,757.12 $-(1,238.Q.t $40,426.11 $811.93 1.97% 

53,181.92 S578.56 $3,684 64 5557.54 $3,743.46 54,132.60 Sl.982.40 $723.20 $696.92 $4,855.80 $4,679.32 $42,978.99 $41.416.96 $0,SS7.SS $42,113.88 $1,443.67 3.31% 

53,185.92 S581.29 $3,902.95 $557.14 $3,743.46 $4, IS2.0> $3,982.40 $726.61 $696.92 $4,878.68 $4,679.32 $43,181.53 $41.416.96 $43.762.82 $42.113.88 51,648.94 3 .77% 
S3.3JO.S6 $613.74 $4,120.79 5579.35 53,889.91 S-4,383.Sl $4,138.20 S767.17 Sn4.19 55,150.99 $4,862.39 545,591.75 543,037.28 $46,205.49 $43,761.47 S2,444.02 5.29% 
S3.310.SG $619.73 $4,161.07 $57'3.35 S3,889.91 $4,426.67 $4,1.Ja.20 Sn4.67 S724.l9 SS,201.lJ $4,862.39 $46,03734 $43,037.28 $46,657.03 $43.76L47 $2,895.61 6.21% 
S3.350.08 S6Sl .36 $4.373.42 S586.26 $3,936.34 54.652.58 S4.187.60 S814.20 S732.83 $5,466.78 $4,920.43 $48.386.81 $43,551.04 $49,038.17 $44,283.87 $4,754.30 9.70% 
$3,058.24 $545.30 $3.661.30 S535.19 $3,593.43 $3,895.00 $3,822.80 $681.63 S668.99 $4,S76.63 $4,491.79 540,508.00 $39,757.U $41.()53.30 $40,426.11 $627.19 1.53% 
$3,185.92 $580.74 $3,899.28 S557.$4 $3,743.46 $4,148.18 $3,982.40 $725.93 S696.92 $4,874.11 $4,679.32 $43,141.02 $41,416.96 $43,721.76 $42,113.88 $1,607.88 3.68% 

$3,310.56 $603.92 $4,0S4.89 $579.35 $3.889.91 54,313.71 $4,138.20 $754.90 $724.19 $5,068.61 $4,86239 $44,862.61 $43,037.28 $45,466.53 $43,761..-Q7 51.705.06 3 .75% 
$3,310.56 $.609.37 $4,09150 $579.35 $3,889.Sl $4,352.66 $4,138.20 $761.72 S724.19 $5,114.38 $4,862.39 $45,267.69 $43,037.28 s,.s.sn.OG $43,761.47 S2,11S.60 4 .61% 
$3,350.08 $622.73 $4,181.20 $586.26 S3,S36.34 $4,448.09 $4,187.60 $778.42 S732.83 S5.226.51 $4,920.43 $46,260.14 $43,551.04 $46,882.87 $44,283.87 $2,599.00 5.54% 
$3,350.08 $609.37 $4,091.50 $586.26 $3,936.34 $4,352.66 $4,187.60 $761.72 $732,83 $5,114.38 $4,92OA3 $45,267.69 $43,551.04 $45,872.06 $44,283.87 $1,593.19 3.47% 

$3,<110.88 $693.89 $4,659.00 $596.90 $4,007.78 $4,956.39 $4,263.60 $867.37 $746.13 $5,823.76 $5,009.73 $51,546.43 $44,34lA4 $52,240.32 $4S,087.57 $7,152.75 13.69% 
$3,456.48 $707.53 $4,750.54 $604.88 $4,061.36 $5,053.76 $4,320.60 $884.41 $756.11 SS,938.17 $5,076.71 $52,559.13 $44,934.24 $53,266.66 $45,690.35 $7,576.31 14.22" 
$3,502.08 S711.07 $4,814.61 $612.86 $4,114.94 $5,121.93 $4,372.60 $896.34 $766.08 $6,018.26 $5,143.68 $53,268.02 $41,527.04 $53,985.09 $46,293.12 $7,691.97 14.25% 
$3,553.76 $731.79 $4,913.46 $621.91 $4,175.67 $5,227.09 $4,4'12.20 $914.74 S727.39 $6,141.83 $5,219.59 $54,361.74 $46,198.88 $55,093.53 $46,976.27 $8,117.26 14.73% 
$3,588.72 S74 :S.15 $5,003.17 $628.03 $4,216.75 $5,32:2.52 $4,485.90 $93L44 $785.03 S6,253.96 $5,270.93 $55,354.18 $46,653.36 $56,099.33 $47,438.39 $6,660.94 15.44% 

S3,410 .88 $724.16 S4,862.21 S196.90 S4,007.78 S5.ln.S6 $4,263.60 590S.20 $746.13 56,072.76 S5,009.73 $53,794.62 $44,341.44 $54,51A.78 $45,087.57 $9,431.21 17.30% 
S3,456.48 $738.34 $4,957.40 $604.88 $4,061.36 $5,273.83 $4,320.60 5922.92 $756.11 $6,196.75 $5,076.71 $54,847.83 $44,934.24 $55,586.17 $45,690.3S $9,895.82 17.80% 

53,502.08 $757.97 $5,089.21 $612.86 $4,114.94 $S,414.0S $4,372.60 $947.46 $766.08 $6,361.51 $5,143.68 $56,306.U $45,527.04 $57,064.09 $46,293.U S10,720.97 18.88% 
$3,553.76 $77:S.96 $5,210.03 $621.91 $4,175.67 $5, 542.59 $4,442.20 $969.95 Sn7.39 $6,512.54 $5,21.9.59 $57,642.88 $46,198.88 $58,•18.85 $46,976.27 $11,442.58 19.59'Eo 
53.SAA...n S,793.96 $5.330.85 $628.03 $4.216.?S SS.671.12 $4,48.5.g() $992.4S $785.03 $6.663.57 SS.270.93 SSB,979.65 $46,653.36 $59.773.60 $47.438.39 $12335.21 20.64% 

$3,649.52 5922.92 $6,196.75 $638.67 $4,288.19 $6,592.29 $4,5'1.90 S1.153.65 $798.33 57,741.94 $5,360.23 $68,559.79 $47,443.76 $69,482.71 $48,242.09 $21,240.62 30.57% 
53,724.00 $922.92 $6,196.75 $651.70 $4,375.70 $6,592.29 $4,655.00 $1,1S3.6S S814.63 $7,745.94 $S,469.63 $68.559.79 $48,4U.OO $69,482.71 .$49,226.63 SZ0,256.09 29. 15% 

$3,917.04 S96G.OO $6.48S.99 568S.48 $4,602.52 $6,899.99 $4,896.30 $1,207.SO $856.85 $8,107.49 $S,753.15 $71,759.92 $50,921.52 sn.12s.92 ss1.ns.11 $20,9•7.SS 28.$0% 
$4,274.24 $1.0S9.2S $7,112.08 $747.99 S5,022.23 $7,566.04 SS,342.80 $1,324.06 5934.99 $8,890.09 $6,277.79 $78,686.79 555,561.12 $79,746.0< $$6,500.11 $23,245.93 29.15% 
$4,385.20 $1,100.42 $7,388.50 S767.41 $5,152.61 $7,860.11 $5,481.50 $1,371.52 $959.26 $9,235.63 S6.440.76 $81.745.14 $57,007.60 $82,845.56 $57,966.86 $24,873.70 30.03% 

$5,148.2-4 $1,304.08 $8,756.00 $900.94 $6,049.18 $9,314.89 $6,435.30 $1,630.11 $1,126.18 $10,945.00 $7,561.48 $96,874.88 $66,927.12 S98,178.97 S68,os3..;o $30,125.67 30.68% 
$4,728.72 $1,111.32 $7,461.73 $82753 SS.SS6.25 $7,938.01 $5,910.90 $1,389.15 $1,034.41 $9,327.16 $6,945.31 $82.555.30 $61,473.36 $83,666.63 S6:t507.77 $21.1.S&.86 25.29'< 
$4,728.72 $1,111.32 $7,461.73 5827.53 S5,S56.25 $7,938.01 $5,910.90 $1,389.15 $1,034.41 $9,327.16 $6,94$.31 $82,555.30 $61,47336 $83,666.63 $62,$07.72 $21,lSS.86 25.29% 
S5,148.2• 51,181.12 $7,930.38 5900.94 56,049.18 $8,436.57 $6,435.30 51,476.4() $1,126.18 $9,9U.97 57,$61.48 $87,740.33 $66,927.12 $88,921.45 $68,053.30 $20,868.15 23A7'6 
$6,318.64 $1,334.62 $8,961.03 $1,105.76 $7,424.40 $9,533.01 $7,~.30 $1,668.28 S1.382.20 511,201.is $9,280.50 S99,143.33 $82,142.32 Sloo,,77.95 $33,524,S'l S16,95l.43 16.87'1 
$S,7B3.60 $1,021.89 $6,861.28 $1,012.13 $6,795.73 $7,299.23 $7,229.50 $1,ln.37 $1,26S.16 $8,576.60 $6,494.66 $75,911.99 $75,186.80 $76,933.88 $76,451.96 $481.92 0.63')E 
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Cross Reference Table 

Clause Full-time Part-time Casual Fixed 
term/Task 
Employee 

Title 1 1 1 1 
Parties Bound by this 2 2 2 2 
Agreement 
Application and duration 3, 3.1, 3.2, 3.3, 3, 3.1, 3.2, 3.3, 3, 3.1, 3.2, 3.3, 3, 3.1, 3.2, 3.3, 

3.4, 3.5, 3.6, 3.7 3.4, 3.5, 3.6, 3.7 3.4, 3.5, 3,6, 3.4, 3.5, 3.6, 3. 7 
3.7 

Access to the 4 4 4 4 
Agreement and the NES 
Definitions 5, 5.1, 5.2, 5.3, 5, 5.1, 5.2, 5.3, 5, 5.1, 5.2, 5.3, 5, 5.1, 5.2, 5.3, 

5.4, 5.5, 5.6, 5.4, 5.5, 5.6, 5.4, 5.5, 5.6, 5.4, 5.5, 5.6, 
5.7, 5.8, 5.9, 5.7, 5.8, 5.9, 5.7, 5.8, 5.9, 5.7, 5.8, 5.9, 
5.10, 5.11 5.10, 5.11 5.10, 5.11 5.10,5.11 

Anti.Discrimination and 6, 6.1, 6.2 6, 6.1, 6.2 6, 6.1, 6.2 6, 6.1, 6.2 
Non•Harassment 
Agreement Flexibility 7, 7.1, 7.2, 7.3, 7, 7.1, 7.2, 7.3, 7, 7.1, 7.2, 7.3, 7, 7.1, 7.2, 7.3, 

7.4, 7.5, 7.6, 7.4, 7.5, 7.6, 7.4, 7.5, 7.6, 7.4, 7.5, 7.6, 
7.7, 7.8, 7.9, 7.7, 7.8, 7.9, 7.7, 7.8, 7.9, 7.7, 7.8, 7.9, 
7.10 7.10 7.10 7.10 

Consultation regarding 8, 8.1, 8.1.1, 8, 8.1, 8.1.1, 8, 8.1, 8.1.1, 8, 8.1, 8.1.1, 
major workplace change 8.1.2 8.1.2 8.1.2 8.1.2 
HammondCare to 8.2, 8.2.1, 8.2.2 8.2, 8.2.1, 8.2.2 8.2, 8.2.1, 8.2, 8.2.1, 8.2.2 
discuss change 8.2.2 
Consultation about 8.3 8.3 8.3 8.3 
changes to rosters or 
hours of work 
Dispute settling 9, 9.1, 9.2, 9.3, 9, 9.1, 9.2, 9.3, 9, 9.1, 9.2, 9.3, 9, 9.1, 9.2, 9.3, 
Procedures 9.4, 9.5 9.4, 9.5 9.4, 9.5 9.4, 9.5 
Confidentialit:t 10 10 10 10 
Definitions 11.2 11.3 11.4 11.5 
Minimum Employment 12.1 12.1 12.2 
Period 
Hours of Work 13.1 13.1 13.1 
Arrangement of Hours 13.2.1 a,b, c, 13.2.1a 

and d 
Minimum Hours 13.2.1 a 13.3 13.3 
Broken Shifts 13.4 13.4 13.4 13.4 
Roster of Hours 14.1, 14.2, 14.3, 14.1, 14.2, 14.3, 14.1, 14.2, 14.1, 14.2, 14.3, 

14.3.1, 14.3.2, 14,3.3, 14.3.4, 14.3 14.3.5, 14.3.6, 
14.3.3, 14.3.4, 14.3.5, 14.3.6, 14.3.7 
14.3.5, 14.3.6, 14.3.7 
14.3.7 

Allocate Day Off 15, 15.1, 15.2, 
15.3, 15.4, 15.5, 
15.6, 15.7, 15.8, 
15.9 

Meal Breaks 16.1, 16.1.1, 16.1, 16.1.1, 16.1, 16.1.1, 16.1, 16.1.1, 
16.1.2, 16.1.3, 16.1.2, 16.1,3, 16.1.2, 16.1.3, 16.1.2, 16.1,3, 
16.1.4 16.1.4 16.1.4 16.1.4 

Tea Breaks 16.2, 16.2, 1, 16.2, 16.2.1, 16.2, 16.2.1, 16.2, 16.2.1, 
16.2.2 16.2.2 16.2.2 16.2.2 
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Sleepover 17.1, 17.2, 17.1, 17.2, 17.1, 17.2, 
17.2,1, 17.2.1, 17.2.1, 
17.2.1.1a, 17.2.1.1 b, 17.2.1.1c, 
17.2.1.2 17.2.1.2 17.2.1.2 

Arrangement of Hours 17.2.2, 24.2.2a 17.2.2, 24.2.2b 17.2.2, 24.2.2c 
and d, 17.2.2.1, and d, 17.2.2.1, and d, 
17.3, 17.3.1, 17.3, 17.3.1, 17.2.2.1, 17.3, 
17.4 17.4 17.3.1, 17.4 

Live in Care 18, 18.1, 18.2, 18, 18.1, 18.2, 18, 18.1, 18.2, 
18.3, 18.4 18.3, 18.4 18.3, 18.4 

Attendance At Meetings 19.1, 19.1.1, 19.1, 19.1.1, 19.1, 19.1.1, 
and Training 19.1.2, 19.2, 19.1.2, 19.2, 19.1.2, 19.2, 

19.3 19.3 19.3 
Higher Duties 20 20 20 20 
Payment of Wages 21.1, 21.2, 21.3, 21.1, 21.2, 21.3, 21.1, 21.2, 21.1, 21.2, 21.3, 

21.4, 21.5, 21.4, 21.5, 21.6, 21.3, 21.4, 21.4, 21.5, 21.6, 
21.6., Annexure 1 21.5, 21.6, Annexure 1 
Annexure 1 Annexure 1 

Superannuation 22.1, 22.2, 22.3, 22.1, 22.2, 22.3, 22.1, 22.2, 22.1, 22.2, 22.3, 
22.4, 22.4.1, 22.4, 22.4.1, 22.3, 22.4, 22.4, 22.4.1, 
22.4.2, 22.4.3, 22.4.2, 22.4.3, 22 .4.1, 22.4.2, 22.4.2, 22.4.3, 
22.4.4, 22.4.5 22.4.4, 22.4.5 22.4.3, 22.4.4, 22.4.4, 22.4.5 

22.4.5 
Allowances: 23.1.1, 23.1.2, 23.1.1, 23.1.2, 23.1.1, 23.1.2, 23.1.1, 23.1.2, 
Travel on Officical 23.1.3, 23.1.4 23.1.3, 23.1.4 23.1.3, 23.1.4 23.1.3, 23.1.4 
Business 
Allowances: 23.2.1, 23.2.2 23.2.1, 23.2.2 23.2.1, 23.2.2 23.2.1, 23.2.2 
Travel in extraordinary 
circumstances 
Meal and Out of Pocket 23.3.1 23.3.1 23.3.1 23.3.1 
Expenses 
Shift Allowances - 23.4.1.1 23.4.1.2 23.4.1.2 
Residential Care 
Shift Allowances - 23.4.2.1 23.4.2.1 23.4.2.1, 
HCAH 23.4.3 
Uniforms and Personal 23.5 23.5 23.5 23.5 
Protective Clothing 
In.Charge Allowance 23.6.1, 23.6.2, 23.6.1, 23.6.2, 23.6.1, 23.6.2, 23.6.1, 23.6.2, 

23.6.3, see also 23.6.3, see also 23.6.3, see 23.6.3, see also 
Annexure 1 Annexure 1 also Annexure Annexure 1 

1 
on.Call 23.7.1, 23.7.2 23.7.1, 23.7.2 23.7.1, 23.7.2 23.7.1, 23.7.2 
Continuing Education 23.8, 23.8.1, 23.8, 23.8.1, 23.8, 23.8.1, 
Allowance (Applies to 23.8.2, 23.8.4, 23.8.2, 23.8.4, 23.8.2, 23.8.4, 
Nurse Classificationss 23.8.5, 23.8.6, 23.8.5, 23.8.6, 23.8.5, 23.8.6, 
in this Agreement) 23.8.7, 23.8.8, 23.8.7, 23.8.8, 23.8.7, 23.8.8, 

23.8.10 23.8.10 23.8. 9, 23.8.10 
Working on Saturdays 24.1.1 24.1.1 24.1.1 24.1.1 
and Sundays 
Overtime 24.2.1, 24.2.2a, 24.2.1, 24.2.2b, 24.2.1, 

24.2.3, 24.2.4 24.2.3, 24.2.4 24.2.2c, 
24.2.3, 24.2.4, 
24.7.1, 24.7.2 

Time Off in Lieu of 24.3.1, 24.3.2, 24.3.1, 24.3.2, 24.3.1, 24.3.2, 
Payment for Overtime 24.3, 24.4, 24.3, 24.4, 24.3, 24.4, 

23.3.5 23.3.5 23.3.5 
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Rest Period after 24.4.1, 24.4.2 24.4.1, 24.4.2 24.4.1, 24.4.2 24.4.1, 24.4.2 
Overtime 
Recall 24.5.1, 24.5.3, 24.5.2, 24.5.3, 24.5.2, 24.5.3, 

Annexure 1 Annexure 1 Annexure 1 
Make-up Time 24.6.1, 24.6.2 24.6.1, 24.6.2 24.6.1, 24.6.2 
Remuneration 25.1, 25.2, 25.1, 25.2, 25.1,25.2, 
Packaging 25.2.1, 25.2 .2, 25.2.1, 25.2.2, 25.2.1, 25.2.2, 

25.2.3, 24.2.4, 25.2.3, 24.2.4, 25.2.3, 24.2.4, 
25.2.5, 25.2.6, 25.2.5, 25.2.6, 25.2.5, 25.2.6, 
25.2.7, 25.2.8, 25.2.7, 25.2.8, 25.2.7, 25.2.8, 
25.2.9, 25.2.10, 25.2.9, 25.2.10, 25.2.9, 
25.2.11, 25.2.11, 25.2.10, 
25.2.12, 25.3 25.2.12, 25.3 25.2.11, 

25.2.12, 25.3 
Annual Leave and Leave 26.1.1, 26.1.2, 26.1,1, 26.1.2, 26.1.1, 26.1.2, 
Loading 26.2, 26.3, 26.4, 26.2, 26.3, 26.4, 26.2, 26.3, 26.4, 

26.5, 26.5.1, 26.5, 26.5.1, 26.5, 26.5.1, 
26.5.2, 26.5.2.1, 26.5.2, 26.5.2.1, 26.5.2, 26.5.2.1, 
26.5.3, 26.3.1 26.5.3, 26.3.1 26.5.3, 26.3.1 

Employee taken not to 26.6 26.6 26.6 
be on paid Annual Leave 
on public holidays 
Payment for Annual 26.7.1 26.7.1 26.7.1 
Leave 
Cashing out of Annual 26.8.1, 26.8.2, 26.8.1, 26.8.2, 26.8.1, 26.8.2, 
Leave 26.8.3, 26.8.4 26.8.3, 26.8.4 26.8.3, 26.8.4 
Payment of Annual 26.9 26.9 26.9 
Leave on Termination of 
Employment 
Annual Leave Loading 26.10 26.10 26.10 
Purchased Additional 27.1, 27.2, 27.3, 27.1, 27.2, 27.3, 27.1, 27.2, 27.3, 
Annual Leave (PAAL) 27.4, 27.5 27.4, 27.5 27.4, 27.5 
Leave Without Pay 28.1, 28.2, 28.3, 28.1, 28.2, 28.3, 28.1, 28.2, 28.3, 

28.4, 28.5, 28.6 28.4, 28.5, 28.6 28.4, 28.5, 28.6 
Long Service Leave 29.1, 29.2, 29.3, 29.1, 29.2, 29.3, 29.1, 29.2, 29.3, 

29.4, 29.5 29.4, 29.5 29.4, 29.5 
Additional LSL 29.5, 29.5.1 29.5, 29.5.1 29.5, 29.5.1 
Provisions for NSW 
SDC's and CSE's and 
Strathearn employees, 
applicable only to 
exisiting employees at 
time of this Agreement 
Additional LSL 29.5, 29.5.1 29.5, 29.5.1 29.5, 29.5.1 
Provisions for NSW 
Nurses, applicable only 
to exisiting employees 
at time of this 
Agreement 
Personal/Carer's Leave 30 30 30 
NES entitlement to 30.1 30.1 30.1 
Personal/Carer's Leave 
Accural of 30.2.1, 30.2.2, 30.2.1, 30.2.2, 30.2.1, 30.2.2, 
Personal/Carer's Leave 30.2.3 30.2.3 30.2.3 
Taking paid 30.3.1, 30.3.1.1 30.3.1, 30.3.1.1 30.3.1, 30.3.1.1 
Personal/Carer's Leave 
Grandoarent Leave 30.4.1, 30.4.2 30.4.1, 30.4.2 30.4.1, 30.4.2 
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Employee taken not to 30.5 30.5 30.5 
be on paid 
Personal/Carer's Leave 
on Public Holiday 
Payment for paid 30.6.1, 30.6.2, 30.6, 1, 30.6.2, 30.6.1, 30.6.2, 
Personal/Carer's Leave 30.6.3 30.6,3 30.6.3 
Personal/Carer's Leave 30.7.1, 30.7.2, 30.7.1, 30.7.2, 30.7.1, 30.7.2, 
while on Workers 30.7.3 30.7.3 30.7.3 
Compensation 
Unpaid carer's leave 30.8.1, 30.8.1.1 30.8.1, 30.8.1.1 30.8.1, 30.8.1, 30.8.1.1 

30.8.1.1 
Taking Unpaid Carer's 30.8.2, 30.8.2.1, 30.8.2, 30.8.2.1, 30.8.2, 30.8.2, 30.8,2.1, 
leave 30.8.2.2, 30.8.2.2, 30.8.2.1, 30.8.2.2, 

30.8.2.3 30.8.2.3 30.8.2.2, 30.8.2.3 
30.8.2.3 

Compassionate Leave 31,31.1.1, 31, 31.1.1, 31, 31.1.1, 31, 31.1.1, 
and Natural Diaster 31.1.2, 31.1.3, 31.1.2, 31.1.3, 31.1.2, 31.1.3, 31.1.2, 31.1.3, 
Leave 31.1.4 31.1.4 31.1.4 31.1.4 
Taking Compassionate 31.2, 31.2.1, 31.2, 31.2.1, 31.2, 3"1,2,1, 31,2, 31.2.1, 
Leave 31.2.2, 31.2.2.1 31.2.2, 31.2.2.1 31.2.2, 31.2.2, 31.2.2.1 

31.2.2.1 
Payment for 31.3, 31,3.1, 31,3, 31.3.1, 31.3, 31.3.1, 
compassional leave 31.3.2 31.3.2 31.3.2 
Natual Diaster Leave 31.4, 31.4.1, 31.4, 31.4.1, 31.4, 31.4.1, 

31.4.2 31.4.2 31.4,2 
Parental Leave 32, 32.1 32, 32.1 32, 32.1 32, 32.1 

32.2, 32.2.1, 32.2, 32.2.1, 32.2, 32.2, 1, 
Paid Parental Leave 32.2., 32.2.3, 32.2., 32.2.3, 32.2., 32.2.3, 

32.2.3.1, 32.2.4 32.2.3.1, 32.2.4 32.2.3.1, 32.2.4 
Notfication 32.3 32.3 32.3 32.3 
Requirements 

Public Holidays 33, 33.1, 33.1.1, 33, 33.1, 33.1.1, 33, 33.1, 33, 33.1, 33.1.1, 
33.1.2, 33.1.3, 33.1.2, 33.1.3, 33.1.1, 33.1.2, 33.1.2, 33. 1 .3, 
33.1.4, 33.1.5. 33.1.4, 33.1.5. 33.1.3, 33.1 .4, 33.1.4, 33.1.5. 
33.2 33.2 33.1.5. 33,2 

Additional Public 33.3, 33.3.1, 33.3, 33.3.1, 33.3, 33.3.1, 33.3, 33.3.1, 
Holiday and Local Public 33.3.2, 33.3.3, 33.3.2, 33.3.3, 33.3.2, 33.3.3, 33.3.2, 33.3.3, 
Holiday NSW 33.3.4 33.3.4 33.3.4 33.3.4 
Payment for Public 33.4, 33.4.1, 33.4, 33.4.1, 33.4, 33.4.1, 33.4, 33.4.1, 
Holidays 33.4.1.1, 33.4.1.1, 33.4.1.2, 33.4.1.1, 

33.4.1.1.1, 33.4.1.1.1, 33.4.1.1.1 33 .4, 1. I , 1 I 
33.4.2 33.4.2 33.4.2 

Jury Service 34, 34.1, 34.2 34, 34.1, 34.2 34, 34.1, 34.2 
Emergency Community 35, 35.1, 35.1.1, 35, 35.1, 35.1.1, 35, 35.1, 35, 35.1, 35.1.1, 
Service Leave 35.2 35.2 35.1.1, 35.2 35.2 
Ceremonial Leave 36 36 36 36 
Termination. NES notice 37, 37.1, 37.1.1, 37, 37.1, 37.1.1, 37, 37.1, 37.1.1, 
of Termination of 37.1.2, 37.1.3, 37.1.2, 37.1.3, 37.1.2, 37.1.3, 
Employment 37.1.4, 37.1.5 37.1.4, 37.1.5 37.1.4, 37.1.5 
Notice of Termination by 37.2, 37.2.1, 37.2, 37.2.1, 37.2, 37.2.1, 
the employee 37.2.2, 37.2.3, 37.2.2, 37.2.3, 37.2.2, 37.2.3, 

37.2.4, 37.3, 37.2.4, 37.3, 37.2.4, 37.3, 
37.4 37.4 37.4 

Personal/Carer's Leave 37.5 37.5 37.5 
durino notice period 
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Annual Leave during 37.6, 37.6.1, 37.6, 37.6.1, 37.6, 37.6.1, 
notice periodd 37.6.1.1 37.6.1.1 37.6.'1.1 
Abandonment of 37.7, 37.7. 1, 37.7, 37.7.1, 37.7, 37.7.1, 37.7, 37.7.1, 
Employment 37.7.2, 37.7.2.1 37.7.2, 37.7.2.1 37.7.2, 37.7.2, 37.7.2.1 

37.7.2.1 
Summary dismissal 37.8 37.8 37.8 37.8 
Redundancy: NES 38, 38.1, 38.2, 38, 38.1, 38,2, 38, 38.1, 38.2, 
Redundancy Pay 38.2.1, 38.2.1.1 38.2.1, 38.2.1.1 38.2.1, 38.2.1.1 
Transfer to lower paid 38.3 38.3 38.3 
duties 
Time off during notice 38.4 38.4 38.4 
period 
Stand-Down Provisions 39, 39.1 39, 39.1 39, 39.1 39, 39.1 
Workload Management 40, 40.1, 40.2, 40, 40.1, 40.2, 40, 40, 1, 40.2, 40, 40.1, 40.2, 

40.3, 40.4, 40.5 40.3, 40.4, 40.5 40.3, 40.4, 40.3, 40.4, 40.5 
40.5 

Labour Flexibility and 41, 41.1, 41.2, 41, 41.1, 41.2, 41, 41.1, 41.2, 41, 41.1, 41.2, 
Mixed Functions 41.3 41.3 41.3 41.3 
Employee 42, 42.1, 42.1.1, 42, 42.1, 42.1.1, 42, 42.1, 42, 42.1, 42.1.1, 
Organisation's 42.1.2, 42.2, 42.1.2, 42.2, 42.1.1, 42.1.2, 42.1.2, 42.2, 
Representatives 42.3 42.3 42.2, 42.3 42.3 

Classifications 43 43 43 43 
Base Rates of Pay for Annexure 1 Annexure 1 Annexure 1, Annexure 1 
Employees 11.4 
other Rates and Annexure 1 Annexure 1 Annexure 1, Annexure 1 
Allowances for 11.4 
Emplovees 
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PART 1 -APPLICATION AND OPERATION 

1. Title 

The Agreement will be known as the 'HammondCare Residential Care and HammondCare At 

Home Enterprise Agreement 2018'. 

2. Parties Bound By This Agreement 

This Enterprise Agreement ('the Agreement') is made within the guidelines of the Fair Work Act 

2009, between: 

• HammondCare ("HammondCare") ABN 48 000 026 219; and 

• The Residential Nurses, Care and Support Services Employees and Specialised 

Dementia Carers employed in HammondCare's Residential Care Homes, including at 

Strathearn, and the HammondCare At Home (HCAH) Care Workers employed in 

HammondCare's home care services, social clubs and respite services ("Employees"); 

and 

• Those employee organisations that have given notice under s 183 of the Fair Work Act 

2009 and in accordance withs 201 (2), noted by the Commission that it wants the 

Agreement to cover it. 

3. Application and Duration 

3.1 This agreement applies to: 

• all Employees working in the occupation classifications listed in Annexure 1; and 

• working in HammondCare's Residential Care Homes including dementia specific and 

non-dementia services, in any location excluding HammondCare's residential services in 

Victoria; and 

• care workers employed in HammondCare At Home services in any location in Australia. 

3.2 This Agreement entirely replaces: 

• the HammondCare Dementia Specific Employees, Residential Nurses, Care and 

Support Services Enterprise Agreement 2016; and 

• the HammondCare HammondAtHome Care Worker Enterprise Agreement 2015; and 

• the Aged and Home Care, NSWNMA and HSU NSW Enterprise Agreement 2014 -

2017-Strathearn Village. 

Employees who translate in to the pay structures Annexure 1 of this agreement from the pay 

structures of the above listed agreements will not suffer any loss or diminution of remuneration 

in place immediately prior to the commencement of this Agreement by reason only of the 

coming into force of this Agreement. 

3.3 The National Employment Standards (NES) and this Agreement contain the minimum 

conditions of employment for Employees covered by this Agreement. 
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3.4 For existing Employees, this Agreement will take effect seven days after approval by Fair 

Work Commission (FWC), and for new Employees it will take effect from the day of 

commencement of employment. 

3.5 The Agreement will have a nominal expiry date of 31 December 2021. 

3.6 It is intended that this Agreement will meet the requirements of the better off overall test 

pursuant to s.193 of the Fair Work Act 2009. 

3.7 After the nominal expiry date, the Enterprise Agreement will continue to be in force until it 

is replaced by a new Agreement, terminated by agreement between the parties, or is terminated 

on application by one of the parties, to FWC. Should this agreement be terminated, the parties 

will return to the provisions of the applicable modern award. 

3.8 It is intended to commence negotiations from April 2021 for the next agreement. 

4. Access to the Agreement & the National Employment Standards 

HammondCare will ensure that copies of this Agreement and the NES are available to all 

Employees to whom they apply either on a noticeboard which is conveniently located in the 

workplace/office and through electronic means, whichever makes them more accessible. 

5. Definitions 

5.1 "Act" means the Fair Work Act 2009 (Cth) (as amended). 

5.2 "Base rate of pay" is the rate of pay payable to the employee for their ordinary hours of work, 

but not including any of the following: 

a. Incentive-based payments and bonuses; 
b. loadings; 
c. monetary allowances; 
d. overtime or penalty rates; 
e. any other separately identifiable amounts. 

5.3 "Board" means the Nurses and Midwives' Board of Australia and shall also be taken to mean 

a reference to the Australian Health Practitioner Regulation Authority (AHPRA). 

5.4 "Experience" in relation to an enrolled nurse or assistant in nursing means experience both 

before and/or after the commencement of this agreement whether within New South Wales 
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or elsewhere and in the case of an enrolled nurse or assistant in nursing who was formerly 

a student nurse includes experience as such student nurse. 

5.5 ""Residential Care Home" means a dementia-specific and non-dementia specific home. 

5.6 "FWC" means Fair Work Commission. 

5.7 "NES" means the Fair Work Act 2009 National Employment Standards as amended from 

time to time. 

5.8 "Registered Nurse" means a person registered by the Board as such. 

5.9 "SDCs" means Specialised Dementia Carers 

5.1 0 "Shift Worker'' refer to Clause 26 Entitlement to Annual Leave. 

5.11 "Unions" means the those organisations that have given notice under s183 of the Fair Work 

Act 2009 and in accordance with s201 (2), noted by the Commission that it wants the 

Agreement to cover it. 

6. Anti-Discrimination, and Non-Harassment 

6.1 HammondCare recognizes the rights of all its Employees, and potential Employees, to 

work in an environment that is free from discrimination, bullying and/or harassment, and fully 

supports the State and/or Federal legislation in this area. 

6.2 The parties agree to interpret and apply the provisions of this Agreement in a manner 

which is not in breach of any Anti-Discrimination Act or similar legislation. 

7. Agreement Flexibility 

7.1 Notwithstanding any other provision of this agreement, HammondCare and an individual 

Employee may agree to vary the application of certain terms of this agreement to meet the genuine 

individual needs of HammondCare and the individual Employee. The terms HammondCare and 

the individual Employee may agree to vary the application of, are those concerning: 

a. arrangements for when work is performed; 

b. overtime rates; 

c. penalty rates; 

d. allowances; and 

e. leave loading. 

7.2 HammondCare must ensure that the terms of the individual flexibility arrangement: 

a. are about permitted matters under section 172 of the Fair Work Act 2009; and 

b. are not unlawful terms under section 194 of the Fair Work Act 2009. 

7.3 HammondCare and the individual Employee must have genuinely made the agreement 

without coercion or duress. 
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7.4 The agreement between HammondCare and the individual Employee must: 

a. be confined to a variation in the application of one or more of the terms listed in 

sub-clause 7.1; and 

b. result in the Employee being better off overall than the Employee would have 

been if no individual flexibility agreement had been agreed to. 

7.5 The agreement between HammondCare and the individual Employee must also: 

a. be in writing, name the parties to the agreement and be signed by HammondCare 

and the individual Employee and, if the Employee is under 18 years of age, the 

Employee's parent or guardian; 

b. state each term of this agreement that Hammond Care and the individual Employee 

have agreed to vary; 

c. detail how the application of each term has been varied by agreement between 

HammondCare and the individual Employee; 

d. detail how the agreement results in the individual Employee being better off overall 

in relation to the individual Employee's terms and conditions of employment; and 

e. state the date the agreement commences to operate. 

7.6 HammondCare must give the individual Employee a copy of the agreement, within 14 days 

of the agreement being entered into, and keep the agreement as a time and wages record. 

7.7 Except as provided in sub-clause 7.4a the agreement must not require the approval or 

consent of a person other than HammondCare and the individual Employee. 

7.8 HammondCare must provide a written proposal to the Employee. Where the Employee's 

understanding of written English is limited HammondCare must take measures, including 

translation into an appropriate language, to ensure the Employee understands the proposal. 

7.9 The agreement may be terminated: 

a. by HammondCare or the individual Employee giving four weeks' notice of 

termination, in writing, to the other party and the agreement ceasing to operate 

at the end of the notice period: or 

b. at any time, by written agreement between HammondCare and the individual 

Employee. 

7.10 The right to make an agreement pursuant to this clause is in addition to, and is not intended 

to otherwise affect, any provision for an agreement between HammondCare and an individual 

Employee contained in any other term of this Agreement. 
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PART 2- CONSULTATION AND DISPUTE RESOLUTION 

8. Consultation Regarding Major Workplace Change 

8.1 HammondCare to notify 

8.1.1 Where HammondCare has made a definite decision to introduce major changes in 

production, program, organization, structure or technology that are likely to have significant effects 

on Employees, HammondCare must notify the Employees who may be affected by the proposed 

changes and their representatives, if any. 

8.1.2 Significant effects include termination of employment; major changes in the composition, 

operation or size of HammondCare's workforce or in the skills required; the elimination or 

diminution of job opportunities, promotion opportunities or job tenure; the alteration of hours of 

work; the need for retraining or transfer of Employees to other work or locations; and the 

restructuring of jobs. Provided that where this agreement makes provision for alteration of any of 

these matters an alteration is deemed not to have significant effect. 

8.2 HammondCare to discuss change 

8.2.1 HammondCare must discuss with the Employees affected and their representatives, if 

any, before the introduction of the changes referred to in sub-clause 8.1 the effects the changes 

are likely to have on Employees and measures to avert or mitigate the adverse effects of such 

changes on Employees and must give prompt consideration to matters raised by the Employees 

and/or their representatives in relation to the changes. 

The discussions must commence as early as practicable after a definite decision has been made 

by HammondCare to make the changes referred to in sub-clause 8.1. 

8.2.2 For the purposes of such discussion, HammondCare must provide in writing to the 

Employees concerned and their representatives, if any: 

a. all relevant information about the changes including the nature of the changes proposed; 

b. the expected effects of the changes on Employees; and 

c. any other matters likely to affect Employees provided that HarnmondCare is not required 

to disclose confidential information the disclosure of which would be contrary to 

HammondCare's interests. 

8.3 Consultation about changes to rosters or hours of work 

Where HammondCare proposes to change an Employee's regular roster or ordinary hours of 

work, HammondCare will consult with the Employee(s) affected and their representatives, if any, 

about the proposed change. 

HammondCare will: 

a. provide to the Employee(s) affected and their representatives, if any, information about 

the proposed change (for example, information about the nature of the change to the 
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employee's regular roster or ordinary hours of work and when that change is proposed 

to commence); 

b. invite the Employee(s) affected and their representatives, if any, to give their views 

about the impact of the proposed change (including any impact in relation to their family 

or caring responsibilities); and 

c. give consideration to any views about the impact of the proposed change that are given 

by the Employee(s) concerned and/or their representatives. 

d. The requirement to consult under this clause does not apply where an employee has 

irregular, sporadic or unpredictable working hours. 

8.4 These provisions are to be read in conjunction with other agreement provisions concerning 

the scheduling of work and notice requirements. 

9. Dispute Settling Procedures 

9.1 In the event of a dispute over any matter, or a dispute in relation to the NES, in the first 

instance the parties must attempt to resolve the matter at the workplace by discussions between 

the Employee(s) concerned and their manager. If such discussions do not resolve the dispute, 

the parties will endeavour to resolve the dispute in a timely manner by discussions between the 

Employee(s) concerned and more senior levels of management as appropriate. 

9.2 If a dispute is unable to be resolved at the workplace, and all appropriate steps under sub

clause 9.1 have been taken, a party to the dispute may refer the dispute to the FWC. 

9.3 Where the matter in dispute remains unresolved, FWC may exercise any method of dispute 

resolution permitted by the Act that it considers appropriate to ensure the settlement of the dispute 

but not limited to mediation, conciliation, and finally arbitration. 

9.4 The Employee or HammondCare may appoint another person, organization or association 

to accompany and/or represent them for the purposes of this clause at any stage. 

9.5 While the dispute resolution procedure is being conducted, work must continue in accordance 

with this agreement and the Act. Subject to applicable workplace health and safety legislation, an 

Employee must not unreasonably fail to comply with a direction by HammondCare to perform 

work, whether at the same or another workplace, that is safe and appropriate for the Employee to 

perform. 

10 Confidentiality 

10.1 HammondCare's confidential information will include, but not be limited to any information 

HammondCare asks an Employee to keep confidential including HammondCare's debtor list, 

profit and loss documents, resident lists, resident cards, client/resident medical information, job 
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orders, Employee availability lists, telephone contact lists, Employee forms of any kind, and any 

consultation diaries. 

10.1.1 The intent of this clause is not to exclude an employee's right to seek independent advice 

where disclosing information for the purpose of seeking this advice is required. 

10.2 Except as required by law, the Employee: 

10.2.1 Will not disclose to anyone during or after employment by HammondCare, any confidential 

information relating to HammondCare and its clients/residents without the previous consent in 

writing by HammondCare; and 

10.2.2 May not use any confidential information in any way that may cause or be seen to cause 

injury or loss to HammondCare. 

10.2.3 Upon the termination of the Employee's employment with HammondCare, or at any 

time at the request of HammondCare, the Employee will immediately give to HammondCare all 

documents which were prepared by or on behalf of HammondCare and which are in the 

Employee's care, possession, or control, and all other property belonging to HammondCare. 

Documents will include, but not be limited to resident lists, resident cards, resident medical 

information, job orders, employee availability lists, telephone contact lists, employee forms of any 

kind, any consultation diaries, and includes information in electronic form. Property will include, 

but is not llmited to mobile phones, keys, tools, clock cards and protective clothing. 
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Part3-EMPLOYMENTTERMS 

11 Types of Employees 

11.1 An authorised company officer will have complete discretion in the offering of any of the 

following types of employment to any prospective Employee. At the time of employment 

HammondCare will inform, in writing, each Employee whether they are employed on a full-time, 

part-time or casual basis. HammondCare may direct an Employee to carry out such duties that 

are within the limits of the Employee's skill, competence and training, consistent with the 

respective classification. Where an Employee genuinely consents to reduce their days and/or 

hours of availability from the initial contract, the minimum specified number of contract hours per 

fortnight may be changed pro rata to the reduction in days of availability having regard to 

operational needs, in consultation with the Employee, and confirmed in writing. 

11.2 Full-time Employee means any Employee engaged to work an average of 38 hours per 

week. At HammondCare, the rostering patterns and pay periods means that these hours of work 

are worked on the basis of 76 hours per fortnight. 

11.3 Part-time Employee means an Employee who is engaged to work a standard or set 

number of hours of less than an average of 38 hours per week. 

11.3.1 At HammondCare, the rostering patterns and pay periods means that these hours of 

work are worked on the basis of 76 hours per fortnight. 

11.3.1.1 The exact number of hours worked, up to a maximum of 76 hours per fortnight, will be 

used for the purposes of calculating accrual of all leave. 

11.3.1.2 Part-time Employees are entitled to the benefits under this Agreement on a pro rata basis. 

11.3.2 Before commencing part-time employment, HammondCare and the Employee will agree 

in writing: 

a. The minimum number of hours to be worked; and 

b. The rostering arrangements which will apply to those hours. 

11.3.3The employee's minimum contract hours plus their additional hours they have notified 

they are available for is the "agreed availability". Additional hours above the agreed minimum 

may be worked where mutually agreed between HammondCare and the Employee but within 

the hours of agreed availability. 

11.3.3.1 An employee may advise HammondCare and agree that they are available at 

nominated times to be contacted to work additional hours above their minimum contract hours, 

up to 38 hours per week. 

11.3.3.2 Part-time Employees may be asked and may refuse to work reasonable additional 

hours beyond their agreed minimum contract hours and within their agreed availability during a 

roster period. This should be advised to the manager or the person responsible for organising 

the shifts with as much notice as possible. 
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11.3.3.3 In the event where all other available options are exhausted, HammondCare may direct 

a Part-time Employee to work beyond their rostered hours on any one day. Only in this 

circumstance are these additional hours to be paid in accordance with Clause 24.2. 

11.3.4 Annual Review of Part-time Hours 

11.3.4.1 At the request of an Employee, the hours worked by the Employee will be reviewed 

annually. Where the Employee is regularly working more than their specified contract hours then 

such contract hours shall be adjusted by HammondCare, to reflect the hours regularly worked. 

Any adjusted contracted hours resulting from a review, should, however, be such as to readily 

reflect roster cycles, Employee availability and shift configurations utilized at the workplace. 

11.3.4.2 The hours worked in the following circumstances will not be incorporated in the 

adjustment: 

a. If the increase in hours is as a direct result of an Employee being absent on leave, such 

as for example, Annual Leave, Long Service Leave, Parental Leave, Workers 

Compensation; and/or 

b. If the increase in hours is due to a temporary increase in hours only due, for example, 

to the specific needs of a resident or client. 

11.3.4.3 Other matters such as continuity of funding, client/resident numbers and client/resident 

preferences affect hours for Employees. 

11.4 Casual Employee means an Employee who is engaged and remunerated as such and 

works irregular hours on an as needed basis. A Casual Employee will be paid a base rate of pay 

as set out in Annexure 1 appropriate to the Employee's classification plus a casual loading of 

25%. 

11.4.1 Casual Conversion 

11.4.1.1 A casual Employee who has been rostered on a regular and systematic basis over a 

period of 26 weeks has the right to request conversion to either full-time or part-time position 

provided their employment is to continue beyond the conversion process prescribed by this 

clause: 

a. On a full-time basis where the Employee has worked 38 hours per week or an average 

of 38 hours per week (excluding overtime) throughout the period of casual employment; 

or 

b. On a part-time basis where the Employee has worked a regular number of hours each 

week or fortnight (depending upon the roster) throughout the period of casual 

employment. Such part-time engagement would be on the basis of the same number 

of hours as previously worked, unless other arrangements are agreed between 

HammondCare and the Employee. 

11.4.1.2 HammondCare may consent to or refuse the request, but shall not unreasonably 

withhold agreement to such a request. If there is any dispute about the arrangements to apply to 

Proposed 
HammondCare Residential Care and HammondCare At Home Enterprise Agreement 2018 for approval by Vote 

Page 17 of73 

10295



Page 58

an Employee converting from casual employment to full-time or part-time employment, it shall be 

dealt with as far as practicable and with expedition through clause 9 Dispute Settling Procedure. 

11.4.1.3 Casual conversion will not apply where a casual has covered absences of full-time 

or part- time staff that are expected to return to work. In addition, conversion may be affected by 

continuity of funding, clienUresident numbers and client/resident preferences. 

11.5 Fixed Term or Task Employee contracts of employment may be offered in circumstances 

where the need for a genuine fixed term arrangement applies to meet the requirements of 

HammondCare, which may include but not be limited to Parental Leave, limited term funding 

arrangements, long term relief, or forthcoming service reductions. Fixed term and/or task 

Employees are entitled to the benefits under this Agreement on a pro rata basis. The provision 

of Clause 37 Redundancy will not apply to such Employees. 

12 Minimum Employment Period 

12.2 Unless waived or reduced by Hammond Care in writing, a probationary period of a maximum 

of six months will apply to all full-time and part time Employees. 

12.3 In the event of a casual Employee being provided with an offer of employment as a full

time or part-time Employee, and where such casual Employee has not completed six months of 

service with HammondCare, that Employee, unless waived or reduced by HammondCare in 

writing, will be required to undergo a probationary period equivalent to the difference between six 

months and the amount of time the casual has worked for HammondCare. For example, if a 

casual Employee has been employed for four months with HammondCare that Employee would 

be required to undergo a further two month probationary period after being provided with a full

time or part-time role. 

12.3 During the probationary period, either party may terminate the employment relationship by 

providing one week's notice, to be either worked or at the discretion of HammondCare paid in lieu. 

Notice will not be required from HammondCare in the case of misconduct which results in 

summary dismissal. 

13 Hours Of Work 

13.1 Ordinary Hours of work 

The ordinary hours of work, exclusive of unpaid meal times, will be 76 hours per fortnight. This 

clause should be read in conjunction with sub-clause 23.4 Shift Allowances and sub-clause 24.1 

Working on Saturdays & Sundays. 

13.2 Arrangement of Hours 

13.2.1 Hours of work will be offered in the following way, other than for a casual Employee: 
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a. 76 hours per fortnight for a full-time Employee, or the pro rata equivalent for a 

part-time Employee, arranged so that each Employee will not work their ordinary 

hours on more than ten days in the fortnight 

b. For full-time Employees who have their ordinary hours arranged to include 

accrual towards an ADO in accordance with clause 15 Allocated Day Off, the 

hours of work prescribed will be arranged as 152 hours in a 28 calendar-day 

cycle so that each Employee will not work his/her ordinary hours on more than 

19 days in each 28 calendar-day cycle (for a regular shift length of eight hours) 

or more than 23 days in each 35 calendar-day cycle (for a regular shift length of 

ten hours). 

c. Each shift shall consist of no more than ten hours. Shifts in excess of ten hours 

will not occur on more than seven consecutive days in any eight day period. 

d. There will be a minimum break of ten hours between ordinary rostered shifts. 

This may be reduced to eight hours by mutual agreement. 

13.3 Minimum Hours 

Part-time and Casual Employees shall receive a minimum payment of two hours for each day 

rostered for work. 

13.4 Broken Shifts 

13.4.1 A "broken shift" means a single shift worked by an Employee that includes one or more 

breaks (in excess of 60 minutes) excluding those provided for as tea breaks and/or meal breaks 

and/or travel time. 

13.4.1. 1 Other than for HCAH Employees, the 'breaks' in a broken shift will not be more than 
four hours and may be worked by mutual agreement. 

13.4.2 The time between the commencement and termination of a broken shift shall not exceed 

12 hours or 14 hours by mutual agreement. 

13.4.3 Employees working a broken shift shall be paid a minimum of one hour for each 

engagement. "Engagement" means time on the job with the clienUresidentjoined by the time taken 

to travel between clienUresident, paid and unpaid meal breaks, tea breaks, including overtime 

worked. An Employee can work more than one engagement in a day where a broken shift occurs. 

13.4.4 There will be a minimum break of 10 hours between broken shifts rostered on consecutive 

days, unless there is agreement in writing between the Employee and HammondCare, or where 

the shifts are associated with a Sleepover. 

13.4.5 Where broken shifts are worked, Employees shall receive an allowance for the break in 

shift of the amount set out in Annexure 1. Broken Shift Allowance. 

13.4.6 All work performed beyond the maximum span of 12 hours (or 14 hours by mutual 

agreement) for a broken shift will be paid at double ordinary pay. 

13.4.7 Payment for a broken shift will be at the base rate of pay plus applicable 

allowances/loadings and penalties for the time worked. 
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14 Roster of Hours 

14.1 A roster showing the ordinary hours of work for each Employee will be displayed and 

conveniently accessible to Employees, at least two weeks prior to the commencement date of the 

first working period in that roster. Rosters may be made accessible to Employees via telephone 

communication (including via SMS), mobile applications, direct contact, mail or email or other 

electronic means. Where HammondCare has provided Employees with a mobile smartphone, 

Employees will access their roster via a mobile smartphone application. 

14.2 Employees will be rostered within their agreed availability as defined in clause 11.3.3 

,based on operational need. 

14.3 The roster may be altered to enable continuity of HammondCare's services where there 
are urgent or unexpected client/resident changes, or where an Employee is absent for illness or 
emergency. 
14.3.1 Where such an alteration involves a full-time Employee working on a rostered day off, that 

Employee may elect to be paid at overtime rates or have time off in lieu which will be taken on a 

day mutually agreed between the Employee and HammondCare. The time off in lieu will be taken 

in accordance with clause 24.3 Time Off in Lieu of Payment for Overtime. 

14.3.2 Further, where a full-time Employee has ordinary hours of work organised to include an 

allocated day off duty in accordance with clause 15 Allocated Day Off that allocated day off duty 

is to be shown on the roster of hours of work for that Employee. 

14.3.3 Where Employees, other than casual, are given notice before 5:00 p.m. the day before the 

rostered service was to take place that a client shall not be requiring the service, then no payment 

shall be made to the Employee in respect of that client visit. HammondCare will continue to offer 

the minimum contracted hours for the pay period which may be offered and made up by working 

with other HammondCare At Home clients, including social clubs and respite services, at 

Residential Care Homes or in the Service Office. 

14.3.4 Where the Employee, other than casual, is given notice after 5:00 p.m. the day before 

the rostered service or where the Employee arrives at the client home and the client is not there, 

HammondCare will: 

Proposed 

a. Allocate the Employee to another client within the rostered time on the same 

day; or 

b. Re-roster those client hours to take place on another day within that fortnightly 

period and the re-rostering of the client hours may be made up of: 
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i. Working with other client/s; or 

ii. Reallocation of hours from casual Employees or Employees who are working 

additional hours above their minimum contract hours, or; 

iii. Working in other parts of the business, such as a social clubs, respite centres, 

Residential Care Home or Service office. 

14.3.5 If the Employee refuses to work the alternative working arrangements for the client 

cancellation that are offered to them within their availability schedule, the Employee shall not be 

paid for those hours in that fortnightly period. 

14.3.6 Where the provisions under Clause 14.3.4 a. or b. cannot be met; and the cancelled 

client is one of multiple client for that Employee on that day, the employee is to be paid one hour's 

pay. 

14.3.7 Where the provisions under 14.3.4 a. orb. cannot be met and the cancelled client stood 

alone as a single engagement, the minimum engagement payment will be payable refer to clause 

13.3 Minimum Hours. 

15 Allocated Day Off (ADO) (this clause applies to full-time Employees only) 

15.1 An "Allocated Day Off' or "ADO" means a paid day off for full-time employees where their 

ordinary hours of work are arranged in accordance with clause 13.2 Arrangement of Hours as 

152 hours in a 28 calendar-day cycle so that each Employee will not work his/her ordinary hours 

on more than 19 days in the 28 calendar-day cycle for a regular shift length of eight hours: or more 

than 23 days in each cycle of 35 days for a regular working shift length of ten hours. 

15.2 An allocated day off will not be rostered to be taken on a Public Holiday. 

15.3 A full-time Employee's ADO will be determined by mutual agreement. 

15.4 With mutual agreement, up to five ADO's may be accumulated and taken in conjunction 

with the Employee's annual leave, or at another time as agreed between the Employee and 

HammondCare. 

15.5 No time towards an ADO will accumulate during: 

• Periods of Workers' Compensation. 

• Unpaid and paid Parental Leave. 

• Long Service Leave. 

• Any period of unpaid leave or paid Annual Leave. 

15.6 An Employee returning to duty from leave pursuant to this clause, will be given the next 

allocated day off in sequence in accordance with the Employee's roster. 

15.7 Credit towards an ADO will continue to accumulate whilst an Employee is on paid 

Personal/Carer's Leave and where a public holiday falls on a normal rostered day for that 
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Employee. Where an allocated day off duty falls during a period of Personal/Carer's Leave, the 

Employee's available Personal/Carer's Leave will not be debited for that day. 

15.8 A full-time Employee entitled to ADOs under this clause may elect to be paid an amount 

equivalent to the value of any accrued ADOs in lieu of taking those days off duty on pay. Such 

election is to be made in writing by the Employee, specifying the number of ADOs the Employee 

wishes to be paid, sent to payroll, providing at least two weeks' notice of the request to be paid to 

the value of any accrued ADOs. In the instance where an Employee's ADO balance exceeds five 

days, and the taking of the full ADO balance has not been scheduled to occur with the Employee's 

next period of Annual Leave, HammondCare may cash out the balance in excess of five days to 

the Employee and confirm in writing. 

15.9 An Employee should take the ADO entitlement within 12 months of accruing the 

entitlement. Where the Employee has not taken entitlement and a period of 12 months has passed 

since accrual, HammondCare may automatically cash out the entitlement. 

16 Meal Breaks and Tea Breaks 

16.1'Meal Breaks 

First and foremost Employees are entitled to an Unpaid Meal Break. Employees will not be 

required to work more than 6 hours continuously without a Meal Break. This clause does not apply 

to an Employee who works a 6 hour shift and ceases work for that day after that 6 hour shift. 

16.1.1 For shifts in excess of 6 hours and up to and including 10 hours, an Unpaid Meal Break 

will be provided for a period of 30 to 60 minutes duration. For shifts in excess of 10 hours, an 

Unpaid Meal Break will be provided for a period of 60 minutes duration. Unpaid Meal Breaks do 

not count as time worked. 

16.1.1.1 Employees must consult with their Scheduler/Roster manager/Supervisor to ensure a 

meal break is able to be taken by the employee commencing within the 6 hour timeframe. 

16.1.2 Requirement to work and/or be on standby during Meal Breaks - HammondCare for 

operational reasons may designate an Employee as being required to be on standby or have a 

meal with a client/resident while having their Meal Break and in this case, the Employee will be 
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paid their base rate of pay plus applicable loadings/shift penalties for their Meal Break time for 

every day or shift so worked. 

16.1.2.1 In circumstances other than in 16.1.2, an employee who is required to work, and without 

a meal break commencing within the six hour period, will be paid overtime rates for the time 

worked until the meal break is taken or the shift ends. 

16.1.3 An Employee who is required to work overtime for more than two hours, and such overtime 

goes beyond 7:00 a.m., 1 :00 p.m., and 6:00 p.m., shall be supplied with a meal. 

16.2 Tea Breaks 

16.2.1 Employees are entitled to two ten-minute paid Tea Breaks per shift of 7.6 hours or more. 

Where less than 7.6 hours are worked, Employees will be allowed one 10 minute tea break for 

each four hour period worked. 

16.2.2 Subject to agreement between the Employee and HammondCare, the two 10 minute 

breaks may be taken as one break of 20 minutes or one ten minute break with the Employee able 

to proceed off duty ten minutes prior to scheduled completion time. Tea Breaks will count as time 

worked. 

Shift Length Entitlement 
Less than 4 hours No breaks 
4 hours but less than 1 x 1 0 min tea break 
7.6 hours 
7.6 hours or more 2 x 10 min tea break; or 

1 x 20 min tea break if agreed to by the Employer; or 
1 x 1 O min tea break and Employee to proceed off duty 1 O minutes 
prior to scheduled comi2letion time. 

17 Sleepover 

17.1 Employees, other than Nurses, may, in addition to normal rostered shifts, be required to 

sleepover. Nurses may undertake sleepovers by agreement. A sleepover means sleeping 

overnight in a residential care home or at premises where the clienUresident for whom the 

Employee is responsible is located in order to be on call for emergencies. "Nurse" includes 

Specialised Dementia Advisors (SDAs), Registered Nurses, Enrolled Nurses, Enrolled Nurses 

without medication qualification and Assistant in Nursing. 

17.2 The following conditions shall apply to each night of sleepover: 

Proposed 

a. The span for a sleepover shall not exceed 10 hours per occasion. 

b. Employees shall be provided with free board and lodging for each night on which 

they are required to sleepover. 

c. Employees shall be provided with a separate room with a bed and use of staff or 

client/resident facilities where applicable. 
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d. In addition to the provision of free board and lodging for such nights, the employee 

shall be entitled to a Sleepover Allowance of the amount set out in Annexure 1 

for each night on which they sleepover, provided that, except for time where the 

Employee is required to perform work, the on-call period shall not count as time 

worked for the purpose of annual leave, personal/carers leave or other paid 

leave. 

e. No work other than that of an emergency/relief nature shall be required to be 

performed during any sleepover. For the purposes of this clause, an emergency 

is any unplanned occurrence or event requiring prompt action. 

17.2.1 For Residential Care, an Employee directed to perform work other than that of an 

emergency/relief nature during any sleepover shall be paid the appropriate hourly rate from the 

start of the sleepover to the end of the non-emergency work, or from the start of the non

emergency work to the end of the sleepover, whichever is the lesser, in addition to the Sleepover 

Allowance in sub-clause 17.2(d). 

17.2.1.1 All time worked during a sleepover shall count as time worked and be paid for in 

accordance with the following provisions: 

a. All time worked by full-time Employees during any sleepover shall be paid for at 

overtime rates. 

b. All time worked by part-time Employees during any sleepover shall be paid for at 

the base rate of pay plus applicable shift and weekend penalties; provided that, if 

the total number of hours worked on that day exceeds the number of hours worked 

by full-time Employees, or ten hours where there are no such full-time Employees, 

then the excess hours worked on that day shall be paid for at overtime rates; and 

provided further that if the total number of hours worked in the week exceeds 38 

hours, or exceeds 76 hours in the fortnight as the case may be, then the excess 

hours worked in that week or fortnight, as the case may be, shall be paid for at 

overtime rates. 

c. All time worked by casual Employees during any sleepover shall be paid for at the 

base rate of pay plus applicable shift and weekend penalties; provided that if the 

total number of hours worked in the week exceeds 38 hours, or exceeds 76 hours 

in the fortnight as the case may be, then the excess hours worked in that week or 

fortnight, as the case may be, shall be paid for at overtime rates. 

17.2.1.2 A sleepover may be rostered to commence immediately at the conclusion of the 

employee's shift and continuous with that shift; and/or immediately prior to the employee's shift 

and continuous with that shift, and not otherwise. No employee shall be required to sleepover 

during any part of their rostered days off and/or allocated days off provided for in Sub-clause 13.3 

Arrangement of Hours and clause 15 Allocated Day Off. 

17.2.2 For HCAH Employees being required to perform work during a sleepover, a minimum 

payment of one hour at ordinary time including at the relevant overtime rate as provided in Clause 
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24.2 Overtime, applying to each occasion, subject to the time and purpose of the call and the 

time spent being appropriately documented for each occasion. When an Employee is engaged on 

sleepover, such sleepover period may immediately precede and/or follow a shift. 

17 .2.2.1 An Overnight Sleepover for Employees at the clients' home shall have a minimum 

engagement of four hours including relevant shift allowances, in addition to the allowances 

payable under Annexure 1 which can be performed before, during, or after a sleepover. Work 

performed beyond this minimum provision will then incur the one hour at the relevant overtime 

rate. 

17.3 For Residential and HCAH, an Employee who performs so much work during sleepover 

periods between the termination of their ordinary work on any day or shift and the commencement 

of their ordinary work on the next day or shift that they have not had at least eight consecutive 

hours off duty between these times shall, subject to this sub-clause, be released after completion 

of such work until they have had eight consecutive hours off duty without loss of pay for ordinary 

working time occurring during such absence. 

17.3.1 lf, on the instruction of HammondCare, such an employee resumes or continues to work 

without having such eight consecutive hours off duty they shall be paid at double time of the 

appropriate rate applicable on such day until they are released from duty for such period and they 

then shall be entltled to be absent until they have had ten consecutive hours off duty without loss 

of pay for ordinary working time occurring during such absence. 

17.4 Nothing in this clause shall preclude HammondCare from rostering an employee to work 

shift work in lieu of undertaking sleepovers. 

18 Live in Care 

The terms and conditions contained in this clause shall be in substitution for and not cumulative 

upon the clauses of this agreement for Hours of Work, Overtime, Shift and Weekend Work, 

Public Holiday provisions. 

18.1 Employees may agree to live at a client's home or be on an excursion with a client for a 

period of 24hours or more in order to be on call for non-scheduled work and to perform general 

housekeeping and/or personal care duties. 

18.2 An Employee will receive an allowance as set out in Annexure 1, while staying at the 

client's home between 10 p.m. and 6 a.m. The Employee shall also be provided with full board 

and lodging. 

18.3 For all hours spent at the clients' home between 6 am and 8 pm they will receive their base 

hourly rate. For hours spent at the client' home between 8 p.m. and 10 p.m. they will receive their 

base hourly rate plus a 30 % loading. 
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18.4 After 5 consecutive days of duty, they are entitled to 2 days off provided that such days 

may accumulate to a limit of 6 and in any case must be taken at the conclusion of such service. 

Where it is mutually agreed with the Employee that days of duty should continue, such days may 

accumulate to a limit of 8 days to be taken at a mutually agreed time and the Employee will be 

paid their base hourly rate for such days. 

19 Attendance at Meetings and Training 

19.1 When an Employee is required by HammondCare to attend meetings in the capacity of an 

Employee representative, or meetings for work-related purposes, training or registration outside 

of the employee's normal rostered ordinary hours of work, that Employee will be entitled to receive 

their base rate of pay per hour for the actual time spent in attendance at such meetings. 

19.1.1 Such time spent shall not be viewed as overtime except where such attendance results in 

an Employee working more than 76 hours in that fortnightly pay period. 

19.1.2 In lieu of receiving payment, Employees may, with the agreement of HammondCare, be 

permitted to be free from duty for a period of time equivalent to the period spent in attendance at 

such meetings. 

19.2 An Employee will be reimbursed all reasonable travel expenses incurred for attending 

training which is not held at the Employee's regular work location. 

19.2.1 Where an HCAH Employee is not at work and is required by HammondCare to attend and 

use their private vehicle to attend, compulsory meetings/ training at their service office or at an 

alternative location, the employee will receive the following reimbursement for their kilometers, if 

travel to/from the meeting/training location exceeds 40 kilometers in total, the Employee will be 

paid the Vehicle Allowance for any of their kilometers travelled beyond this amount. For the sake 

of clarity, if an Employee is required to travel 60 kilometers on the day to attend compulsory 

meetings/ training they will be paid the Vehicle Allowance for 20 kilometers only. 

19.3 Notwithstanding the above, where an Employee is invited, and chooses to attend, the 

workplace to participate in local events, such as the local Reward and Recognition ceremony, 

Voice Survey results and other non-compulsory events, Employees will be paid for their time spent 

in these events at their base rate of pay. 

20 Higher Duties 

An employee may be required to perform the duties of a higher grade from time to time, within 

their competence, and shall be paid the rate of pay for the higher classification whenever such 

duties are carried out. 

21 Payment of Wages 

21.1 Employees will receive the base rates of pay set out in Annexure 1. 
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21.2 Wages will be paid on the Thursday of each fortnight by direct bank deposit into an account 

nominated by the Employee. If HammondCare decide to change the day wages are paid into an 

Employees account, a minimum of four weeks' notice will be provided. 

21.3 An Employee's base rate of pay refers to the hourly rate of pay before the addition of any 

penalties, loadings or allowances. Annexure 1 to this Agreement refers to base rate of pay for 

Employees. 

21.4 Where HammondCare has overpaid an Employee, an authorised representative of the 

company will notify the Employee, in writing, of such overpayment and how such overpayment is 

made up. Once so informed, the Employee and HammondCare will meet in order to negotiate a 

reasonable repayment schedule and confirm this in writing with the Employee. HammondCare 

may take appropriate action as available at law so as to recover those monies. 

21.5 In the event that an Employee is underpaid, HammondCare once notified and informed of 

the circumstances surrounding the error will make every attempt to rectify the underpayment as 

soon as practicable. By written agreement with the Employee, payment to correct the error may 

be made in the following week's adjustment pay run or the next fortnightly pay. otherwise payment 

will be made as soon as possible, and within close of business the following working day. 

21.6 Pay Deductions 

HammondCare may make pay deductions that have been agreed with the employee. 

22 Superannuation 

22.1 HammondCare will make all obligatory superannuation contributions as required by, and 

in a manner which is specified in Commonwealth superannuation guarantee and superannuation 

choice legislation. 

22.2 Superannuation contributions made by HammondCare form part of an Employee's total 

remuneration package and are calculated on the basis of the Employee's ordinary time earnings 

as defined by the ATO. 

22.3 Superannuation will be paid into a MySuper compliant fund the Employee chooses, or in 

the absence of a choice being made, the Health Employees Superannuation Trust Australia 

(HESTA). 

22.4 Full-time and Part-time Employees can make voluntary pre-tax contributions or payments 

via a written agreement between HammondCare and the employee to make salary sacrifice 

contributions to a complying super fund. HammondCare will make payments in accordance with 

that agreement. 
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22.4.1 An Employee can apply to have their pay reduced by an amount nominated by them as a 

salary sacrifice contribution for their benefit. 

22.4.2 The total value of the reduced salary and the agreed value of the benefits provided will not 

be less than the amount that would otherwise be paid if the salary sacrifice to a super fund 

arrangement was not in place. 

22.4.3 HammondCare recognizes the need for Employees to consider independent financial and 

taxation advice and recommend that Employees consider such advice prior to entering into salary 

sacrifice to a super fund arrangements. 

22.4.4 In the event that the law governing superannuation and/or taxation make the objective of 

this clause ineffective, unattainable or illegal, Hammond Care will advise the Employee concerned. 

The salary sacrifice to a super fund arrangement will be terminated or amended to comply wlth 

such laws. 

22.4.5 Unless otherwise agreed by HammondCare, an Employee may revoke or vary their salary 

sacrifice to a super fund payment by giving four weeks' written notice, provided the terms of any 

other agreement relating to the salary sacrifice to a super fund benefit are met. 

23 Allowances 

23.1 Travel on Official Business 

23.1.1 Employees required to use public transport for travel on official business are to be 

reimbursed actual incurred expenses only if HammondCare is satisfied that the Employee has 

incurred expenditure for such travel and following production of a receipt for such travel. 

23.1.2 Where an Employee is required to use his or her motor vehicle on official business they 

shall be paid at the Vehicle Allowance rate as set out in Annexure 1. This excludes travel from 

the Employee's home to the first place of work/office, and return home at the end of their duties, 

and excluding travel during a break in a Broken Shift. 

23.1.3 Where an Employee is rostered to work with consecutive client/residents they shall be 

paid the applicable hourly rate for all time travelled/allocated between consecutive client/residents, 

excluding travel from the Employee's home to the first place of work and return to home at the 

cessation of their duties. Time travelled/allocated shall form part of the Employee's contract hours. 

23.1.4 Where the Employee is required to travel on official business from their home to attend 

compulsory training and/or meetings, the Employee will be paid the Vehicle Allowance as set out 

in clause 19 Attendance in Meetings and Training. 

23.2 

23.2.1 

Travel in Extraordinary Circumstances 

Where an Employee is requested by HammondCare to attend a client visit in extraordinary 

circumstances, HammondCare will consider on each situation's merits to pay the Vehicle 

Allowance and/or travel time to and/or from the client/home, or provide alternative vehicle support 
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in such extraordinary circumstances. For the sake of clarity extraordinary circumstances may 

involve a one-off single client visit in a remote/ distant location involving issues such as significant 

kilometers or travel time, and/or where the normal rostered Employee is unable to attend or a 

broken shift involving similar extraordinary circumstances. The exclusion in clause 23.1.2 of travel 

from the Employee's home to the first place of work/office, and return home at the end of their 

duties, and excluding travel during a break in a Broken Shift may be waived by HammondCare in 

extraordinary circumstances. 

23.2.2 Employees are able to seek application of this clause with their Manager, with the 

assistance of People Services if required, in extraordinary circumstances where this provision or 

other provisions have not been applied. 

23.3 Meal and Out of Pocket Expenses 

23.3.1 HammondCare will reimburse reasonable out of pocket expenses incurred by Employees 

for themselves when participating in client/resident focused and HammondCare pre-approved 

activities with client/residents. This includes meal expenses that are incurred during social outings 

with client/residents that form part of a HammondCare Social Club outing. Examples include; 

reimbursement for the Employee's cost for their coffee, their entrance fees to theatre or movies, 

etc. The client/resident or client/resident program is to cover the client/resident's expenses. 

Documentary evidence of the expense will be required, i.e. receipt or tax invoice. 

23.4 Shift Allowances 

23.4.1 Residential Care 

23.4.1.1 Full-time Employees will be paid the following percentages in addition to their ordinary 

hourly rate of pay for shifts rostered as follows: 

10% for a shift commencing at or after 1 O:OOam and before 1 :OOp.m. 

12.5% for a shift commencing at or after 1 :OOpm and before 4:00p.m. 

15% for a shift commencing at or after 4:00pm and before 4:00a.m. 

10% for a shift commencing at or after 4:00am and before 6.00a.m. 

23.4.1.2 Part-time and Casual Employees will only be entitled to the above additional allowances 

where their shifts commence prior to 6.00a.m or finishes after 6.00p.m. 

23.4.2 Shift Allowances - HCAH 

23.4.2.1 The ordinary span of hours is 6 a.m. to 8 p.m. Monday to Friday. Employees, including 

casual Employees, shall be paid a shift allowance of 30% for all hours worked outside of this span 

of hours (between 8 p.m. - 6 a.m. Monday to Friday). 

23.4.3 Casual Employees will also be entitled to shift allowances calculated on their ordinary 

rate of pay excluding the casual loading with the casual loading component then added to the 

penalty rate of pay. That is "base rate+ (base rate x shift penalty %) + (base rate x Casual Loading 
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%) = shift rate" e.g. for Residential Night Shift $22 + ($22 x 15% =$3.30) + ($22 x 25% = $5.50) = 

$30.80. 

23.5 Uniforms and Personal Protective Clothing 

In most cases, uniforms will not be required to be worn by Employees engaged under the terms of 

this Agreement. However, where Employees' duties require them to work in a hazardous situation 

they will be supplied with appropriate protective clothing. 

23.6 In-Charge Allowance 

23.6.1 A Registered Nurse who is designated to be in charge during the whole shift on a day, 

evening or night in a residential care home shall be paid the per shift allowance set out in Annexure 

1. 

23.6.2 A Registered Nurse who is designated to be in charge of a shift in a section of a residential 

care home shall be paid the allowance set out in Annexure 1. 

23.6.3 This clause shall not apply to Registered Nurses holding classified positions of a higher 

grade than a Registered Nurse. 

23. 7 On-call 

23.7.1 An Employee who is required by HammondCare to be on call to possibly work overtime on a 

rostered day off shall be paid the amount specified in Annexure 1 for each period of 24 hours or part 

thereof, provided that only one allowance shall be payable in any period of 24 hours. For the purpose 

of this clause the whole of the on-call period is calculated according to the day on which the major 

portion of the on-call period falls. 

23.7.2 When an Employee is required to return to work as part of their on-call arrangement, the 

provisions of clause 24.5 Recall apply. 

23.8 Continuing Education Allowance (Applies to Nurse Classifications in this Agreement) 

The allowances set out in this clause are not included in the Employee's base rate of pay and will 

not constitute part of any termination or redundancy payment. 

23.8.1 A Registered Nurse or Enrolled Nurse who holds a continuing education qualification in a 

clinical field, in addition to the qualification leading to registration or enrolment, shall be paid an 

allowance subject to the conditions set out in this clause. The qualification must be accepted by 

HammondCare to be directly relevant to the competency and skills used by the Employee in the 

duties of the position. 

23.8.2 The allowance is not payable to Clinical Nurse Specialists, Clinical Nurse Consultants or 

Clinical Nurse Educators. 

23.8.3 A Registered Nurse or enrolled nurse holding more than one relevant qualification is only 

entitled to the payment of one allowance, being the allowance of the highest monetary value. 

23.8.4 The Employee claiming entitlement to a continuing education allowance must provide 

evidence to HammondCare that they hold that qualification. 
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23.8.5 A Registered Nurse who holds a relevant postgraduate certificate in a clinical field (not 

including a hospital certificate) that is accepted by HammondCare to be directly relevant to the 

competency and skills used by the Registered Nurse in carrying out the duties of the position shall 

be paid the weekly allowance set out in Annexure 1: Item 11 of this Agreement. 

23.8.6 A Registered Nurse who holds a relevant postgraduate diploma or degree in a clinical field 

(other than a nursing undergraduate degree) that is accepted by HammondCare to be directly 

relevant to the competency and skills used by the Registered Nurse in carrying out the duties of the 

position shall be paid the weekly allowance set out in Annexure 1: Item 12 to this Agreement. 

23.8.7 A Registered Nurse who holds a relevant master's degree or doctorate in a clinical field 

that is accepted by Hammond Care to be directly relevant to the competency and skills used by the 

Registered Nurse in carrying out the duties of the position shall be paid the weekly allowance set 

out in Annexure 1: Item 13 to this Agreement. 

23.8.8 An Enrolled Nurse who holds a relevant certificate IV qualification in a clinical field (not 

including a certificate IV qualification which has the effect of upgrading the qualification leading to 

enrolment) that is accepted by HammondCare to be directly relevant to the competency and skills 

used by the Enrolled Nurse in carrying out the duties of the position shall be paid the weekly 

allowance set out in Annexure 1: Item 14 to this Agreement. 

23.8.9 A Registered Nurse or Enrolled Nurse who is employed on a part-time or casual basis 

shall be paid these allowances on a pro rata basis. 

23.8.10 The rates for these allowances shall be adjusted in accordance with increases in other 

wage-related allowances contained in this Agreement. 

24 Penalties, Loadings, Recall and Make Up Time 

24.1 Working on Saturdays and Sundays 

24.1.1 Employees required to work ordinary hours on a Saturday or Sunday will be paid time and 

one half for work between midnight on Friday and midnight on Saturday and for Residential Care 

Employees time and three quarters, HCAH Employees double time, for work between midnight on 

Saturday and midnight on Sunday. These rates will be in substitution for shift allowances and 

loadings otherwise payable under sub-clauses 23.4 Shift Allowances and 24.7 Casual 

Employees. 

Day Penalty 
Midnight Friday-Midnight Saturday 150% 

Midnight Saturday-Midnight Sunday 175% for Residential Care, 200% for HCAH 

24.2 Overtime 

24.2.1 Employees shall work reasonable overtime when required by HammondCare. An 

Employee may refuse to work overtime in circumstances where the working of such overtime would 

result in the Employee working hours which are unreasonable. What is unreasonable, or otherwise, 

will be determined having regard to: 

• any risk to Employee health and safety; 
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• the Employee's personal circumstances including any family and carer 

responsibilities; 

• the needs of the service; 

• the notice (if any) given by HammondCare of the overtime by the Employee of his 

or her intention to refuse it; and 

• any other relevant matter. 

24.2.2 Overtime is paid when an employee is required to work in the following circumstances: 

a. Where a full time employee works in excess of their ordinary hours; or 

(i) works in excess of their ordinary hours; or 

(ii) works in excess of 10 hours per shift; or 

(iii) works on a rostered day off. 

b. Where a part time employee: 

(i) works in excess of 1 O hours per shift; or 

(ii) works in excess of 76 hours per fortnight, where employed by the fortnight; or 

(iii) works in excess of 152 hours per four weekly period, where employed on a four 

weekly basis. 

c. Where a casual employee: 

(i) works in excess of 10 hours per day; or 

(ii) works in excess of 76 hours per fortnight. 

d. Where the required break and/or rest period between shifts has not occurred as 

specified in clause 13 Hours of Work. 

24.2.3 For the purposes of assessing overtime, each day shall stand alone, provided that where 

any one period of overtime is continuous and extends beyond midnight, all overtime hours in this 

period shall be regarded as if they had occurred within the one day. 

24.2.4 Overtime is to be paid as follows: 

a. Monday to Saturday (inclusive) - time and a half for the first two hours and double time 

thereafter; For SOC and CSE employees double time on Saturdays: 
b. Sunday - double time; 

c. Public holidays - double time and a half. 

24.2.5 Overtime rates under this clause 24.2 will be in substitution for and not cumulative upon 

the shift allowances prescribed in sub-clause 23.4 Shift Allowances and the casual loading 

specified in sub-clause 24.7 Casual Employees. 

24.3 Time Off in Lieu of Payment for Overtime 

24.3.1 An Employee may elect, with the consent of HammondCare, to take time off in lieu of 

payment for overtime at a time or times agreed with HammondCare within 12 months of the said 

election. 
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24.3.2 Time off in lieu of overtime is to be taken on the basis of hour for hour at overtime rates, 

(for example, if the applicable overtime payment was time and one half the Employee must take 

one hour and a half off work) to be recorded by HammondCare. 

24.3.3 If, having elected to take time off in lieu, the leave is not taken for any reason, payment for 

time worked at overtime rates will be made at the expiry of the 12 month period or on termination 

of employment. 

24.3.4 Where no election is made, the Employee will be paid overtime rates in accordance with 

this Agreement. 

24.3.5 An Employee cannot be compelled to take time off instead of payment for overtime. 

24.4 Rest Period after Overtime 

24.4.1 Employees working overtime without at least ten hours off duty between each shift will be 

released until they have had ten consecutive hours off duty without loss of ordinary hours pay 

during their absence. 

24.4.2 If, on instruction of HammondCare, an Employee has not had ten hours off duty, that 

Employee will be paid at double time for all hours worked up until the time a ten hour break 

commences. 

24.5 Recall 

24.5.1 Full-time Employees who are recalled to work overtime after leaving the place of work will 

be paid a minimum of four hours at the applicable overtime rate each time so recalled. 

24.5.2 Part-time and Casual Employees who are recalled to work overtime after leaving the place 

of work will be paid a minimum of three hours at the applicable rate pursuant to Clause 24.2 each 

time so recalled. 

24.5.3 Where an Employee is recalled to duty, she or he shall be reimbursed all reasonable fares 

and expenses actually incurred, provided that where an Employee uses their own motor vehicle 

in those circumstances the allowance payable shall be calculated utilizing the rate per kilometer 

in Annexure 1. 

24.6 Make-up Time 

24.6.1 An Employee may elect, with the consent of HammondCare, to work "make-up time", 

under which the Employee takes time off ordinary hours payable at the base rate of pay, and 

works those hours at a later time, during the spread of ordinary hours provided in this agreement, 

receiving only the base rate of pay for those hours worked at a later time. 

Proposed 
HammondCare Residential Care and HammondCare At Home Enterprise Agreement 2018 for approval by Vote 

Page 33 of73 

10311



Page 74

24.6.2 An Employee on shift work may elect, with the consent of HammondCare, to work "make

up time" under which the Employee takes time off ordinary hours payable at the shift work rate, 

and works those hours at a later time receiving only the shift work rate that would have been 

applicable to the hours taken off. 

24.7 Casual Employees 

24. 7 .1 Overtime rates are only payable on the base rate of pay and do not include the casual 

loading and other penalty rates. Overtime rates will only be paid when a Casual Employee works 

in excess of 10 hours in a day or 76 hours per fortnight. 

24.7.2 AIN and EN classified Casual Employee's overtime is payable on the casual loaded rate. 

25 Remuneration Packaging 

25.1 Subject to the other provisions of this Agreement, an Employee's total remuneration may 

be made up of any of the following: 

a. the ordinary hourly rate of pay; 

b. other cash or non-cash benefits or entitlements that may become available from time to 

time; and 

c. superannuation contributions by HammondCare at the prescribed rate. 

25.2 Where agreed between HammondCare and an Employee, HammondCare may introduce 

remuneration packaging. The overall remuneration package shall not be less favourable than the 

entitlements otherwise available under this Agreement on a global or overall basis and shall be 

subject to the following provisions: 

25.2.1 Hammond Care shall ensure that the structure of any package complies with taxation and 

other relevant laws; 

25.2.2 HammondCare shall confirm in writing to the Employee the classification level and the 

current salary payable as applicable to the Employee under this Agreement; 

25.2.3 HammondCare shall advise the Employee in writing of his or her right to choose 

payment of that salary referred to in sub-clause 25.2.2 above instead of a remuneration package; 

25.2.4 when determining the remuneration package, the non-salary fringe benefit shall be in 

accordance with relevant Australian Taxation Office legislation; 

25.2.5 a copy of the agreed remuneration packaging arrangement shall be made available to the 

Employee; 

25.2.6 the Employee shall be entitled to inspect details of the payments made under the terms of 

this agreed remuneration packaging arrangement; 

25.2. 7 the configuration of the remuneration package shall remain in force for the period agreed 

between the Employee and HammondCare; 

25.2.8 where, at the end of the agreed period, the full amount allocated to a specific benefit has 

not been utilised, by agreement between HammondCare and the Employee, an unused amount 
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may be carried forward to the next period, or paid as salary which will be subject to usual taxation 

requirements; 

25.2.9 remuneration packaging will only be offered on the strict understanding and agreement 

that in the event existing taxation law is changed regarding Fringe Benefit Tax or personal tax 

arrangements, and that change may impact on this agreement, all salary packaging arrangements 

may, at the discretion of HammondCare, be terminated. Upon termination in these circumstances 

the Employee's rate of pay will revert to the rate of pay that applied immediately prior to a salary 

packaging agreed remuneration packaging arrangement made pursuant to this clause, or the 

appropriate Agreement rate of pay whichever is greater; 

25.2 .10 where changes are proposed to salary packaging arrangements other than to flow on 

wage increases, or salary packaging arrangements are to be cancelled for reasons other than 

legislative requirements, then HammondCare and/or the Employee must give three months notice 

of the proposed change; 

25.2.11 in the event that an Employee ceases to be employed by HammondCare this agreement 

will cease to apply as at the date of termination and all leave entitlements due on termination shall 

be paid at the rates in accordance with sub-clause 25.2.2 above. Any outstanding benefit shall be 

paid on or before the date of termination; and 

25.2.12 any pay increases granted to Employees under this Agreement shall also apply to 

Employees subject to remuneration packaging arrangements within this clause. 

25.3 Remuneration packaging arrangements may include salary sacrifice arrangements and 

HammondCare may make the appropriate pay deductions as agreed with the Employee. 
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PART 4- LEAVE AND PUBLIC HOLIDAYS 

26 Annual Leave and Leave Loading 

26.1 NES Entitlementto Annual Leave 

26.1.1 In accordance with the NES, for each year of service full-time, part-time, fixed-term or 

fixed task Employees are entitled to: 

a. 4 weeks of paid Annual Leave; or 

b. 5 weeks of paid Annual Leave for a shift worker. 

26.1.2 For the purpose of this clause, a "shift worker" is an Employee who: 

a. works their ordinary hours outside Monday - Friday 6am-6pm and/or 

b. works for more than four hours on ten or more weekends. 

c. For the purpose of this clause, a weekend means work in ordinary time on a 

Saturday and/or Sunday in any one calendar week. 

26.2 Accrual of Annual Leave Entitlement 

Employees shall accrue Annual Leave progressively during a year of service according to the 

Employee's ordinary hours of work, up to a maximum of 38 hours per week. In the case of a part

time Employee, accrual shall occur on a pro-rata basis. Annual Leave will be credited to 

Employees fortnightly. 

26.3 Notice to take Annual Leave 

Employees will give a minimum of four weeks' notice when making an application for Annual 

Leave. Managers have discretion to waive or lessen the four weeks' notice in the case of extreme 

situations/ emergencies only. 

26.4 Notice of Leave Request Approval or Decline 

HammondCare will advise Employees of the outcome of their leave request, or advise of a 

reasonable timeframe in which HammondCare will respond to the request, within two weeks of 

receiving the Annual Leave application form from the Employee. 

26.5 Taking of Annual Leave 

26.5.1 Generally Annual Leave will be taken within six months of the Employee becoming entitled 

to Annual Leave of more than four weeks, however with mutual agreement the taking of leave 

may be delayed for an additional six months. 

26.5.2 The Employee and HammondCare will attempt to reach agreement on the dates for taking 

the leave, having regard to HammondCare's operational requirements. 

26.5.2.1 ln the absence of agreement, HammondCare will give at least four weeks' notice to the 

Employee of the dates during which the Employee will be required to take Annual Leave. 

26.5.3 To avoid accumulation of excessive Annual Leave entitlements, HammondCare may 

direct an Employee to take any Annual Leave in excess of eight weeks. 
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26.5.4 Paid Annual Leave may be taken for a period agreed between an Employee and 

HammondCare and requests for such leave will not be refused unreasonably. 

26.5.4.1 However HammondCare may refuse requests for Annual Leave that consist of more 

than a total of four single days of any one day of the week or in the case of shift workers, five 

single days of any one day. 

26.6 Employee taken not to be on paid Annual Leave on public holidays 

If the period during which an Employee takes paid Annual Leave includes a day or part-day that 

is a public holiday the Employee is taken not to be on paid Annual Leave on that public holiday. 

26.7 Payment for Annual Leave 

26.7.1 Subject to sub-clause 26.10 Annual Leave Loading, the pay rate for Annual Leave will 

be made at an Employee's base rate as applicable at the time the Employee takes the Annual 

Leave. 

26.7.2 Employees will be given the option of being paid their Annual Leave either before 

commencing Annual Leave or in accordance with the normal pay cycle during leave. 

26.8 Cashing out of Annual Leave 

26.8.1 In accordance with the relevant sections of the Fair Work Act, instead of taking Annual 

Leave to which the Employee is entitled, an Employee may request HammondCare to cash out a 

proportion of their Annual Leave entitlement provided that a total accrued entitlement to paid 

Annual Leave of not less than four weeks remains after the cashing out occurs. 

26.8.4 Such payment in lieu of leave will be paid at the Employee's base rate of pay applicable 

at the time that the election is made. 

26.8.5 Each cashing out of a particular amount of paid Annual Leave must be by a separate 

agreement in writing between HammondCare and the Employee and the Employee must be paid 

at least the full amount that would have been payable to the Employee had the Employee taken 

the leave that the Employee has forgone. 

26.8.4 Annual Leave loading that would have been paid, had the Employee taken the Annual 

Leave, is also payable when an Employee cashes out a proportion of their Annual Leave 

en tit I eme nt. 

26.9 Payment of Annual Leave on Termination of Employment 

If the employment of an Employee who has not taken an amount of accrued Annual Leave ends 

at a particular time, the Employee's untaken accrued Annual Leave shall be paid at the 

Employee's base rate of pay and applicable leave loading at that time. 

26.10 Annual Leave Loading 

-----------
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26.10.1 Annual Leave Loading is only payable on four weeks of Annual Leave per year. 

26.10.2 If an Employee is entitled to Annual Leave, the greater of either leave loading at the rate 

of 17.5% on four weeks pay calculated on the appropriate base rate of pay, or usual shift allowances 

and weekend penalties, which would have been paid to the Employee, had the Employee worked 

during the period of Annual Leave, will be paid. Provided that shift allowances and weekend 

penalties will not be payable for public holidays which occur during a period of Annual Leave or for 

days which have been added to Annual Leave in accordance with Clause 33 Public Holidays. 

27 Purchased Additional Annual Leave (PAAL) 

27.1 HammondCare may offer Full-time and Part-time Employees the opportunity to "purchase" up 

to an additional two weeks of leave each year, in one week blocks, in exchange for a proportional 

reduction in their salary over 12 months and within each financial year. Such leave is treated as 

leave without pay and leave loading does not apply to PAAL. 

27.2 An Employee wishing to purchase additional leave must enter into a written agreement 

with HammondCare whlch shall include: 

a. the dates which the Employee wishes to use their annual leave and PAAL for the 

coming year (all leave will need to be pre-planned); 

b. agreement that the Employee's salary will be reduced by 1.92% for each week of 

leave for the period of the agreement; and 

c. authority for HammondCare to withhold an amount of money, from any monies 

owing to HammondCare for PAAL taken but not accrued by the final pay within the 

nominated PAAL year or at termination. 

27.3 Annual leave entitlements shall be exhausted before the Employee's PAAL can be 

accessed. 

27.4 All PAAL must be used within each nominated year for the PAAL agreement. If any PAAL 

is not used by the final pay for the nominated PAAL year, or the Employee wishes to cease the 

arrangement, the foregone salary (if any) will be re-credited and paid to the Employee. 

27.5 Superannuation entitlements will be calculated on the pre-reduction gross salary. 

28 Leave Without Pay 

28.1 An application can be made for Leave Without Pay after an employee has exhausted their 

paid leave entitlements. Approval for such leave will be provided at the sole discretion of 

HammondCare. 

28.2 Leave Without Pay applications must be accompanied by a valid reason. 
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28.3 An application for Leave Without Pay must be lodged four weeks prior to the date of 

wishing to take the leave. Managers have discretion to waive or lessen the four weeks notice in 

the case of compassionate circumstances, extreme situations/ emergencies only. 

28.4 Leave and other entitlements do not accrue whilst an Employee is on Leave Without Pay. 

28.5 Any request for Leave Without Pay for greater than one week will require the Head of 

Region/Operations Manager or nominee to approve such a request. 

28.6 The period of Leave Without Pay will not break the continuity of service. 

29 Long Service Leave 

29.1 Employees covered by this Agreement will be entitled to Long Service Leave subject to 

and in accordance with the provisions of this Agreement and the relevant Long Service Leave 

legislation. As an example, the NSW Long Service Leave Act 1955 and Victorian Long Service 

Leave Act 1992. 

29.2 Accrued Long Service Leave will be paid to the employee on termination of employment 

in accordance with the relevant state Long Service Leave Legislation. 

29.3 At least four weeks' notice will be given by either party when proposed Long Service Leave 

is to be given and taken. Leave is to be taken as soon as practicable or at an agreed date. 

29.4 Long-Service Leave payments will be made in accordance with Long Service Leave 

legislation. 

29.5 Additional LSL Provisions for NSW Specialised Dementia Carer's (SDCs) and Care 

Service Employees (CSEs) and Strathearn employees, applicable only to existing 

employees at the time of approval of this Agreement. 

29.5.1 Long Service Leave Accrual 

Only until the date of approval of this Agreement will an SOC, CSE and Strathearn employees after 

ten years' continuous service be entitled to two months' Long Service Leave on full pay, and 

thereafter on the basis of five months for each ten years' service and may be taken on a pro-rata 

basis each five years after completing the initial ten year period of service. This additional provision 

also applies to NSW HCAH Social Clubs and Respite Centre Employees as at 12 September 2016 

and not employed after that date. 

29.6 Additional Provisions for NSW Nurses Employees applicable only to existing 

employees at the time of approval of this Agreement. 

29.6.1 Long Service Leave Accrual 
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Only until date of approval of this Agreement will a Nurse after ten years' continuous service be 

entitled to two months' Long Service Leave on full pay, after 15 years' continuous service an 

additional one month's Long Service Leave on full pay; and for each five years' continuous service 

thereafter to an additional one and one-half months' Long Service Leave on full pay. 

30 Personal/Carer's Leave (this clause applies to all Employees other than Casual Employees) 

Notification and Documentation Requirements 

Proposed 

Notice " as soon 
as reasonably 
practicable 

Supporting 
documentation " 
as soon as 
reasonably 
practicable 

The Employee must inform HammondCare as soon as reasonably 
practicable, where possible no less than two hours before the 
commencement of their rostered shift, that he or she is (or will be) absent 
from his or her employment due to a personal illness or injury. The 
Employee will inform HammondCare of the expected duration of the 
absence and the general nature of the circumstances/illness, particularly 
if it may have transmission implications for, client'residents or staff. 

HammondCare requires an Employee to notify their Manager or 
appropriate delegate by telephone where practicable (not by text 
message/SMS or email). 

For any absence (paid or unpaid): 
• Of more than two consecutive days and/ or shifts; 
• Taken either side of an allocated day off (ADO) or public holiday; 
• Taken on a public holiday that the Employee was rostered to work; 
• Taken immediately before or after a period of Annual Leave; 
• Where an Employee agrees to work an additional shift and fails to 

work their shift; 
the Employee must provide one of the following documents supporting 
the Employee's reason for seeking absence from work: 
• if it is reasonably practicable to do so - a medical certificate from a 

registered health practitioner which states, in the practitioner's 
opinion, the Employee was, is or will be unfit for work because of a 
personal illness or injury; or 

• if it is not reasonably practicable for the Employee to give 
HammondCare a medical certificate - a statutory declaration made 
by the Employee which says that the Employee was, is or will be unfit 
for work during the period because of a personal illness or injury. 

For carer's leave applications the medical certificate or statutory 
declaration must state: 
• the name of the person requiring care and that person's relationship 

with the Employee; and 
• the reasons for taking such leave and the estimated length of 

absence;and 
• that the person has (or will have) an illness or injury during the period 

or that the person is or was affected by an unexpected emergency 
and that the illness is such as to require care by another person, in 
accordance with the requirements of the Fair Work Act. 
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Please note HammondCare may require an Employee to provide a 
medical certificate for continued patterns of absence, with a reasonable 
description of the lllness, including a single day absence where deemed 
necessary. Where possible, on the day of return to work, the Employee 
is also required to complete and submit a (personal/carer's) leave form 
request for approval by their Manager. 

30.1 NES Entitlement to Personal/Carer's Leave 

In accordance with the NES, for each year of service a full-time Employee is entitled to ten days of 

paid Personal/Carer's Leave. Part-time, Fixed Term or Fixed Task Employees will receive a pro 

rata entitlement based on their ordinary hours of work 

30.2 Accrual of Personal/Carer's Leave 

30.2.1 An Employee's entitlement to paid Personal/Carer's Leave accrues progressively during 

a year of service according to the Employee's ordinary hours of work, and accumulates from year 

to year. 

30.2.2 Personal/Carer's Leave will be credited to Employees fortnightly. 

30.2.3 Paid Personal/Carer's Leave is cumulative, is not paid out on termination of employment 

and is not cashed out. 

30.3 Taking paid Personal/Carer's Leave 

30.3. 1 An Employee may take paid Personal/Carer's Leave if the leave is taken: 

a. because the Employee is not fit for work because of a personal illness, or personal 

injury, affecting the Employee; or 

b. to provide care or support to a member of the Employee's immediate family, or 

a member of the Employee's household, who requires care or support because of: 

i. personal illness, or personal injury, affecting the member; or 

ii. an unexpected emergency affecting the member. 

30.3.1.1 ln this clause, the following are members of an Employee's immediate family: 

Proposed 

a. a Spouse (including a same or opposite sex spouse, former spouse, a de facto 

spouse or a former de facto spouse), child (including an adopted child, a step child 

and ex-nuptial child or an adult child), parent, grandparent, grandchild or sibling of 

the Employee: or 

b. Child of and a parent, grandparent, grandchild or sibling of a spouse of the 

Employee: and 

c. "De facto spouse" of an Employee means a person of the opposite or same sex to 

the Employee who lives with the Employee on a genuine domestic basis. 
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30.4 Grandparent Leave 

30.4.1 Full-time and part-time Employees may access one day from their paid Personal/Carer's 

Leave entitlement within one month of their grandchild's birth. 

30.4.2 Employees may be asked to provide proof of the child's birth. 

30.5 Employee taken not to be on paid Personal/Carer's Leave on Public Holiday 

If the period during which an Employee takes paid Personal/Carer's Leave includes a day or part

day that is a Public Holiday the Employee is taken not to be on paid Personal/Carer's Leave on that 

Public Holiday. 

30.6 Payment for paid Personal/Carer's Leave 

30.6.1 If an Employee takes a period of paid Personal/Carer's Leave, HammondCare must pay 

the Employee at the Employee's base rate of pay for the Employee's ordinary hours of work in the 

period. 

30.6.2 An Employee who is working in two different grades shall be paid the relevant pay for the 

classification they would have been working on the day of their Personal/Carer's Leave. 

30.6.3 HammondCare shall not change the rostered hours of work of an Employee fixed by the 

roster or rosters applicable to the seven days immediately following the commencement of the 

Employee's Personal/Carer's Leave merely by reason of the fact that the Employee is on 

Personal/Carer's Leave. 

30.7 Personal/Carer's Leave while on Workers Compensation 

30.7.1 An Employee shall not be entitled to Personal/Carer's Leave on base rates of pay for any 

period in respect of which such Employee is entitled to Workers' Compensation payments at that 

ordinary rate; provided however, that where an Employee is not in receipt of such ordinary rate, 

Hammond Care shall pay to an Employee who has Personal/Carer's Leave entitlements under this 

clause, the difference between the amount received as Workers' Compensation and full pay. This 

paragraph shall not apply where an Employee unreasonably refuses to undergo a rehabilitation 

program. 

30.7.2 The Employee's Personal/Carer's Leave entitlement under this clause shall, for each week 

during which such difference in amount is paid pursuant to the paragraph above, be reduced by the 

number of hours which that difference represents, calculated using the Employee's base rate. 

30.7.3 Following exhaustion of available accrued Personal/Carer's Leave, only weekly 

compensation payments shall be payable. 
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30.8 Unpaid Carer's Leave (this clause applies to all Employees including Casual 

Employees) 

30.8.1 Entitlement To Unpaid Carer's Leave 

30.8.1.1 An Employee is entitled to two days of unpaid carer's leave for each occasion (a 

permissible occasion) when a member of the Employee's immediate family, or a member of the 

Employee's household, requires care or support because of: 

a. personal illness, or personal injury, affecting the member; or 

b. an unexpected emergency affecting the member. 

30.8.2 Taking Unpaid Carer's Leave 

30.8.2.1 An Employee may take unpaid Carer's leave for a particular permissible occasion if the 

leave is taken to provide care or support as referred to in sub-clause 30.3. 

30.8.2.2 An Employee may take unpaid Carer's leave for a particular permissible occasion as: 

a. a single continuous period of up to two days; or 

b. any separate periods to which the Employee and HammondCare agree. 

30.8.2.3 An Employee cannot take unpaid Carer's leave during a particular period if the Employee 

could instead take paid Personal/Carer's Leave. 

31 Compassionate Leave and Natural Disaster Leave (this clause applies to all Employees 

including Casual Employees) 

31.1 Entitlement To Compassionate Leave 

31.1.1 An Employee is entitled to two days of Compassionate Leave for each occasion (a 

permissible occasion) when a member of the Employee's immediate family or a member of the 

Employee's household: 

a. contracts or develops a personal illness that poses a serious threat to their life; 

sustains a personal injury that poses a serious threat to his or her life; or 

b. dies. 

31.1 .2 HammondCare will consider approving an additional day of Compassionate Leave where 

interstate/overseas travel is required and making other leave entitlements available to Employees 

if more than the two days Compassionate Leave is required by the Employee. 

31.1.3 HammondCare will also consider extending Compassionate Leave to other situations of 

personal distress, such as Employees experiencing domestic violence. 

31.1.4 An employee applying for Compassionate Leave may be required to provide documentary 

evidence to HammondCare for the need to take the leave. 

31.2 Taking Compassionate Leave 

31.2.1 An Employee may take Compassionate Leave for a particular permissible occasion if the 

leave is taken: 
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a. to spend time with the member of the Employee's immediate family or household 

who has contracted or developed the personal illness, or sustained the personal 

injury, referred to in sub-clause 30.3.1.1; or 

b. after the death of the member of the Employee's immediate family or household 

referred to in sub-clause 30.3.1.1. 

c. during other times of personal distress, such as occasions of domestic violence. 

31.2.2 An Employee may take Compassionate Leave for a particular permissible occasion as: 

a. a single continuous two day period; or 

b. two separate periods of one day each; or 

c. any separate periods to which the Employee and HammondCare agree. 

31.2.2.1 If the permissible occasion is the contraction or development of a personal illness, or the 

sustaining of a personal injury, the Employee may take the Compassionate Leave for that occasion 

at any time while the illness or injury persists. 

31.3 Payment for Compassionate Leave (other than for casual Employees) 

31.3.1 If an Employee, other than a casual Employee, takes a period of Compassionate Leave, 

HammondCare must pay the Employee at the Employee's base rate of pay for the Employee's 

ordinary hours of work in the period. 

31.3.2 For Casual Employees, Compassionate Leave is unpaid leave. 

31.4 Natural Disaster Leave 

31.4.1 Where a permanent Employee is unable to attend work because of a natural disaster i.e. 

bushfire, flood, or snowbound, they will be entitled to be paid ordinary pay for the shift they would 

otherwise have worked on that day. This entitlement will apply once per calendar year and is not 

cumulative from year to year. 

31.4.2 HammondCare may require the employee to provide evidence to support their leave 

application. 

32 Parental Leave 

32.1 Eligibility and entitlements to Parental Leave consist of both unpaid and paid Parental 

Leave provisions ln accordance with the Fair Work Act 2009 and this clause. The entitlement to 

paid Parental Leave in this clause is additional to any entitlement an Employee may have to paid 

Parental Leave under the Paid Parental Leave Act 2010 (Cth), but inclusive in the unpaid Parental 

Leave entitlements specified in the Fair Work Act 2009. 

Parental Leave can be: 

a. Maternity Leave, in connection with a pregnancy or the birth of a child; 

b. Partner Leave, for an Employee whose partner is having a child; 

c. Adoption Leave, for parents who have adopted a child under 16 years of age. 
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32.2 Paid Parental Leave 

32.2.1 Inclusive in the 12 months of unpaid Parental Leave covered by the Fair Work Act 2009, 

full-time and part-time employees may claim paid Parental Leave at base rate of pay, from the date 

the Parental Leave commences in the following circumstances: 

a. Following 12 months continuous service; and 

b. For subsequent requests for paid Parental Leave, there is a qualifying period of 12 

months service at the approved working arrangements you have returned to work 

under, to be eligible to receive another paid Parental Leave amount. 

32.2.2 Paid Parental Leave includes: 

• Fourteen weeks paid Parental Leave or adoption leave for the primary carer of the 

child paid as either 14 weeks full pay or 28 weeks of half base rate of pay, and 

• One week paid Partner Leave. 

32.2.3 Paid Partner Leave will be payable to: 

a. the father; or 

b. partner of the birth mother; or 

c. partner of the primary carer of an adopted child. 

32.2.3.1 Partner includes same-sex and de facto partner but does not include former de facto 

partners. 

32.2.4 For the purposes of the calculation of "base rate of pay" for paid Parental Leave purposes, 

an employee will be paid the higher of: 

a. The average of the ordinary hours actually worked by the employee in the 12 month 

period ending at the commencement of Parental Leave; or 

b. The ordinary hours worked by the employee at the time of the commencement of 

Parental Leave. 

32.3 Notification Requirements 

Parental Leave Partner Leave Adoption Leave 
Written notice of not less than Written notice of not less than Written notice of not less than 
ten weeks prior to the ten weeks prior to the ten weeks prior to the 
commencement of the leave. commencement of the leave. commencement of the leave. 
This notice must include a This notice must include a This notice must include a 
medical certificate stating the medical certificate stating the medical certificate stating the 
expected date of birth and expected date of birth and expected date of birth and 
should also indicate the period should also indicate the period should also indicate the period 
of leave desired. of leave desired. of leave desired. 

At least four weeks before the At least four weeks before the Where the above notice is not 

intended start date specified in intended start date specified in possible and due to the fact that 
an Employee may be given little 
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the notice given above, the the notice given above, the 
Employee must: Employee must: 

(a) confirm the intended start (a) confirm the intended start 
and end dates of the leave; or and end dates of the leave; or 

(b) advise HammondCare of (b) advise HammondCare of 
any changes to the intended any changes to the intended 
start and end dates of the leave. start and end dates of the leave. 

33 Public Holidays 

notice of the date of taking 
custody of a child, Employees 
who believe that, in the 
reasonably near future, they will 
take custody of a child, should 
formally notify HammondCare 
as early as practicable of the 
intention to take adoption leave. 
This will allow arrangements 
associated with the adoption 
leave to be made. 

An Employee is required to 
provide to HammondCare: 

(a) proof of the day of 
placement, or the expected day 
of placement, of the child; and 

(b) that the child is, or will be, 
under 16 as at the day of 
placement, or the expected day 
of placement, of the child. 

33.1 HammondCare may request an employee to work on a particular public holiday, within their 

agreed availability or roster. HammondCare will consult with affected employees prior to and tog ive 

at least two weeks notice of a requirement to work on a Public Holiday. Consultation will include an 

equitable distribution of Public Holiday work consistent with operational needs. 

33.1.1 An employee who, without the consent of the employer or without reasonable cause, is 

absent from work on a public holiday after agreeing to work on a public holiday, is not entitled to 

any payment for such public holiday. 

33.1.2 The employee may refuse the request (and take the day off) if the employee has 

reasonable grounds for doing so. In determining whether a request, or a refusal of a request, to 

work on a public holiday is reasonable, the following must be taken into account: 

Proposed 

(a) the nature of HammondCare's workplace or enterprise (including its operational 

requirements), and the nature of the work performed by the employee; 

(b) the employee's personal circumstances, including family responsibilities; 

(c) whether the employee could reasonably expect that HammondCare might request 

work on the public holiday; 

(d) whether the employee is entitled to receive overtime payments, penalty rates or other 

compensation for, or a level of remuneration that reflects an expectation of, work on 

the public holiday; 
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(e) the type of employment of the employee (for example, whether full-time, part-time, 

casual or shiftwork); 

(f) the amount of notice in advance of the public holiday given by HammondCare when 

making the request; 

(g) in relation to the refusal of a request-the amount of notice in advance of the public 

holiday given by the employee when refusing the request; 

(h) any other relevant matter. 

33.1.3 This Agreement expressly contemplates that the employer will require work on public 

holidays, or particular public holidays, and the parties acknowledge that the nature of the work 

performed by the employee, the type of employment (for example, whether full-time, part-time, 

casual or shift work) and the nature of the employer's workplace or enterprise (including its 

operational requirements) will require work on public holidays, or particular public holidays. 

33.1.5 When an employee requests to not be rostered for a Public Holiday and HammondCare 

agrees to the request, the employee will not be paid for that day. 

33.2 Full-time and Part-time Employees will be entitled to public holidays in accordance with 

the NES. The public holidays are: 

• New Years Day, Australia Day, Good Friday, Easter Saturday, Easter Sunday, 

Easter Monday, Anzac Day, Queens Birthday, Labour Day, Christmas Day and 

Boxing Day; and 

• Any other day declared by or under the law of state/territory to be observed 

generally within the respective State/Territory as a public holiday by people who 

work there other than a Union picnic day or any other day excluded by 

regulations under the Fair Work Act. 

33.3 Additional Public Holiday and Local Public Holiday - NSW 

33.3.1 Employees in NSW will also be entitled to an additional public holiday each year to occur 

on the gazetted August Bank Holiday for Residential Care Services or Melbourne Cup Day for 

HCAH services. An employee who works for both HCAH and Residential Care will only receive one 

of the days. 

33.3.2 Where a full day is proclaimed and observed as a local public holiday, within the calendar 

year and within the area in which the Residential Care service or HCAH service is situated no 

additional public holiday day is granted by this sub-clause. 

33.3.3 Where no local public holiday is proclaimed and observed within the calendar year and 

within the area in which the Residential Care service or HCAH service is situated a full day will be 
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observed as an Additional Public Holiday on the gazetted August Bank Holiday for Residential 

employees or Melbourne Cup Day for HCAH. 

33.3.4 Where a part of a day is proclaimed and observed as a local public holiday within the 

calendar year and within the area in which the Residential Care service or HCAH service is situated 

a full day will be substituted and observed as an Additional Public Holiday to be taken on the 

gazetted August Bank Holiday for Residential Care or Melbourne Cup Day for HCAH. 

33.4 Payment for Public Holidays 

33.4.1 Where an Employee is requested and agrees to work on a public holiday, the Employee 

will be paid in lieu of all other shift allowances, weekend penalties, casual loadings and part-time 

loadings as follows: 

33.4.1.1 Full-time and Part-time Employees 

Double time and a half for all time worked is to be paid, or if the Employee elects, time 

and a half plus an additional day may be added to the Employee's next period of Annual Leave. 

33.4.1.1.1 The election referred to above is to be made in writing by the Employee at the 

commencement of employment, and at either June or December each year thereafter. 

33.4.1.2 Casual Employees 

Double time and a half for all time worked will be paid instead of the casual loading. 

33.4.2 For the purpose of this clause an "additional day" for a full-time Employee is equal to 7.6 

hours and for part-time Employees an "additional day" is the equivalent amount of hours normally 

worked on that particular day. 

34 Jury Service 

34.1 Full-time and Part-time Employees required to attend for jury service during ordinary 

working hours will be reimbursed by HammondCare an amount equal to the difference between the 

amount paid in respect of the Employee's attendance for jury service and the amount of ordinary 

hourly wage that the Employee would have received in respect of the ordinary time that the 

Employee would have worked had the Employee not been on jury duty. 

34.2 If the Employee is required for jury service they must notify HammondCare as soon as 

possible of the date upon which the Employee is required to attend. The Employee should also give 

HammondCare proof of attendance, the duration of that attendance and the amount received in 

respect of the jury service. 

35 Emergency Community Service Leave 

35.1 All employees are entitled, acting reasonably, to be absent from work on an unpaid basis 

for the purpose of performing emergency community seivices. 
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35.1.1 Participation in such emergency activities must be on a voluntary basis with a recognised 

emergency management body such as the State Emergency Service (SES), Rural Fire Service 

(RFS) or the RSPCA (in respect of animal rescue). 

35.2 If the Employee wishes to be absent from work to attend an emergency activity they must 

notify HammondCare as soon as possible and provide appropriate documentation of the activity. 

36 Ceremonial leave 

An Employee who is legitimately required by indigenous tradition to be absent from work for 

Aboriginal or Torres Strait Islander ceremonial purposes will be entitled to up to ten working days 

unpaid leave in any one year, with the approval of HammondCare. 
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PART 5-TERMINATION AND MISCELLANEOUS PROVISIONS 
37 Termination 

37.1 NES Notice of Termination of Employment 

37.1.1 Except in the case of Sub-clause 37.8 Summary Dismissal, in order to terminate the 

employment of a full-time or part-time Employee, HammondCare will give to the Employee at least 

the following notice: 

Period of continuous service 

1 year or less 

More than 1 year but not more than 3 years 

More than 3 years but not more than 5 years 

More than 5 years 

Period of notice 

1 week 

2 weeks 

3 weeks 

4 weeks 

37 .1.2 If the Employee is over 45 years and has two years or more continuous service 

HammondCare will provide the Employee with an additlonal one week's notice. 

37.1.3 Where HammondCare has terminated the services of an Employee, payment in lieu of 

notice may be made by HammondCare as an alternative to working the notice period. Employment 

may also be terminated by the giving of part of the period of notice specified and part payment in 

lieu thereof. Decisions as to whether payment in lieu of notice will be made or working out of notice 

required (or any combination of the two) will be made by Hammond Care. 

37.1.4 A period of notice need not be given by HammondCare in the case of summary dismissal 

pursuant to sub-clause 37.8 or in the case of casual Employees, or Employees engaged for a 

specified period of time or for a specific task or tasks. 

37.1.5 Where HammondCare has given notice to an Employee, the Employee will continue in 

employment until the date of the expiration of such notice (unless Hammond Care elects to pay the 

Employee in lieu of notice). 

37.2 Notice of termination by Employee 

37.2.1The notice of termination required to be given by the Employee to HammondCare will be the 

same as that required of HammondCare, save and except that there will be no additional notice 

required based on the age of the Employee concerned. 

37.2.2 With written agreement, if the Employee fails to give or work out the appropriate notice, 

HammondCare will have the right to withhold monies due to the Employee with a maximum amount 

equal to the ordinary time rate of pay for the period or balance of the period of notice. 

37.2.3 Where the Employee gives notice of the termination of employment and the Employee 

and HammondCare mutually agree to the employment ending before the end of the notice period, 

wages will be paid only up to the time of the agreed terminatlon of employment. 
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37.2.4 HammondCare in accordance with any written agreement between the Employee and 

HammondCare may deduct from the Employee's termination pay , equivalent monies to the value 

of all unreturned HammondCare property, money advances, immigration costs or subsidies. 

37.3 For Employees receiving remuneration packages, HammondCare will provide four weeks' 

notice of termination and will require the same notice upon resignation. If the Employee is over 45 

years and has five years or more continuous service HammondCare will provide the Employee with 

an additional one week's notice. 

37.4 Hammond Care shall provide to the Employee a statement of service specifying the period 

of the Employee's employment and the classification of the Employee. 

37.5 Personal/Carer's Leave during notice period 

Where HammondCare has given the Employee notice of termination of employment or the 

Employee has resigned, the Employee will not be entitled to paid Personal/Carer's Leave during 

the period of notice without the provision of a medical certificate. 

37.6 Annual Leave during notice period 

37.6.1 In accordance with the NES, HammondCare will not unreasonably refuse requests for 

annual leave during a notice period; however, reasons for the request must be submitted in writing 

by the Employee and will be considered by HammondCare. 

37.6.1.1 The decision to approve or deny the request will be made as soon as reasonably 

practicable. 

37.7 Abandonment of Employment 

37.7.1 If an Employee is absent from work for three consecutive working days, without the 

consent of, or notification to HammondCare, the Employee will be deemed to have abandoned 

employment. 

37.7.2 HammondCare in its sole discretion will be entitled to consider the Employee's contract 

terminated, and to provide written notice in accordance with clause 37.2.1, unless there are 

extenuating circumstances which have prevented the Employee from contacting and notifying 

HammondCare of the reason for the Employee's absence. HammondCare will also make 

reasonable attempts to contact the Employee before making any decision. 

37.7.2.1 ln such an event, the Employee will only be entitled to payment for work done up until the 

date when the Employee ceased attending work. 

37.8 Summary dismissal 

HammondCare will have the right to dismiss an Employee without notice for serious misconduct 

that justifies instant dismissal. In such cases the wages owing to the Employee will be paid up to 

the time of dismissal only. 
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38 Redundancy 

38.1 NES Redundancy Pay 

An Employee's entitlement to redundancy will be as per the NES except for the provisions below. 

38.2 Redundancy Pay 

38.2.1 In addition to the period of notice prescribed for ordinary termination in clause 37.1 NES 

Notice of Termination of Employment, the Employee will be entitled to the following amount of 

redundancy pay in respect of a continuous period of service. 

Years of service Under 45 years of age 45 years of age and over 
Less than 1 year 0 0 

1 year and less than 2 years 4 weeks pay 5 weeks pay 

2 years and less than 3 years 7 weeks pay 8.75 weeks pay 

3 years and less than 4 years 10 weeks pay 12.5 weeks pay 

4 years and less than 5 years 12 weeks pay 15 weeks pay 

5 years and less than 6 years 14 weeks pay 17.5 weeks pay 

6 years and over 16 weeks pay 20 weeks pay 

38.2.1. 1 "Week's pay" means the base rate of pay for the Employee concerned at the date of 

termination, and shall include, over-agreement payments, shift penalties and the in-charge 

allowance (if applicable). 

38.3 Transfer to lower paid duties 

Where an Employee is transferred to lower paid duties by reason of redundancy by mutual 

agreement, the same period of notice must be given as the Employee would have been entitled to 

if the employment had been terminated and HammondCare may, at HammondCare's option, make 

payment instead of an amount equal to the difference between the former base rate of pay and the 

base rate of pay for the number of weeks of notice still owing. 

38.4 Time off during notice period 

Where HammondCare has given the Employee notice of termination of employment, the Employee 

will be allowed up to the equivalent of one working day's time off without loss of pay while the 

Employee is working out notice for the purpose of seeking other employment. The time off will be 

taken at times that are convenient to the Employee after consultation with Hammond Care. 

39 Stand-Down Provisions 

39.1 HammondCare has a commitment towards all Employees and seeks to maintain 

employment. Notwithstanding this, and only in extreme circumstances that are beyond the control 

of HammondCare, it may be possible that an Employee is stood down without pay where in the 

opinion of HammondCare the Employee may not usefully be employed as a result of any: 

a. Events outside of the control of Hammond Care; 

b. Other circumstances referred to in s.524 and s.525 of the Act. 
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40 Workload Management 

40.1 The parties to this agreement acknowledge that Employees and management have a 

responsibility to maintain a balanced workload and recognize the adverse effects that excessive 

workloads may have on Employee/s and the quality of client/resident care. 

40.2 To ensure that Employee concerns involving excesslve workloads are effectively dealt with 

by Management the following procedures should be applied: 

a. In the first instance, Employee/s should discuss the issue with their Manager and, 

where appropriate, explore solutions. 

b. If a solution cannot be identified and implemented, the matter should be referred to 

an appropriate senior manager (Head of Region/Operations Manager) for 

further discussion. 

c. If a solution still cannot be identified and implemented, the matter should be 

referred to the General Manager or People Services for further discussion. 

d. The outcome of the discussions at each level and any proposed solutions should 

be recorded in writing and fed back to the effected Employees. 

40.3 Where required, workload management may be an agenda item at staff meetings. Items 

in relation to workloads must be recorded in the minutes of the staff meeting, as well as actions to 

be taken to resolve the workload issue/s. 

40.4 Resolution of workload issues should be based on the following criteria including but not 

limited to: 

a. Clinical assessment of client/residents' needs; 

b. The demand of the environment such as residential care home layout; 

c. Statutory obligation, (including, but not limited to, workplace health and safety 

legislation; 

d. The requirements of nurse regulatory legislation; 

e. Reasonable workloads; 

f. Accreditation standards; and 

g. Budgetary considerations, 

40.5 If the issue is still unresolved, the Employee/s may advance the matter through clause 9 

Dispute Settling Procedures. 

41 Labour Flexibility and Mixed Functions 

41.1 HammondCare may direct an Employee to carry out such reasonable duties as are within 

the limits of the Employee's skill, competence and training. 

41.2 HammondCare may direct an Employee to carry out such duties and use such tools and 

equipment as may be required, provided the Employee possesses the relevant skills and 
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competence to perform such tasks. Where the Employee does not possess such skills and 

competence, appropriate training shall be facilitated. 

41.3 Any direction issued by HammondCare pursuant to this clause shall be consistent with 

HammondCare's responsibility to provide a safe and healthy working environment for Employees, 

and Hammond Care's duty of care to client/residents. 

42 Employee Organisation's Representatives 

42.1 Upon notification to HammondCare, by an Organisation that is covered by this 

Agreement, of the appointment of an Employee of Hammond Care as that Organisation's 

Representative, HammondCare will: 

42.1. 1 Recognise one Representative from HCAH and one from Residential services, from that 

Employee Organisation with coverage in accordance with the Organisations Constitution and 

Rules; and 

42.1.2 Enable the Representative/s to be released from work to attend to the Employee 

Organisation's business in accordance with the following: 

(a) up to five (5) days per calendar year to attend training facilitated by the organisation 

to increase awareness and knowledge of workplace issues and/or consultative 

mechanisms and/or statutory entitlements and obligations, which will contribute to a 

more productive, aware and harmonious workplace environment; and 

(b) up to three (3) days leave to attend the Employee Organisation's Annual Conference. 

(c) a minimum of four (4) weeks' written notice, or less by agreement, must be provided 

to HammondCare of a request to attend such organisation's business. The notice must 

specify the time and nature of the organisation's business; and 

(d) subject to operational requirements HammondCare shall not unreasonably refuse 

such a request . 

42.2 A Representative may access leave without pay, Annual Leave or Long Service Leave, 

where applicable, for the purposes of attending such training. 

42.3 A Representative will be provided with reasonable access to telephone, internet, email, 

facsimile, photocopying, notice boards and meeting facilities (where available) for the purpose of 

carrying out work as a Representative. 

Proposed 
HammondCare Residential Care and HammondCare At Home Enterprise Agreement 2018 for approval by Vote 

Page 54 of 73 

10332



Page 95

PART 6-CLASSIFICATIONS AND RATES OF PAY 

43 Classifications 

a. The parties to this Agreement acknowledge that for each classification of Employee listed 

below, site specific role descriptions reflecting the Employee's indicative tasks may be 

developed and therefore the below descriptions for each classification must be read in 

conjunction with the role description for each classification. 

b. Any disputes in relation to classification or reclassification must be handled as set out in 

Clause 9 Dispute Settling Procedures. 

c. Employees will be provided with a letter of offer and a role description detailing the 

classification at the start of employment or upon appointment to a different classification. 

d. Employees will not incur any loss or diminution of wages as a result of translating into or 

being covered by the following classification structures. 

HammondCare At Home Care Workers 

Upon being employed, Employees shall be graded into one of the following grades: 

HammondCare At Home Care Worker Grade One 

A HammondAtHome Care Worker Grade 1 shall mean a person without previous relevant 

experience in personal care delivery. This is a trainee level which applies to new Employees and 

training shall be provided. At the end of a maximum period of six months or 250 hours 

employment, Employees who have satisfactorily completed the requirements of Grade 1 shall 

progress to Grade 2. 

Should an Employee not satisfactorily complete the requirements of Grade 1, they shall be notified 

two weeks prior to the date which they would have proceeded to Grade 2. 

A HammondCare At Home Care Worker Grade 1 shall work under general supervision. 

Notwithstanding the above, Employees who choose only to carry out general housekeeping duties 

and are not prepared to multi-skill shall be paid at this grade. 

Hammond Care At Home Care Worker Grade Two 

A HammondAtHome Care Worker Grade 2 shall mean a person who satisfies the requirements 

of Grade 1 and has progressed to Grade 2. 

An Employee at this grade carries out the Grade 2 duties for more than 50% of their working time 

across the year. 

Grade 2 Employees shall be competent in carrying out simple personal care, housekeeping and 

tasks relevant to assistlng client to maintain their independence in their own homes. Grade 2 

Employees may also carry out social engagement activities at Social Clubs and Respite Centres. 

Proposed 
HammondCare Residential Care and HammondCare At Home Enterprise Agreement 2018 for approval by Vote 

Page 55 of 73 

10333



Page 96

Grade 2 Employees may be required to perform complex tasks required of a Grade 3 Employee 

from time to time, within their competence, and shall be paid at the rate for a Grade 3 whenever 

such duties are performed. 

HammondCare At Home Care Worker Grade Three 

A HammondCare At Home Care Worker Grade 3 shall mean a person who performs the duties 

of a HammondCare At Home Care Worker Grade 2 and is required to directly attend to the 

clienUresident's needs, as opposed to assisting the client/resident to do so for himself/herself 

because of the clienUresident's behaviour or the clienUresidents' condition and/or household 

environment. This may also include attending to clienUresidents with higher acuity and more 

challenging behaviours. An Employee at this grade carries out the Grade 3 duties for more than 

50% of their working time across the year. 

Grade 3 Employees will be involved in on-the-job training of and supporting other HammondCare 

At Home Care Workers and where appropriately licensed, will also drive a mini bus where 

required. 

GRADE 2 and GRADE 3 PERSONAL CARE 
GRADE 2 GRADE3 
PERSONAL CARE PERSONAL CARE 
Assisting clienUresident to In addition to the duties listed in 

Showering/ Bathing shower/bath self or totally grade 2 Showering/Bathing, 
showering/bathing clienUresident grade 3 Employees can: 
except where clienUresident has 
severely limited/uncontrollable Shower/Bath adults with 
body movements. severely limited/uncontrollable 

body movements. 
Assisting with mobility or 
transferring to and from Total bed bath/sponge where 
shower/bath except with there is severely 
clienUresidents who have I imited/uncontrol lable 
severely limited/uncontrollable movements or serious 
body movements. comfort/health consideration. 

Assisting or transferring 
client/resident to commode chair 
except where client/resident has 
severely limited/uncontrollable 
body movements. 

Total bed bath/sponge-
exceptions Grade 3. 

Toileting Helping people to the toilet. In addition to the duties listed in 
grade 2 toileting, grade 3 

Assisting people to use the toilet Employees can: 
by loosening clothing. 

Assist in placement, removal, 
emptying, care and cleaning of 
sheaths and leg baths. 
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GRADE2 GRADE3 
PERSONAL CARE PERSONAL CARE 
Assisting client/resident to 
change own incontinence and Assist with indwelling 
sanitary pads. catheterisation by changing 

collection bag and cleaning 
Changing clienUresidents' around the insertion site. 
urinary incontinence pads. 

Change or assist with urinary 
Assisting client/residents with diversion - colostomy and 
bottles. drainage bags. 

Assisting self-catheterisation by All bowel management. 
holding mirror or positioning legs 
except where there is severely Continual caring of someone 
limited/uncontrollable body with bowel incontinence 
movements. including washing person 

changing bowel incontinence 
pads. 

Responsibility for sterilising 
catheters for people using 
intermittent catheters. 

Menstrual Care Assisting with menstrual care. In addition to the duties listed in 
grade 2 menstrual care, grade 3 
Employees can change tampons 
and sanitary pads. 

Skin Care All skin care. I.e. Application of In addition to the duties listed in 
cream, rubbing pressure areas grade 2 skin care, grade 3 
with lotions. Employees can: 

Change dressings on pressure 
areas, ulcers, burns, wounds, 
cuts and grazes. 

Apply treatment creams to 
genital area. 

Nasal Care In addition to the duties listed in 
grade 2 nasal care, grade 3 
Employees can clean noses. 

Grooming All hair care. In addition to the duties listed in 
Limited care of nails. grade 2 grooming, grade 3 

Employees can: 
Shaving: 
Where there are uncontrollable Do dressing/undressing where 
body movements use electric there are severely 
razors only. limited/uncontrollable body 

movements 
A\I other shaving - electric razors 
recommended. 

All dressing/undressing or 
assistance with 
dressing/undressing except 
where there is severely 
limited/uncontrollable body 
movements. 
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GRADE2 GRADE3 
PERSONAL CARE PERSONAL CARE 

Oral Hygiene Assisting client/resident with Same as grade 2. 
their own care of teeth or 
dentures. 

Care of teeth and dentures for 
the client/resident by using tooth 
brush/tooth paste/oral solutions 
only. 

Oral Medication Assisting client/resident with or Same as grade 2. 
administering liquid medicines, 
pills, powders, nose and eye 
drops. 

Medication Assisting client/residents with the Same as grade 2, plus the 
self-administration of medicines administration of suppositories. 
(liquids, suspensions, tablets, 
etc.). Also supporting the 
administration of nose, ear and 
eye drops, as well as nebulized 
medications. Giving medications 
from blister packs and 
monitoring blood glucose levels. 

Transferring/Mobility Transferring client/resident in In addition to the duties listed in 
and out of bed/chair. Care and grade 2 transferring / mobility, 
assisting with mobility - grade 3 Employees can: 
exceptions see Grade 3. 

Assist client/residents to turn/sit 
Assisting client/residents to turn where client/residents can offer 
or sit up - exceptions Grade 3. limited/no assistance with weight 

bearing; 

Use mechanical aids to lift and 
transfer client/residents. 

Assist client/resident with 
transfers/mobility where: 

Client/resident can offer 
limited/no assistance with weight 
bearing; 

Particularly careful handling is 
required because of the 
client/resident's health/disability. 

Some lifting or physically 
awkward movement is involved 
for Employees in the 
transfer/mobility 

Fitting of Such as splints and callipers. Same as grade 2. 
Aids/Appliances 
Therapy Assisting with therapy in any of In addition to the duties listed in 

the following circumstances grade 2 therapy, grade 3 
Employees can: 

• low level of assistance is 
involved, Assist with therapy in any of the 

following circumstances: 
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GRADE2 GRADE3 
PERSONAL CARE PERSONAL CARE 
• carer/therapist is on site of • high degree of assistance is 

client/residents is able to involved, 
take responsibility for the • HammondAtHome Care 
therapy or carer/therapist is Workers have total 
on site, responsibility because 

• simple instructions required clienUresident is unable to 
rather than specialised take responsibility for the 
training/knowledge. therapy and carer/therapist is 

not on site, 

• specialised 
training/knowledge is 
required. 

Assistance with Assisting where there are no In addition to the duties listed in 
Eating eating difficulties. grade 2 assistance with eating, 

grade 3 Employees can assist 
with eating where a risk of 
choking, vomiting or other eating 
difficulty is involved. 

Residential Care - Specialised Dementia Carers 

Specialised Dementia Carer (SOC) means a person who provides personalised care to residents 

with dementia, in accordance with HammondCare's philosophy of care and values, as directed, 

in the areas of personal care, domestic support and life engagement 

The parties agree that all Specialfsed Dementia Carers are to work together as a team to enable 

each resident to have the opportunity to succeed at the activities of daily living which promote 

dignity, self-respect and maintain the resident's quality of life and abilities. Specialised Dementia 

Carers model appropriate behaviour and encourage a calm, supportive and secure atmosphere. 

Specialised Dementia Carers will receive the rates of pay set out in Annexure 1 to this Agreement. 

An Employee's base rate of pay refers to the Employee's ordinary hourly rate of pay before any 

penalties or allowances. 

Any adjustments to the level of pay by the relevant authority will be absorbed into the rates of this 

Agreement, except where an increase in pay levels exceeds any specific classification rate in this 

Agreement. 

Specialised Dementia Carer New Entrant is an individual who has limited or no experience 

within the provision of aged care / dementia care services. As a new entrant there will be a prime 

focus on the development of foundational skills and knowledge. 

An SOC New Entrant means an Employee with less than 500 hours' work experience in the aged 

or dementia care industry who performs basic duties under direct supervision. Such Employees 

perform routine functions requiring understanding of clear rules and procedures. Work is 
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performed using established practices, procedures and instructions including compliance with 

documentation requirements as determined by HammondCare. Problems are referred to a more 

senior staff member. The type of responsibility that an Employee at this level may have in the 

areas of personal care, domestic support and life engagement include: 

• Carrying out simple tasks under supervision to assist a higher grade Specialised 

Dementia Carer Employee attend to the personal care needs of residents. 

• General assistance to higher-grade Employees in the full range of domestic support 

duties. 

These duties are carried out in a manner that assists residents to engage in the activities of daily 

living consistent with their abilities and choice. 

General assistance to higher grade Employees in assisting residents to undertake a full range of 

life engagement activities which may include gardening and light maintenance items. 

Specialised Dementia Carer Grade 1 will work with the support and guidance from higher grade 

SOCs and is expected to develop their skills and experience with an increasing degree of 

autonomy throughout all stages. 

An SOC Grade 1 means an Employee who has 500 hours work experience or has or can 

demonstrate relevant prior experience that enables the Employee to work effectively at this level 

under general supervision of higher grade Employees and as part of a team. The types of 

responsibility that an Employee at this level may have in the areas of personal care, domestic 

support and life engagement, in addition to those of a new entrant, include: 

• Under general supervision, providing assistance to residents in carrying out simple 

personal care tasks. 

• Performance under general supervision of the full range of domestic support duties. 

These duties are carried out in a manner that assists residents to engage in the 

activities of daily living consistent with their abilities and choice. 

• Performance under general supervision of the full range of life engagement 

activities which may include gardening and light maintenance items. 

Specialised Dementia Carer Grade 2 will have the competency to undertake independent 

activities. An SOC Grade 2 will make independent contributions towards the delivery of care of 

residents. 

An SOC Grade 2 means an Employee with relevant experience who works individually or in a 

team environment, and is responsible for the quality of his/her own work, subject to limited 

supervision. The types of responsibility that an Employee at this level may have in the areas of 
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personal care, domestic support and life engagement, in addition to those of an SOC Grade 1 

Employee, include: 

• Under either the direct or indirect supervision of a registered nurse, carrying out a 

range of clinical care activities in accordance with Commonwealth and State 

legislative requirements, that support the personal care needs of residents. 

• Under limited supervision, participating in case management, developing and 

maintaining Care Plans (in conjunction with other team members and allied health 

professionals) that are customised to meet the individual needs and abilities of 

each resident. 

• Assisting in the mentoring and modelling of the philosophy of care for Specialised 

Dementia Carer New Entrants and Specialised Dementia Carer Grade 1 

Employees. 

• Under limited supervision, providing assistance to residents in all personal care 

tasks. 

• Under limited supervision, providing the full range of domestic support duties. 

These duties are carried out in manner that assists residents to engage in the 

activities of daily living consistent with their abilities and choice. 

• Under limited supervision, provide the full range of life engagement activities which 

may include gardening and light maintenance items. 

Specialised Dementia Carer Grade 3 is an experienced SOC and will be expected to provide a 

degree of leadership in activities. This responsibility requires an SDC Grade 3 to coach and 

mentor other SDCs in the cottages and to continue to provide care and support to residents. They 

may be required to perform additional responsibilities as requested by the Manager. 

An SOC Grade 3 will demonstrate advanced skills in applying, modelling and teaching the 

HammondCare philosophy of care. The SOC Grade 3 will assist in educating staff in the 

philosophy of care and particularly demonstrate the philosophy through activities of daily life, 

personal care activities and activities that promote independence. The SOC Grade 3 

demonstrates a high level of skill in clinical assessment of residents and management of 

behaviours of concern. 

An SOC Grade 3 means an Employee who: 

Proposed 

• is designated by HammondCare as having the responsibility for leading and/or 

supervising the work of others; or 

• is required to work individually with minimal supervision and has been designated 

by HammondCare as having overall responsibility for a particular function within 

the residential care home; or 
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• is required to hold and apply accredited higher level care skills under limited 

supervision to assess and manage the more complex needs of residents with 

special care needs associated with dementia, such as those residents in the 

Special Care Unit; 

• in addition to the above-mentioned requirements holds either a Certificate Level l I1 

in Aged Care or Care Support Services or other appropriate 

Qualifications/Experience acceptable to HammondCare. 

Employees at this level may be required to work with the Manager, or as delegated by them, to 

plan, direct, and train staff and comply with documentation requirements as determined by 

HammondCare and assist in the development of budgets. The types of responsibility that an 

Employee at this level may have in the areas of personal care, domestic support and life 

engagement, in addition to those of an SOC Grade 2 Employee, include: 

• Coordinating and directing the work of other staff. 

• Scheduling work programs on a routine and regular basis. 

• Developing and implementing programs of activities for residents. 

• Working with the Manager in developing and co-ordinating the case management 

processes, including developing and implementing Care Plans with other team 

members and allied health professionals. 

• Working with the Manager to plan, order and prepare the processes and supplies 

required to support the full range of domestic, care and life engagement activities 

carried out in the residential care home. 

• Carrying out a range of administrative duties to support the operation of the 

residential care home. 

• Driving a minibus or larger vehicle. 

Senior Specialised Dementia Carer (SSDC) will be a role defined and appointed at the sole 

discretion of HammondCare. The rate of pay for this position will be determined by 

HamrnondCare and will be above the rates prescribed by this Agreement. In calculating the rate 

of pay, HammondCare will take into consideration the position holder's skills and experience. 

In addition to those responsibilities and competencies of the SDC Grades set out above, the SSDC 

will be appointed as an exemplary carer and staff mentor. 

Appointment to an SDC Grade, Stage and Progression through stages 

An SOC will be classified into one of the following grades and stages. Progression between each 

stage will be based on the completion of 1000 hours of service and satisfactory performance. For 

the purpose of assessing 1000 hours of service, "service" will include: actual hours worked, 

completing the full responsibilities and scope of duties for the relevant grade, not including any 
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period of paid and unpaid leave (personal carer's leave, annual leave, Parental Leave, or long 

service leave). 

Progression through a Stage and Grade and process for reviewing performance 

Progression through each grade and stage is automatic through to SOC 2.2 once an Employee 

has completed New Entrant 500 hours or 1000 hours at their current stage, unless either the 

Assistant Manager or Manager (or appropriate delegate) has assessed and notified the employee 

that there are identified performance issues which need to be resolved before progression will be 

approved. Progression to SDC3 and/or SSDC is by appointment only. 

Deferring a decision to progress 

HammondCare reserves the discretion to defer progression through a stage and/or grade if any 

of the following apply: 

• the Employee is subject to any disciplinary matters; 

• the Employee is subject to a formal investigation regarding their work performance; 

• after reviewing the Employee's performance against the agreed criteria, it is determined that 

the Employee is not performing to the standard expected of their current grade and stage. 

Where the Manager wishes to defer progression through a grade and/or stage they must come to 

this decision in consultation with People Services. If a decision is made to defer progression for 

an Employee, the Employee's Manager must provide a written reason to the Employee outlining 

the reasons why progression has not been successful and outline areas of support to overcome 

or address performance or conduct issues. Where grade and/or stage progression has been 

deferred the staff member is entitled to have the decision reviewed after three months. 

Care and Support Services Employees 

New Entrant 

A New Entrant is an Employee with less than 500 hours work experience in this industry who 

performs basic duties under direct supervision. Such Employees perform routine functions 

requiring understanding of clear rules and procedures. Work is performed using established 

practices, procedures and instructions including compliance with documentation requirements as 

determined by HammondCare. Problems should be referred to a more senior staff member. 

Indicative tasks an employee at this level may perform are as follows. 

Typical Duties: 

CARE SUPPORT MAINTENANCE 
STREAM STREAM STREAM 

Carry out simple tasks under General assistance to General labouring 
supetvision to assist a higher higher grade Employees assistance to higher grade 
grade Care Service in the full range of Employees in the full range of 
Employee attending to the Domestic duties. gardening and maintenance 
personal needs of residents. duties. 
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GRADE 1 

A Grade 1 Employee has 500 hours work experience in the industry or has/or can demonstrate 

relevant prior experience, acceptable to HammondCare, which enables the Employee to work 

effectively at this level. A Grade 1 Employee works under limited supervision individually or in a 

team environment or on sleep-over. Employees at this level work within established guidelines 

including compliance with documentation requirements as determined by HammondCare. In 

some situations detailed instructions may be necessary. Indicative tasks an Employee at this 

level may perform are as follows. 

Typical Duties 

CARE SUPPORT MAINTENANCE 
STREAM STREAM STREAM 

Under limited supervision, Performance under limited Performance under limited 

provide assistance to supervision of the full supervision of labouring duties 

residents in carrying out range of domestic duties associated with gardening and 

simple personal care tasks including but not limited to: general maintenance activities, 

which shall include but not including but not limited to: 
be limited to: 

Supervise daily hygiene e.g. General cleaning of Sweeping; 
assisting with showers or accommodation, food Hosing; 

baths, shaving, cutting nails; service, and general Garbage collection and 
lay out clothes and assist in areas; disposal; 
dressing; make beds and General waiting, table Keeping the outside of buildings 

tidy rooms; service and clearing clean and tidy; 
Store clothes and clean duties; Mowing lawns and assisting the 
wardrobes; gardener in labouring. 

assist with meals. Assistance in the 
preparation of food, 

Under direct supervision, including the cooking 
provide assistance to a and/or preparation of light 
higher grade Care Service refreshments; 
Employee in attending to the 
personal care needs of a All laundry duties. 
resident. 

GRADE 2 

A Grade 2 Employee has relevant experience, works individually or in a team environment, and 

is responsible for the quality of their own work, subject to general supervision, including 

compliance with documentation requirements as determined by HammondCare. Indicative tasks 

an employee at this level may perform are as follows. 

Typical Duties 
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CARE SUPPORT MAINTENANCE 
STREAM STREAM STREAM 

Provide a wide range of Assist a higher Undertake basic repairs to 
personal care services to grade employee in buildings, equipment, appliances, 
residents, under limited the planning, and similar items not calling for 
supervision, in accordance with cooking and trades skills or knowledge. Work 
Commonwealth and State preparation of the with and undertake limited 
Legislative requirements, and full range of meals. coordination of the work of other 
in accordance with the maintenance Employees. Where 
resident's Care Plan, including: no tradesperson is employed, an 

Employee at this level may be 
called upon to perform tasks falling 
within the scope of trades skills, 
provided the time involved in 
performing such work, is paid at the 
rate of Care Service Employee 
Grade 3. 

Assist and support residents Drive a Sedan or Perform gardening duties. Provide 
with medication utilising Utility. advice on planning and plant 
medication compliance aids; maintenance. Attend to indoor 
Simple wound dressing; plants, conduct recycling and re-
Implementation of continence potting schedules. 
programs as identified in the 
Care Plan; 
Attend to routine urinalysis, Carry out physical inspections of 
blood pressure, temperature property and premises and report. 
and pulse checks; 
Blood sugar level checks etc. 
and assist and support diabetic 
residents in the management of 
their insulin and diet, 
recognising the signs of both 
Hyper and Hypo-Glycaemia. 
Recognise, report and respond 
appropriately to changes in the 
condition of residents, within 
the skills and competence of 
the employee and the policies 
and procedures of 
Hammond Care. 
Assist in the development and 
implementation of resident care 
plans. 
Assist in the development and 
implementation of programs of 
activities for residents, under 
the supervision of a Care 
Service Employee Grade 3 or 
above, or a Diversional 
Therapist. 
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GRADE 2.1Progression to a CSE 2.1 is automatic once an Employee has completed 1000 

hours at CSE 2, unless either the Assistant Manager or Manager (or appropriate delegate) has 

assessed and notified the employee that there are identified performance issues which need to 

be resolved before progression will be approved. 

Deferring a decision to progress 

HammondCare reserves the discretion to defer progression to a CSE Grade 2.1 if any of the 

following apply: 

• the Employee is subject to any disciplinary matters; 

• the Employee is subject to a formal investigation regarding their work performance; 

• after reviewing the Employee's performance against the agreed criteria, it is determined that 

the Employee is not performing to the standard expected of the CSE Grade 2 classification. 

Where the Manager wishes to defer progression to a CSE Grade 2.1 they must come to this 

decision in consultation with People Services. If a decision is made to defer progression for an 

Employee, the Employee's Manager must provide a written reason to the Employee outlining the 

reasons why progression has not been successful and outline areas of support to overcome or 

address performance or conduct issues. Where progression to a CSE Grade 2.1 has been 

deferred the staff member is entitled to have the decision reviewed after three months. 

GRADE 3 

A Grade 3 Employee holds either a Certificate Level Ill in Care Support Services or other 

appropriate Qualification/Experience acceptable to HammondCare and: 

• is designated by Hammond Care as having the responsibility for leading and/or supervising 

the work of others; or 

• is required to work individually with minimal supervision and has been designated by 

HammondCare as having overall responsibility for a particular function within the 

residential care home. 

An Employee who holds appropriate Trade Qualifications and is required to act on them. Where 

the work of such employee requires the holding of a licence, the licence allowance from the 

applicable State trades' award shall be paid. 

Employees at this level may be required to plan, direct, and train staff and comply with 

documentation requirements as determined by HammondCare and assist in the development of 

budgets. Indicative tasks an Employee at this level may perform are as follows. 

Typical Duties 

CARE SUPPORT MAINTENANCE 
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STREAM STREAM 
Coordinate and direct Responsible for the 
the work of staff. planning, ordering and 

preparing of all meals. 

Schedule work Responsible for the 
programs on a routine provision of domestic 
and regular basis. services. 

Develop and implement Schedule work programs 
programs of activities on a routine and regular 
for residents. basis. 

Develop resident care Coordinate and direct the 
plans. work of staff. 

Drive a minibus or larger 
vehicle. 

Nurses' Employment Classifications 

Recognition of Service and Experience 

STREAM 
Carry out maintenance, repairs, 
gardening and other tasks falling 
within the scope of trades' skills. 

Undertake the more complicated 
repairs to equipment and appliances 
calling for trades skills. 

Coordinate and direct the work of staff 
performing gardening duties. 

Schedule work programs on a routine 
and regular basis. 

From the time of commencement of employment an Employee has three months in which to 

provide documentary evidence to HammondCare detailing any other relevant service or 

experience not disclosed at the time of commencement. This evidence, in the absence of other 

documentary evidence, may take the form of a statutory declaration. 

Until such time as the Employee furnishes any such documentation HammondCare shall pay the 

Employee at the level for which proof has been provided. 

If within three months of commencing employment an Employee does provide documentary 

evidence of other previous relevant service or experience not disclosed at the time of 

commencement, HammondCare shall pay the Employee at the appropriate rate from the date of 

commencement. If documentary evidence of previous relevant service or experience is provided 

three months or longer after the commencement of employment, the Employee will paid at the 

relevant rate but only from the date of providing the additional documentation. 

An Employee who is entitled to progress to the next year of service or experience because of 

hours worked with another employer, the Employee must provide proof to HammondCare within 

three months of that entitlement arising. If that proof is so provided, the Employee shall be paid 

at the higher rate as and from the date they were entitled to progress to the next year of service 

or experience. If the proof is provided outside that three-month period, the Employee shall be 

paid at the higher rate only from the date that proof is provided. 

For the purpose of yearly progression based on service and experience an Employee must 

complete 1976 hours of work. 
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Assistant in Nursing 

Is an Employee other than a Registered Nurse, Trainee or Enrolled Nurse who is employed in 

nursing duties in a residential care home. 

Clinical Nurse Consultant means a Registered Nurse appointed as such to the position, who 

has had at least five years' post registration experience and who has in addition approved post 

registration nursing qualifications relevant to the field in which they are appointed or such other 

qualifications or experience deemed appropriate by HammondCare. 

Clinical Nurse Educator means a Registered Nurse with relevant post registration certificate 

qualifications or experience deemed appropriate by HammondCare, who is required to implement 

and evaluate educational programmes at the residential care home. The Clinical Nurse Educator 

shall cater for the delivery of clinical nurse education at the residential care home. The Clinical 

Nurse Educator may also be responsible for new Employee orientation at the residential care 

home. A nurse will achieve Clinical Nurse Educator status on a personal basis by being required 

by the residential care home to provide the educational programmes detailed above. Nothing in 

this clause shall affect the role carried out by the Clinical Nurse Specialist as a specialist resource 

and the Clinical Nurse Consultant in the primary role of clinical consulting, researching etc. 

Clinical Nurse Specialist means a Registered Nurse with specific post registration qualifications 

and twelve months experience working in the clinical areas of her or his specified post registration 

qualification. 

Enrolled Nurse means a person registered by the Board as an Enrolled Nurse. 

• Where an Employee was previously classified as an EN without medication qualification -

Thereafter the Employee will be paid as an EN -Authorised level (b). 

• Where an Employee was not previously classified as an EN medication qualification

Thereafter the Employee shall be paid at level (a) 

• An Employee classified at level (a) who is not required to deliver medication shall be 

entitled to progress to level (b) after one year's service. 

• Once an EN has worked 1,000 hours in a role where they are required to deliver 

medication, the Employee will be classified and paid at the EN Yr 1 rate and thereafter be 

entitled to progress to the second and third years of that salary scale. 

• An EN may be required to lead and/or supervise the work of others. 

Enrolled Nurse without medication qualification means a person registered by the Board as 

an Enrolled Nurse with the notation "does not hold a Board approved qualification in medicines 

administration". 
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Nurse Educator means a Registered Nurse with a post registration certificate, who has relevant 

experience or other qualifications deemed appropriate by HammondCare, and who is appointed 

to a position of Nurse Educator. A Nurse Educator shall be responsible for the development, 

implementation and delivery of nursing education programmes within a residential care home or 

group of residential aged care facilities. Nurse education programmes shall mean courses 

conducted such as post registration certificates, continuing nurse education, orientation 

programmes including new graduate programmes, post enrolment courses for enrolled nurses 

and where applicable general staff development courses. 

Nurse Practitioner means a Registered Nurse appointed as such and who is authorised by the 

Board, pursuant to Section 19A of the Nurses Amendment (Nurse Practitioners) Act 1998, to 

practice as a Nurse Practitioner. 

Registered Nurse means a person registered by the Board as such. 

Senior Nurse Educator means a Registered Nurse with a post registration certificate or 

appropriate qualifications, who has, or is working towards, recognised tertiary qualifications in 

education or equivalent and has demonstrated experience and skills in the field of education, and 

who is appointed to a position of Senior Nurse Educator. A Senior Nurse Educator shall be 

responsible for one or more Nurse Educators in the planning, co-ordination, delivery and 

evaluation of educational programmes such as post registration certificate courses, continuing 

nurse education, orientation programmes including new graduate programmes, post enrolment 

courses for enrolled nurses and where applicable general staff development courses either in a 

residential care home or in a group of residential aged care facilities. 

Specialised Dementia Advisor (SDA) is a Registered Nurse who supports the Specialised 

Dementia Carers (SDC's) in HammondCare's dementia specific services by providing care that is 

aligned with HammondCare's philosophy of care. This position is a clinical support role. 
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ANNEXURE 1 - BASE RATES OF PAY FOR EMPLOYEES 

The following hourly wage rates apply for and from the first full pay period after the date below 
Classification 01-Dec-18 01-Jul-19 01-Jul-20 01-Jul-21 
HammondAtHome Care Worker Grade 1 $21.86 $22.41 $22.97 $23.54 
HammondAtHome Care Worker Grade 2 $22.64 $23.21 $23.79 $24.38 
HammondAtHome Care Worker Grade 3 $23.89 $24.49 $25.10 $25.73 
SDC New Entrant $20.59 $21.11 $21.63 $22.18 
SDC Grade 1.1 $21.75 $22.29 $22.85 $23.42 
SOC Grade 1.2 $21.85 $22.40 $22.96 $23.53 
SOC Grade 2.1 $23.07 $23.65 $24.24 $24.85 
soc Grade 2.2 $23.30 $23.88 $24.48 $25.09 
soc Grade 3 $24.49 $25.10 $25.73 $26.37 
Care Service Employee New Entrant $20.50 $21.01 $21.54 $22.08 
Care Service Employee Grade 1 $21.83 $22.38 $22.94 $23.51 
Care Service Employee Grade 2 $22.70 $23.27 $23.85 $24.45 
Care Service Employee Grade 2.1 $22.91 $23.48 $24.07 $24.67 
Care Service Employee Grade 3 $23.41 $24.00 $24.60 $25.21 
Assistant in Nursing $22.91 $23.48 $24.07 $24.67 
Enrolled Nurse 
Without Medication Qualification 

1st Year $26.09 $26.74 $27.41 $28.09 
2nd Year $26.60 $27.26 $27.95 $28.64 
3rd Year $26.96 $27.63 $28.32 $29.03 
4th Year $27.51 $28.20 $28.90 $29.63 
Thereafter $28.01 $28.71 $29.43 $30.17 
Enrolled Nurse 
1st Year $27.22 $27.90 $28.60 $29.32 
2nd Year $27.76 $28.45 $29.16 $29.89 
3rd Year $28.50 $29.21 $29.94 $30.69 
4th Year $29.17 $29.90 $30.65 $31.41 
Thereafter $29.85 $30.59 $31.36 $32.14 
Registered Nurse / SOA 
1st Year $34.70 $35.56 $36.45 $37.36 
2nd Year $34.70 $35.56 $36.45 $37.36 
3rd Year $36.32 $37.22 $38.15 $39.11 
4th Year $39.82 $40.82 $41.84 $42.88 
5th Year & Thereafter $41.37 $42.40 $43.46 $44.55 
The following rates of pay are the minimum for each position described. HammondCare will 
determine and provide rates that will be above the rates prescribed by this Agreement for these 
positions. In calculating the rate of pay, HammondCare will take into consideration the position 
holder's skills, experience and requirements of the position. 
Clinical Nurse Consultant $49.03 $50.25 $51.51 $52.80 
Clinical Nurse Specialist $41.78 $42.82 $43.89 $44.99 
Clinical Nurse Educator $41.78 $42.82 $43.89 $44.99 
Nurse Educator $44.40 $45.51 $46.65 $47.82 
Senior Nurse Educator $50.17 $51.43 $52.71 $54.03 
Nurse Practitioner $38.42 $39.38 $40.36 $41.37 
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OTHER RATES AND ALLOWANCES FOR EMPLOYEES 

Item No Clause Brief Description 1 Dec 2018 

1 13.4.5 
Broken Shift Allowance 

$8.50 
Residential rate 

Broken Shift 
HammondCare At Home rate -
the higher allowance is paid per 

Per break in 
$22 

2 13.4.5 break in the shift, recognizing and 
shift 

compensating Employees for 
possible travel time and 
kilometres that may be incurred. 

3 17.2,2.1 Sleepover Allowance Per sleepover $47.00 

4 18.2 Live-In Care Allowance 
Between 

$110.00 
10pm & 6 am 

5 23.1.2 Vehicle Allowance Per KM $0.78* 

6 23.6.1 
In-Charge (Residential Care 

Per shift $35.50 
Home} 

7 23.6.2 In-Charge (Section) Per shift $22 

8 23.7.1 
On-call on rostered day off & Per day (24 

$38.36* 
Sundays Hour period) 

9 
23.7.1 

On-call Allowance (Mon - Fri) 
Per day (24 

$21.44* 
Hour Period) 

10 
23.7.1 

On-call Allowance (Saturday) 
Per day (24 

$32.30* 
Hour Period) 

11 23.8.5 
Continuing education allowance: Per week (pro 

$18, 10 
RN rata) 

12 23.8.6 
Continuing education allowance: Per week (pro 

$30.10 RN rata) 

13 23.8.7 
Continuing education allowance: Per week (pro 

$36.15 RN rata) 

14 23.8.8 
Continuing education allowance: Per week (pro 

$12.40 
EN rata) 

Mentor Allowance 
Employees who are appointed by 

15 HammondCare to work alongside and Per Hour $2.00 
mentor HCAH Employees for the time spent 
undertakinq mentorinq activities. 

* These allowances change in accordance with the relevant Modern Award (Nurses 
Modern Award 2010, or, Aged Care Award 2010) 
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Schedule 1 Signatories - Note: Signing Agreement· See Fair Work Act 2009 s.185(5) & 

Regulation 2.06A - A copy of an enterprise agreement is a signed copy only if it has been signed by the 

employer, and at least one representative of the employees, covered by the agreement. The signature of the 

representative does not bind the representative to the agreement, unless the representative is an employee who 

will be bound by the agreement. While it is necessary to have at least one representative of the employees sign 

the agreement, it is not necessary for every representative to sign the agreement Important - The signed copy 

must include the full name and address of each person who signs the agreement; and an explanation of the 

person's authority to sign the agreement Requirements of regulation 2.06A - For the purposes of Reg 2.06 

A(2)(b)(i)- which requires 'the full name and address of each person who signs the agreement' a person can use 

his or her work address, and does not have to provide home address details. (Reference: Fair Work Commission 

Benchbook Enterprise Agreements 31 July 2017 

https:f/www.fwc.gov. auldocu ments/documents/benchbookresou rces/enterprise-agreements/enterprise

agreemen ts-benchbook. pd0 

Signatory for I HammondCare ("HammondCare") ABN 
the Em lo er: 48 000 026 219 

Address: 

Position Title: 

Signature: 

Signatory for 
the Em lo ees: 

Full Name: 

Address: 

Position Title: 

Signature: 

Proposed 

~'Q.\__\'., . C) - ~Sli V \~ 
es2...,\\JW~:~-~ 

l C) k, C1/VY\{{_ S-t 
M 1 ~·CW\dti NS vJ 222 ~, 

I Witness: 

\ Witness: 

,'1 t.. ,er.rV\L\ S+ 
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Signatory for 
the Em loyees: Nominated Bargaining Representative 

Full Name: 

Address: 

Position Title: 

Signature: 

Signatory for 
the Employees: 

Full Name: 

Address: 

Position Title: 

Signature: 

Signatory for 
the Employees: 
Full Name: 

Address: 

Position Title: 

Organisation's 
authorising Rule 
reference 
Signature: 

Proposed 

;\ucl ct 'Aver'-\e 

i--\ fl YY\YY\Qrvdv dle 

r 

Nominated Bargaining Representative 

Employee Organisation 

Witness: 

0clci 

Witness: 

Witness: 
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FAIR WORK COMMISSION 

Form F16-Application for approval of an enterprise agreement 
(other than a greenfields agreement) - HammondCare Residential 
Care and HammondCare At Home Enterprise Agreement 2018 

Attachment Cover Sheet 

Immediately following this cover sheet is further information in regard to section 5.3 of 

the "Form 16 Application for approval of an enterprise agreement (other than a 

greenfields agreement) - HammondCare Residential Care and HammondCare At 

Home Enterprise Agreement 2018" 
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HammondCare Nominated Employee Bargaining Representatives 

Representative Classification HammondCare Work Address Work Email 

Christine Rakebrandt Community Care Worker 47 Stewart Avenue Hammondville NSW 2170 Christine. Rakebrant@hammond.com .au 

Karen Gilmore Community Care Worker 2-4 Stafford Street Scone NSW 2337 Karen.Gilmore@hammond.com.au 

Stuart Reynold Registered Nurse 10 Murrua Road North Turrumurra NSW 2074 sreynolds@hammond.com 
I 

Leonie (Lee) Hennig Care Service Employee Judd Avenue Hammondville NSW 2170 lhennig@hammond.com.au 
I 

Sue Cheesman Community Care Worker Level 2, Suite 202, 280 Pacific Highway Lindfield NSW Sue.Cheesman@hammond.com 
2010 

Michelle Morrison Community Care Worker Su\te 1101, Level 1, 18 Banfield Street Chermside QLD Michelle. Morrison@hammond.com.au 
4032 

Sharon Spencer Relief Team Leader Resi 28@ Railway St Woy Woy NSW 2256 sspencer2@hammond.com 

Susan Daniels Specialised Dementia 287 Railway St Woy Woy NSW 2256 sdaniels@hammondcare.com 
Carer i 

Jan Halliday Community Care Worker Ju~d Avenue Hammondville NSW 2170 Jan.Halliday@hammond.com.au 

Carolyn Heldon Social Club 19 IKiama St Miranda NSW 2228 cheldon@hammond.com.au 
. 

Leanne Hoffman Community Care Worker 342-346 Main Rd Cardiff NSW 2285 Leanne.Hoffman@hammond.com.au 

Melinda Cassar Community Care Worker Leyel 1, 109 Queen St St Marys NSW 2760 Melinda.Cassar@hammond.com.au 

Sri Cooper Community Care Worker Jui:ld Avenue Hammondville NSW 2170 Sri.Cooper@hammond.com.au 

Melissa Greig Community Care Worker 342-346 Main Rd Cardiff NSW 2285 Me\issa.Greig@hammond.com.au 
I 

Carolyn Robinson Care Service Employee 75IGundy Rd Scone NSW 2337 
·~--

Alexandra White Community Care Worker 19 Kiama St Miranda NSW 2228 Alexandra.White@hammond.com.au 

Dale Zancaremo Community Care Worker 19 Kiama St Miranda NSW 2228 Dale.Zancanaro@hammond.com.au 

Davina Maybury Community Care Worker 56-58 Junction Street Nowra NSW 2541 Davina.Maybury@hammond.com.au 

Katherine Lightfoot Community Care Worker 19 Kia ma St Miranda NSW 2228 Katherine.Lightfoot@hammond.com.au 

Megan McAlister Community Care Worker 56-58 Junction Street Nowra NSW 2541 Megan.McAllister@hammond.com.au 

Ryan Kirkland Admissions Coordinator 75 Gundy Rd Scone NSW 2337 Ryan.Kirkland@hammond.com.au 

Shirley Picton Care Service Employee 2-4 Stafford Street Scone NSW 2337 

I Vicky Liddell Community Care Worker Suite 8, 451 Pacific Hwy North Gosford NSW 2250 Vicky.Liddell@hammond.com.au 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

REPLY WITNESS STATEMENT OF ANTOINETTE SCHMIDT 

I, Antoinette Schmidt, Community Care Worker (CCW), of, 

ay as follows: 

1. I am a witness in these proceedings. 

2. I have previously provided a statement in respect of these proceedings, dated 30 March 

2021 ("my first statement"). 

3. I now provide the following information in addition to my first statement. 

Change to my role 

4. Since my first statement, I have changed positions at HammondCare. From about, 

February 2021, I moved from being a Dementia Care Worker (DCW) working in an aged 

care residential facility to a CCW. 

5. As a CCW, I now provide support to people in their homes by assisting them with various 

daily activities and personal care. 

6. I changed positions because I didn't want to look after residents with dementia in a care 

facility any more, and wanted to move into something slightly different. 

Changes due to COVID-19 

7. On account of the COVID-19 outbreak, all CCW staff have been advised to take various 

precautions to reduce their chance of being infected or spreading COVID-19. These 

measures include: 

(a) Personal Protective Equipment (PPE) 

All clients and their family members are required to report a COVID-19 case to 

HammondCare by telephone or by notifying the CCW. 

If a client or their family member has contracted COVID-19, I am required to take 

extra precautions to keep myself and others safe when caring for them, by wearing 

PPE, including 
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i. a surgical N95 mask; 

ii.eye googles; 

iii. face shield; 

iv. gown; and 

v.gloves. 

At all other times, I am required to wear a surgical N95 mask and gloves while 

performing my duties. 

Due to the risk of contamination, after each client visit, I am required to discard my 

used gloves, gown and mask and wipe the inside and outside of the face shield and 

googles. 

The face masks present significant challenges for me at work. For example, I have 

to keep my mask on when I shower clients. Humidity and poor ventilation in the 

bathrooms of private homes impacts the moisture levels and can make it extremely 

hard to breathe. If I am wearing the face mask for long periods, it can also make my 

face itchy. 

As I wear prescription glasses, I have to deal with a further problem of my glasses 

getting fogged while having to breathe with a face mask. 

In addition to issues with visibility due to the fog accumulating on my glasses and 

the difficulty wearing the mask, I have found verbal communication with clients whilst 

wearing the face mask difficult. My clients have difficulty hearing me. They have 

previously made comments such as"/ don't know what you are saying. Take it off'. 

I am not allowed to take my mask off if a client has difficulty understanding me so I 

have to gently explain why I have to keep it on and why it is necessary to reduce the 

risk of infection for them and for me. I have been advised by HammondCare to keep 

the mask on at all times. I don't think this will change any time soon as the pandemic 

continues on so I expect that I will have to continue to adapt my care to wearing a 

mask. 

Wearing the gloves is also uncomfortable. My hands natural reaction to tight gloves 

in a hot environment is to sweat, which is both uncomfortable and cultivates an 

environment for bacteria growth. When removing and disposing the gloves, I use 

hand sanitizer which then makes my skin dry. 

Before COVID-19, I hadn't received any formal training on PPE. After COVID-19, 

PPE training became mandatory and HammondCare provided all staff with training 
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and education on the importance and proper use of PPE. This training included a 5 

minute live video conference on the correct order to put on and take off PPE. 

(b) Symptom monitoring questions 

Before entering a client's home, I am now required to ask clients the following 

screening questions, regardless of the client's vaccination status. Specifically, I am 

required to ask clients the following three questions: 

• Do you have COVID-19 symptoms? 

• Have you been in contact with a person confirmed sick with COVID-19? 

• Have you recently returned from overseas travel in the last 14 days? 

If a client answers 'yes' to any of these questions, I am not to enter their home, 

unless I have prior approval from my manager. 

I recall one client, who despite responding 'no' to the symptom monitoring questions 

started coughing while I was providing care. Coughing is one of the most common 

symptoms of COVID-19. I contacted my supervisor who advised me to perform a 

RAT test. I had to go to the nearest pharmacy, purchase a RAT test and help the 

client take it. A RAT is the quickest way to test if someone is positive for COVID-19. 

It took approximately 15 minutes to get the client's result. Thankfully she returned a 

negative result. 

I'm pretty lucky, I've never had to care for a client with COVID-19. 

As a CCW, I'm not allowed to refuse to treat a client who has contracted COVID-19. 

The only way I can escape from working with a COVID-19 client is to take sick leave 

or resign. 

Of course, I did, and still do, worry about my safety and the safety of my family. I 

don't want to contract the virus 

Impact of restrictions on clients 

8. From between about August to September 2021, there were restrictions on CCW's taking 

client's out for social and recreational activities. 

9. Older adults with underlying health conditions are at a significantly increased risk of 

severe disease or fatality if they contract COVID-19. Keeping residents at home, and 

away from the wider community was considered an important intervention to keep them 

safe. 
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10. The COVID-19 pandemic and its associated restrictions impacted client's differently. 

Some clients were completely oblivious to what was happening and therefore got 

frustrated or upset when they were told they couldn't perform certain activities. Younger 

people tend to follow the news more closely and therefore generally understand the need 

to socially distance to keep themselves and the wider community safe. 

11. I also think younger people have found it easier adhering to social distancing rules or 

staying home because many of them are digitally connected, they can shop, 

communicate or play video games online. Most of my clients, who fall within the older 

demographic, don't have a computer so they can't even purchase groceries online. When 

the restrictions were in place, our supervisor contacted family members to perform 

certain domestic assistance we could not perform for our clients, for example, shopping. 

12. The restrictions also left a lot of clients feeling isolated and lonely. Some of them would 

say "my family haven't come to visit me" or "I'm bored". I would try and engage with them 

to reduce the impact of isolation. 

13. Of course, I would try to cheer them up, by, for example, talking to them about their 

families. I would ask things like "tell me about your family~ "where did you grow up?" or 

"how many children do you have?". 

14. Other clients had a real fear of developing the disease, and would often say things like 

"I'm wo"ied about my health issue" or "I'm scared of this horrible disease, I don't want to 

get it". 

15. To address their concerns, I re-enforced the fact that measures had been taken to 

prevent or avoid the spread of the disease and encouraged them to remain positive and 

proactive. For example, I often said "You're vaccinated and if you practice good hygiene 

you're unlikely to catch it" or "we all get sick sometimes, it doesn't mean everyone dies" 

Staffing levels 

16. Since the COVID-19 outbreak, we have experienced staff shortages due to staff 

contracting COVID-19, staff caring for their family members, and staff having been in 

close contact with someone with COVID-19. 

17. To maintain client services CCW's who are fit to work are assigned more shifts. 

Normally, I see approximately 5 clients in my area around Jannali, on any given day. As 

a result of COVID-19, I have been assigned up to 7 clients, some of them in areas that 

are new to me. 

18. I haven't receive any additional support to cope with the additional workload or having to 

work in a COVID-19 environment. 
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19. Having to look after clients throughout COVID-19 has been stressful. There has been an 

intense focus on PPE, uncertainty surrounding the quantity and quality of PPE, and 

uncertainty about the risk of transmission posed from having to work with the community. 

20. I have observed from talking to my colleagues that the high levels of stress and increased 

work has decreased morale and has resulted in absenteeism and decreased work 

satisfaction. 

Dealing with the families 

21. To protect clients, and before the roll-out of the national COVID-19 vaccination program, 

HammondCare advised family members to limit their interactions with clients and not to 

take their family members into the community. It is well known that the risk of serious 

illness from COVID-19 is high for those with increased age or other serious health 

conditions. No-one's risk of carrying COVID-19 is zero, but if you are at home and you 

have less visitors and you don't step foot into busy places like a grocery store, then the 

chance of you contracting the virus is y lower. 

22. Despite this caution, many family members and friends of clients would opt for in-persons 

visits, which as far as COVID-19 transmission is concerned, is very unsafe. 

23. On a few occasions, when I was at a client's home, a family member dropped in, without 

protective gear. I would socially distance myself by staying in a separate room, to 

minimise my risk of contracting the virus. I was also aware that the longer that family 

member stayed at the residence, the greater chance there was that they would pass 

along the virus. 

24. One family member asked me about my vaccination status. Whilst the family member 

thought it was reasonable in all the circumstances to ask the question, I felt 

uncomfortable answering it. I felt like he didn't trust me to look after his loved one. 

Technology 

25. All CCWs have a smartphone and web-based applications to communicate with each 

other and managers. I didn't know how to use the web-based application when I started 

and had to get training on how to use it. It is quite complicated. 

26. For example, I use my work phone to enter notes into the Risk Management Software. I 

also use my phone to input client data which then enables multiple care support workers 

to access my notes. Similarly, I can access notes completed by another staff member. In 

this way we can centralise client records. This gives CCWs a better snapshot of what is 

happening with the resident, their personal preferences and the services they have 

received. 
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27. Whilst a phone's smaller size makes it easier to carry around, an iPad has a bigger 

screen, which would make it easier to insert client notes. I would prefer an iPad over a 

phone. 

Engagement with client family members 

28. Whilst I don't make decisions for clients, I can often be involved in decision making, when 

it comes to client care. Specifically, my role when it comes to client care is more 

participatory, supporting or guiding. Decision making usually involves the client and their 

family member, however I will often be asked questions regarding the dient's care which 

can inform any subsequent decision making. For example, the types of questions I will 

get asked include things like: 

"Has she had COVID-19?" 

"Has she been feeling sick?" 

"Has she been taking her tablets at the times she is meant to?" 

29. Family members do not have my direct contact number, so they will contact my 

supervisor, who will either put the family members directly in contact with me or send me 

a message. 

Changes over time 

30. I think that the role of caregivers has changed over time. Specifically, the role is more 

complex and the scope of a caregivers responsibilities has increased. We are being 

depended on by families and clients to provide emotional support and assistance 

regarding care. 

ANTOINETTE SCHMIDT 

Date: A£:J /04 l 7-o1-1-
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF PAMELA MARIE LITTLE 

I, Pamela Marie Little, Administration Officer, of 
, state as follows: 

Background 

1. 

Employment with Uniting 

2. On 17 November 2011, I commenced employment with Uniting Wirreanda 
West Pennant Hills (Uniting) as an Administration Officer. 

3. The terms and conditions of my employment are set out, in part, in the 
Uniting Aged Care Enterprise Agreement (NSW) 2017 (Enterprise 
Agreement). 

4. I am currently classified as a Clerical and Administrative Employee, Grade 5 
under schedule B of the Enterprise Agreement. Annexed hereto and marked 
as PL-1 is a copy of an excerpt from the Enterprise Agreement. 

&.- I am employed on a part-time basis working 19.5 hours per week, 
Wednesday to Friday from 8.30am to 3.30pm. I am not allowed to work past 
3:30pm without authorisation from my manager. 

6. My current weekly pay amounts to $601.38. This amount is made up of 19.5 
ordinary hours at $30.84 per hour and a weekly laundry allowance which 
amounts to $3.88. 

About Uniting 

7. Uniting is a 40-bed aged care facility with allied health services including: 

(a) 

(b) 

(c) 

(d) 

(e) 

dieticians; 

physiotherapists; 

audiologists; 

optometrist; and 

podiatrists. 

ALG/5506404/SDH/62080316.1/Default 
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8. The business structure consists of: 

(a) a Service Manager; 

(b) three Registered Nurses (RN), who job share over 7 days; 

(c) a Senior Administrations Officer, who works 3 days per week; 

(d) a Junior Administrations Officer, who works 2 days per week 
with the Senior Administrations Officer. 

( e) a Care Worker, who does higher duties 2 days per week as a 
Junior Administration Officer:-

(f) a Leisure and Lifestyle Co-ordinator who works 2 days per 
week 

(g) One part time bus driver and one casual bus driver who work a 
total of 15 hours per week between them. 

9. The building itself is over 40 years old. It has a lift service and access ramps 
as bridges to each of the 2 levels. 

10. Unlike a nursing home, Uniting does not have 24 hour registered nursing 
staff. The Registered Nurses are available between 9:00 am to 4:00 pm, 7 
days a week. The Service Manager is an RN and is on call after hours. 

11. Due to the ramps and limited RN nursing staff coverage, Uniting is 
sometimes unable to meet the ongoing care needs of a prospective resident 
e.g. a resident who has type 1 diabetes. 

12. Suitability is assessed following a review of a prospective resident's support 
plan as determined by an Aged Care Assessment Team (ACAT). ACAT will 
assess a person's support needs and eligibility for Commonwealth 
subsidised aged care services. 

13. Generally, a resident's mobility and nursing care needs as provided for in 
their support plan will dictate their suitability to be placed in Uniting's care. 
This is due to the building's physical limitations. For example, if a 
prospective resident is unable to navigate a ramp, a nursing home may be 
more suitable. 

Employment History and Career Progression 

14. I had not worked in aged care before commencing my employment with 
Uniting. 

15. Prior to this, I worked in financial planning and insurance. Despite this, I 
have found working in aged care more stressful than handling people's 
finances. This is because older people in aged care, in my opinion, often 
require immediate care and attention. They exhibit a lot of behaviours similar 
to that of a child, they are impatient and often have limited and declining 
cognitive skills, resulting in communication difficulties and 
misunderstandings. Failing to comply with a resident's request can also 

ALG/5506404/SDH/62080316.1 /Default 
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result in complaints being lodged by either the resident or the resident's 
family. 

16. The Government has recently introduced the Serious Incident Response 
Scheme (SIRS) which is a new Government initiative to help reduce the risk 
of abuse or neglect for people living or staying in residential aged care. I 
understand that this initiative will take effect from 1 April 2021. 

17. Effectively, a resident in an aged care facility can raise any concerns they 
have through SIRS regarding the quality of care or services provided to 
them through Australian Government funded aged care. 

18. SIRS will expand the responsibility of Uniting as an aged care provider. 
Specifically, Uniting will need to provide documentation confirming that it has 
identified, recorded, managed, investigated and resolved even the most 
minor complaints lodged by residents or a resident's family member. 

Training history 

19. I have a Certificate Ill in Business Administration which I obtained from 
TAFE in 2006 (Certificate). 

20. This qualification is not a mandatory qualification to be successful in my 
position. I completed the Certificate prior to commencing work with Uniting. 

21. As an Administration Officer, I am required to undertake mandatory online 
training modules. These include (without limitation): 

(a) infection control; 

(b) food handling, hand hygiene; 

(c) toolbox talks in monthly team meetings; 

(d) recognising elder abuse; and 

(e) dementia and palliative care modules. 

22. Although I am permitted to complete the modules at work, this prevents me 
from performing my other work duties. As a result, I often complete the 
modules at home. I am not paid for this time, nor am I given time in lieu. 

23. On average, I spend approximately 10 to 12 hours every year completing 
these modules at home. 

24. As an Administration Officer, I am also required to use multiple software 
applications. Due to the IT boom, I am now required to use and maintain 
multiple complex software applications on a daily basis. 

25. The various software applications that I use on a daily basis include: 

(a) The Customer Relationship Management (CRM) software. 

This is Uniting's software system which holds the details of 
existing and prospective clients. As the name suggests it is a 
system that helps manage relationships as between Uniting 
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and various parties, for example, existing clients, prospective 
clients, family members and Uniting staff. 

The CRM is a good way to track the progress of prospective 
clients. For example, a prospective client may contact Uniting's 
1800 number showing interest in one of Uniting's aged care 
facilities. Their basic details are collected and entered into 
Uniting's CRM. 

The prospective client's details are then funnelled to me to 
contact them, evaluate the level of care required and determine 
whether Uniting can meet their ongoing care needs. 

(b) QUASAR 

QUASAR is an incident reporting software. It captures details 
about an incident, including safety, security, near misses, or 
inJunes. For example, if a resident has a fall it must be 
reported via QUASAR. 

The idea of reporting these incidents in QUASAR is to quickly 
identify risks, and hazards and avoid future incidents. 

Once this information is entered into QUASAR there can be a 
follow up process, including corrective action or an incident 
investigation. 

The QUASAR system can also be used to report or capture 
positive customer feedback. 

( c) RosterOn 

RosterOn is a rostering software specific to the healthcare 
sector. Administration staff use RosterOn to fill required shifts 
with appropriate qualified staff to meet the required care needs 
of residents. This includes Care Workers, RN's, Homemakers, 
Leisure and Lifestyle Co-ordinator's and bus drivers. 

Administration staff are not required to roster upper 
management staff. Upper management staff are all salaried 
employees, who work consistent hours and are paid the same 
amount each week and their records are kept on a separate 
system. 

Rostering in aged care is crucial, however can be a significant 
issue when more staff seek flexibility or when there are staffing 
shortages (which is a current issue at Uniting). 

(d) BEIMS 

BEIMS is our property management software. It allows 
administration staff to submit maintenance requests. For 
example, if a vacant room requires patching and painting, this 
request is entered into the BEIMS system to be actioned. 
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(e) WorkSmart 

WorkSmart is our procurement, purchasing and payment 
software. 

Uniting has a procurement team who negotiate favourable 
contracts with approved suppliers, from whom to purchase 
goods and services from. 

Administration staff can create purchase requisitions for 
various products via WorkSmart. They do this by following the 
below steps: 

1. Identify or receive a request for a certain product, for 
example wheelchairs. 

I will usually get requests from staff about shortages of 
equipment or stock. 

2. Review WorkSmart. 

Regular monthly orders 

There are currently 2 catalogues from approved suppliers 
loaded onto WorkSmart for regular monthly orders i.e. 
stationary and care need items. 

Irregular orders 

There are approximately 50 approved suppliers listed for 
irregular purchase orders. 

Administration staff will usually obtain 2 - 3 quotes from 
various approved suppliers for irregular orders e.g. 
wheelchairs, commodes. 

I do not have a budget when making purchase orders, 
however I am generally very frugal and will try to save 
money where I can. 

3. I will generate a purchase order for approval. 

Once a purchase requisition is ~ds to be 
approved by the Service Manager,___. 

A purchase order is created after the purchase requisition 
order has been approved. The purchase order is 
automatically sent to the supplier. 

To promote transparency, Uniting and the relevant supplier 
are able to update information and get alerts on orders and 
payment details. 

4. I will check the integrity of products once they are received. 
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If there are concerns with a product, I will call the key 
contact from the supplier to discuss the concerns. 

Regular bills, like printer costs and security tax invoices are 
automatically directed into my queue. I will verify the 
invoices by receipting them before progressing them for 
payment by our finance team. 

(f) Pro master 

Promaster is a software tool to manage petty cash. 

For example, we have a resident who likes to polish silver and 
brass. I will usually buy him brass and silver polish and then 
get reimbursed from the petty cash funds. 

Similarly, we have paid entertainers, like singers which we pay 
with from petty cash funds. 

Any small discretionary payments are managed through the 
Promaster software application. 

Preceda 

Preceda is an online payroll software. It allows staff easy real
time access to check pay and view their payslips online. 

(h) Clinical Management 

This is a software application that allows staff, RNs and doctors 
to upload all treatment and progress notes online. 

In a resident's online file, staff, RN's and doctors can keep a 
history of all previous case notes together with the date and 
time they were entered. 

I am required to enter a progress note when I interact with a 
resident, for example "Has a coffee and a chat with Jane". 

(i) PageUp 

This software system is used to recruit and manage the 
acquisition of new staff. 

U) ChemAlert 

ChemAlert is a chemical safety management system to ensure 
Uniting is complying with all relevant Safety Data Sheets 
(SDS). 

New SDS's are constantly updated and reviewed by a member 
of staff to Administration staff to-ensure compliance. 

26. When new software applications are introduced, Uniting will implement 
training programs which occur during work time, therefore I get paid for the 
time I spend learning how to use the applications. 

ALG/5506404/SDH/62080316.1 /Default 

Page 6 of 18 
10370



27. Undertaking training on various software applications has not assisted me in 
securing a pay increase. 

Duties, Tasks and Skills 

28. As an Administration Officer, I am responsible for the following: 

(a) 

(b) 

administration and receptionist duties, which include; 

(i) answering phones; 

(ii) taking messages; 

(iii) putting calls through to other staff; 

(iv) reading, responding to and forwarding emails; 

(v) sending and receiving faxes; 

(vi) filing; 

(vii) greeting customers; 

(viii) recording minutes of meetings; 

(ix) maintaining document control of essential reports; 

For example, I am required to keep a record of 
vaccinations for all staff, residents and volunteers. 

(x) managing visitor bookings; 

(xi) following up on queries; and 

(xii) assisting staff and residents with any administration 
requests (e.g. enrolling in Uniting courses and postage 
requests). 

rostering 

Up until recently, I was responsible for rostering care staff, 
nursing staff and the bus drivers. 

(c) ordering all stock for Uniting, including (without limitation): 

(i) 

(ii) 

(iii) 

(iv) 

(v) 

stock for all care needs; 

kitchen stock; 

stationary; 

maintenance stock; and 

safety equipment. 
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(d) arranging and scheduling all admissions and discharges for 
residents. 

Admissions 

The admissions process at Uniting can be lengthy. 

Firstly, I have to assess whether Uniting is suitable for a 
prospective client. I do this by contacting the prospective client 
or their family, speaking to them and obtaining a copy of their 
support plan. I will speak to them about their care 
requirements, specifically whether they are interested in short 
term (respite care) or permanent care. Sometimes respite care 
can offer residents a chance to 'try before they buy'. 

Prospective clients can express their interest in Uniting via our 
1800 number or by walking into one of our facilities. 

I will obtain a copy of the prospective resident's support plan 
via the My Aged Care assessor portal. 

If, following a review of the prospective resident's support plan 
by my service manager, it is determined that we are unable to 
support their current and future care need~ 
family of this outcome and refer them to
Uniting's Admissions Officer, to contact the prospective contact 
and provide them details of an alternative aged care facility that 
can meet their required care needs. 

If, following a review of the prospective resident's support plan, 
I believe Uniting can cater for their care needs, I will arrange for 
them to attend the facility for a site visit. 

The site visit takes approximately 30 minutes, at the end of 
which I provide them a pack with important information about 
onboarding. 

During the site visit, I offer them a tour of the facility, which is a 
pre-planned route to allow the customer to get an idea of the of 
the environment. 

Every interaction is different, and different contacts have 
different questions, needs and requirements. I answer any 
questions that they have. 

At the end of the site visit, a prospective client can onboard, or 
can request more time to consider their options. 

I have a consistent follow up process for any prospective 
customers who requests further time to consider their options. 

If a prospective client decides to onboard after the site visit, I 
will immediately collect signed paperwork and take a deposit 
equivalent to 2 weeks stay. 

ALG/5506404/SDH/62080316.1/Default 

Page 8 of 18 
10372



I will then notify them of their admission date and what to bring 
for example, what clothing items to bring or items to make their 
room feel like a personal space, like photos or paintings. 

I will then need to review the vacant room to assess the need 
for any repairs or improvements. 

If there are any repairs required these will be logged and 
monitored via BEIMS. 

I will also notify my manager and an RN of the resident's 
admission date and ensure that a doctor is available to conduct 
a comprehensive assessment of the resident on admission. 

I will ensure that all essential paperwork is complete and 
uploaded to a central area for the Client Administration and 
Admissions Team to create the necessary contract. They will 
liaise directly with the resident's nominated representative in 
regards to finance. 

Discharges 

When a resident no longer requires Uniting's services, they are 
discharged. 

Unfortunately, most residents who are discharged from 
permanent aged care, are because of death. 

My manager has to do a death screen via the clinical manager 
software application. 

When a resident is discharged, I am required to: 

• remove their details from the CRM and the Clinical 
Management system; 

• collect their physical file and archive it; 

• liaise with the deceased resident's family to collect any 
items belonging to the resident; and 

• email the Client Administration and Admission Team to 
advise them of the resident's discharge. 

(e) Liaising with family members 

Most residents in aged care benefit from the participation of 
their family members. We therefore have to develop 
constructive ways to work with various family members. 

Family members need varying degrees of information and 
support once their loved one has transitioned to aged care. 

I am required to liaise with family members in respect of any 
non-clinical questions for example, whether the resident can 
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have a picture hung on the wall. All clinical inquiries or 
questions from family members are redirected to the RN. 

(f) Maintaining Uniting's CRM system; 

(g) Arranging and recording onsite and offsite visits for family 
members, residents, allied services workers and any other 
visitors attending Uniting; 

On-site visit: If a family member, or a prospective client's family 
member wants to visit Uniting, we will encourage them to notify 
us in advance, so that we can manage the number of visitors at 
Uniting at any one time. 

Off-site visit: If a resident wants to leave the facility for a social 
outing or excursion, we ask that they notify us, so that we can 
keep a record of their whereabouts in case of an emergency. 

(h) Dealing with minor maintenance issues, including the 
maintenance of Uniting's vehicles, 

Property maintenance 

Maintenance of the facility is an important part of keeping the 
residents safe and happy. 

There are various jobs that need to be done around the facility 
like small plaster repairs in walls or ceilings, replacing blown 
lights, repairs to walkers, repairing broken vertical blinds or 
changing equipment batteries. 

When the need for maintenance is identified, I will raise and 
monitor a request via BEIMS. 

Vehicle maintenance 

Uniting owns two buses which are used to transport residents 
to and from community visits. 

The buses require routine maintenance checks or repairs. 

Any service or maintenance checks or repairs required on the 
buses are paid by Smart Fleet. 

Smart Fleet is an outsourced service provider, which covers all 
Uniting facilities nationally. 

Regular services and maintenance issues including the annual 
heavy vehicle inspections required for registration, are 
managed by administration staff. 

(i) Attending to IT issues 

When a staff member has an IT issue and they are working 
outside of normal business hours, one of the administration 
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staff members will contact Uniting's IT Help Desk to resolve it if 
the staff member cannot fix it themselves. 

iPad type tablets are also becoming an important part of the 
daily work of nurses and carers. They are used to manage and 
administer medication to the residents. 

If there is an issue with a Medication tablet, administration staff 
will usually be responsible for trying to resolve it. 

U) Assisting with recruitment, including by: 

(i) drafting and uploading recruitment advertisements; 

(ii) liaising with applicants to arrange interview times with the 
relevant persons; 

(iii) providing Human Resources with all the relevant 
documentation for each applicant; and 

(iv) assisting with onboarding new employees by conducting 
onsite training. This involves: 

• providing an orientation of the facility; 

• providing them an introduction to the software 
systems we use; 

• introducing them to members of the team; 

• providing them details of their user name and 
password; 

• showing them the emergency evacuation 
assembly area; 

• providing them important contact phone numbers; 

• advising them of their uniform options and how to 
order them; 

• taking a photo for their identification card; 

• handing them to the RN for important clinical 
information; and 

• issuing them a locker. 

(k) Feeding and caring for Uniting's pet birds; 

Uniting has 2 pet birds on site. I believe it makes a difference to 
the resident's overall wellbeing as residents will often visit the 
birds which leads to increased social interaction. 
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My Day 

The administration staff at Uniting are responsible for 
purchasing the pet food, feeding and caring for the birds, which 
includes changing their cage liner, cleaning their feed and 
water bowls several times a week. 

(I) Banking 

Uniting permits a small amount of petty cash to be kept onsite 
to cover small expenses. If a staff member is required to pay 
for an expenditure related to resident care, a member of the 
administration staff will reimburse them with the cash kept on 
premises. 

Administration staff are also required to drive to the bank to 
withdraw the monthly cash component of the petty cash, which 
is usually $500. 

Administration staff don't get reimbursed for any work-related 
travel expense associated with travelling to the bank, for 
example fuel expenses. 

(m) Managing fire alarm tests and pest control 

Fire alarms 

Uniting is required by law to ensure required fire protection 
systems and equipment are properly maintained and able to 
fulfil their purpose. 

I will coordinate with the smoke alarm testing and replacement 
company to ensure the fire alarms tests do not disturb 
important activities like chapel service. 

(n) Managing Pest control 

We will often engage in pest control maintenance services to 
manage and mitigate the risk of pest infestation in the facility. 

Administration staff are required to check for evidence of any 
rodents, or to get feedback from residents and staff about pest 
sightings and record this information. 

29. The first thing I do when I arrive at work in the mornings is to open up all the 
offices and feed the birds and clean out their bird cage. Usually when I am 
walking around doing these tasks, I will stop and talk with the residents to 
see how they are going and talk about the weather. The residents love 
engaging with the birds and seem to enjoy chatting with me whilst I am 
performing this task. 

30. Once I have finished setting up, I have to check my emails and respond to 
all of the queries and inquiries from family members, contractors and care 
staff. This usually takes a fair bit of time because there are always issues 
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31. 

32. 

33. 

34. 

35. 

36. 

37. 

38. 

39. 

40. 

that need to be actioned. For example, recently we have been having issues 
with residents' in room phones. 

When a resident moves in, they are advised that they have to arrange a 
landline connection for their own private phone. Unfortunately, one resident 
has been having significant service issues with her telecommunications 
provider, which was Dodo but is now Telstra. 

When she is unable to contact her friends or family, this resident becomes 
very frustrated and anxious. 

Whenever there is an issue with a telecommunications provider, I have to 
proactively communicate with both the residents and the families to keep 
them calm and explain how I have attempted to rectify the problem [for 
example resetting the NBN modem. If the problem persists I advise the 
family to contact their service provider directly. 

Administration staff are also responsible for checking the NSW Health 
COVID 19 screens for people coming and going from the facility. We 
currently have a QR Code, but a lot of people don't know how to use this on 
their mobiles, so I direct them to fill out the manual screening paperwork. 

Administration staff have to co-ordinate and record all of the visitors arriving 
to see residents. For example, a resident may have a family member 
arriving to take their loved one to a specialist appointment. I need to liaise 
with care staff and make sure that the resident is ready and brought down to 
meet the family member on time. 

One of the more stressful parts of my job is creating the rosters. This task 
was not part of the role. This was done by my then 
Service Manage hen she resigned, it was expected 
of me to take on a er wor respons1 ilities until a replacement could be 
found. I was not consulted about the change in my duties or workload. It 
took 18 months to find a permanent replacement Service Manager. 

I was not paid for the additional work that I was required to complete for 
those 18 months, even when I approached HR. 

We now have a carer, who does higher duties as an Administration Officer 
and has undertaken the task of completing the roster on a 

continuing basis. However, should a shift need to be backfilled on a day that 
I work, I will complete this task. 

Currently, we do not have 24 hour Registered Nurses (RN). They work 7 
days a week, from 9:00 am to 4:00 pm. Morning and afternoon shifts require 
a minimum of 2 Care Workers who are medication competent to administer 
medication to residents. This means the Care Worker is required to have a 
Certificate IV in Aged Care (or have completed the required Uniting 
Medication Skills training) and not just a Certificate Ill in Aged Care which is 
all that is required to become a Care Worker. 

It can be difficult to find Care Worker with a Certificate IV in Aged Care. 
However, we need these carers as the Certificate IV in Aged Care allows 
them to dispense medication without the cost of additional training. This is 
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more responsibility, however, they are not paid more for completing this very 
important task. 

41. This means that it can be difficult to find replacements when a Care Worker 
calls in sick or someone with a Certificate IV in Aged Care is on annual 
leave. 

42. There is never enough staff to backfill vacant shifts, resulting in staff being 
coerced into doing overtime. As a last resort, we will engage agency staff, 
however they are very expensive, and often provide limited assistance as 
they are unfamiliar with the facility or residents' care needs. 

43. The Service Manage technically supervises the administrative 
staff and the RNs, who then manage the care staff. However, when he is on 
leave I will undertake some of his duties. For example, I am required to 
respond to any non-clinical enquiries, liaise with service providers and 
manage communications with various members of staff. 

44. I will also have to ensure that any medical professional visiting the premises, 
for example, the podiatrist is provided with all the documentation they 
require. 

45. I am also responsible for financial matters such as (without limitation): 

(a) raising purchase orders; 

(b) receipting bills and making payment of bills; and 

(c) purchasing items for the facility. 

46. Safety is also important as we are all responsible for the safety of the 
residents and staff. It is my job to make sure that all chemicals are kept in 
safe areas and cannot be accessed by residents. 

47. I have a lot of responsibility when it comes to little things that happen around 
the facility. For example, in or about May 2020, a family member asked me 
to arrange for a resident to live stream her brother's funeral in Adelaide. My 
manager was not onsite that day. The information provided by the family 
was very limited and I did my best to get the resident access to the event 
online, however for unknown technical reasons I was unable to. This was 
very stressful as the resident was missing her brother's funeral. I received a 
phone call during this time from the family abusing and shouting at me for 
not getting the resident the relevant access. 

48. As I was very stressed, I asked one of the Care Workers to come and assist 
me in trying to get the funeral up and running for the resident. The timing of 
the funeral was really difficult because it was scheduled for 11.30am and 
lunch started at 12pm. The Care Workers are all busy at that time getting 
residents to the dining room and preparing for the 12 o'clock medication 
round. There were also a number of visitors that were attending the facility at 
that time which needed to be COVID vetted and I was receiving a number of 
phone calls on the mobile phone from various tradespersons wanting 
information about some jobs they were doing onsite. While all of this was 
happening, I had the family screaming at me over the phone, so I had to run 
around the building checking if the WIFI was working and even had to try 
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and set up a Facebook account for the resident to try and get them online to 
view the funeral. This was definitely a stressful experience for myself and 
the resident. 

49. A large part of my role is to effectively engage with residents to ensure they 
feel valued and respected. It is difficult to be constantly upbeat and 'on', 
especially during times of stress. 

50. Since Uniting has moved to a 'household model of care' all staff are required 
to embrace a person-centred approach to resident care. We are required to 
seek out opportunities, whether planned or spontaneous, to enhance 
resident wellbeing and create meaningful opportunities to engage with 
residents. 

51. For example, I started offering a 30-minute complimentary service for 
residents every week to get their jewellery cleaned. When the residents 
engage in this activity they share the backstory behind their most beloved 
piece of jewellery. 

52. If a staff member spends time to create a connection with resident this is 
entered as a progress note in Uniting's clinical management system. For 
example, I would write "residents came to me and shared the backstory of 
their jewellery'. 

53. I also do a lot for residents that is not in my job description as we treat the 
residents as if they are our aunties, uncles and/or grandparents and try to 
make every day special for them. For example, on my day off, I have gone 
shopping on behalf of a resident for an item they required, for example,a 
glass neck lanyard. Care Workers have also been known to purchase Easter 
eggs for residents to give to their grandchildren on their days off. 

54. There also used to be a resident who was 104 years old and I had known 
her for 7 years. This resident broke her necklace so I offered to take it to the 
jewellers for her outside of my working hours to get it fixed. 

Supervision 

55. As stated above, I am supervised by the Service Manager. 

56. At Uniting you have to be an RN to be the Service Manager so he would be 
covered under the Nurses Award 2010. 

57. I have a good relationship with him, he gives me a lot of autonomy as I have 
a lot of experience and know what I need to do and how to do it. I have had 
to run the facility on a number of occasions, for example when the Service 
Manager was on leave fef 9 weeks or whilst we were waiting to recruit a new 
Service Manager. I was not paid for the additional work I performed, even 
though this was different from my normal duties. 

Changes over time 

58. My responsibility has definitely increased over time. I have taken on more 
duties, including (without limitation): 

(a) Duties associated with recreational activities 
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Previously, Uniting had a dedicated Recreational Officer 
who would initiate, organise and coordinate activities in the 
facility. 

The Recreational Officer was promoted to the Leisure and 
Lifestyle Coordinator and Uniting introduced the 'household 
model of care'. 

The Lifestyle Coordinator's role is to manage and facilitate 
leisure activities in the home, not to actually do them. 

Under the new household model of care all staff are 
empowered to perform activities to engage with residents. 

For example, Uniting publishes its own monthly newsletter. 
This publication keeps all the residents and their families 
informed about what is happening in the facility. It is often 
my job to review and edit the newsletter and activities 
calendar. 

(b) rostering; 

(c) managing fire alarm tests and pest control; and 

( d) mentoring 

(e) As a Senior Administration Officer, it is my role to supervise 
and mentor junior administrative officers. 

For example, we have an administrative officer, -
who works at our facility two days a week and 

another Uniting facility two other days a week. I will assign 
-tasks and activities to do. 

I will also direct and update the Care Worke~ with any 
day to day administrative issues, whilst she is performing her 
caring duties to enable her to continue her duties as 
Administration Officer (which she performs 2 days a week). 

59. My duties have also changed due to regulatory changes in aged care. These 
changes have resulted in more compliance audits and reporting. 

60. For example, it is my duty to ensure: 

(a) the completion of testing and tagging of all electrical 
equipment; 

(b) that audits of the kitchen are completed every month; 

(c) that SDS's are up to date; 

(d) that we have accurate records of all visitors to the facility; 

(e) that the Clinical Management system is up to date; and 
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For example, I may need to update the resident's new 
Medicare details. 

(f) that there is an accurate emergency contact list for each 
resident. 

61. There have also been a lot of changes due to technology advancements. 
We have to understand and be able to use more advanced technology such 
as Netflix, WIFI, Spotify, Kayo, WhatsApp and mobile devices. If a resident 
has a mobile phone, it is very common for residents to delete all of their 
contacts from their mobile phones, so I need to be able to assist them with 
all of that type of stuff on various types of phones. I have had to learn a lot 
of this stuff on my own as l have received minimal training. 

COVID-19 

62. COVID has impacted my job in the following ways: 

(a) I have to do a lot more cleaning on top of my usual duties. For 
example, when a group comes in to see their loved ones, I 
have to make sure that I wipe down and disinfect everywhere 
they went and sat; 

(b) I have to make sure there aren't more people in one room than 
allowed, which requires me to move people into different 
rooms, again resulting in more cleaning; 

(c) I have to ensure that visitors wear PPE and have their 
temperature taken all while still taking phone calls and 
responding to enquiries. 

( d) I have to make sure that visitors who arrive at Uniting scan the 
QR code from their mobile to check in or sign them in 
manually. 

( e) I update and collate the NSW Health screens as they come out 
and ensure visitors comply with the exclusions. 

(f) I have to ensure that social distancing and hand hygiene is 
practiced by visitors at all time. 

63. This year, the Care Workers were issued with a bonus of $750.00 from the 
Federal government, yet the administration staff did not get a bonus, despite 
being the ones who keep the carers and therefore the residents safe, by 
stopping people from potentially bringing COVID into the facility. 

64. We also had a lot of community engagement before COVID, however, that 
has largely stopped because the community cannot come into the facility like 
they used to nor can the residents leave as freely. This led to residents 
being distressed and needing more emotional support and one on one time 
from all staff. 
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65. Uniting has tried to address issues of social isolation and loneliness by 
seeking to promote our social connection with residents. For example, staff 
will play word games on a whiteboard with residents and we use mobile 
devices to connect residents with their families via WhatsApp. 

Why I love my job 

66. I love my job because I get an opportunity to interact with the residents on a 
daily basis and really develop a strong relationship with them. I feel like they 
are my family and I like to be of service to people. 

67. I definitely do not work in aged care for the money, I do it because helping 
people improve their overall quality of life by providing them with care gives 
me internal satisfaction. 

Financial circumstances 

68. I do not believe that my salary is commensurate with my job requirements. 

69. I am lucky that I have a partner that earns more than me and that I don't 
have to worry about money. 

70. I know many of my colleagues find it hard to make ends meet, I was really 
shocked to learn that my daughter, who works as a customer consultant at 
Liquor land, was earning more than the carers at Uniting. It is a fact, that the 
bus drivers earn more per hour than a Care worker. 

Pamela Little 

Date: lc/3:./ J...oJ__ I 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF ROSEANN SODERMANS 

I, Roseann Sodermans, Cleaner, of 

following statement which is true and correct to the best of my knowledge and ability. 

1. I am employed as a cleaner at Hakea Grove Residential Aged Care Facility (Hakea 
Grove). 

2. I am classified as a Care Service Employee Grade 1, which is paid $21.98 per hour. 

Hakea Grove 

3. Hakea Grove is a 150-bed residential aged care facility at Hamlyn Terrace, which has 
several different wings: 

a. Topaz wing; 

b. Emerald wing; 

C. Amethyst wing; 

d. Sapphire wing; and 

e. Ruby wing. 

4. Topaz wing is classified as the specialist dementia wing for residents with higher 
dementia care needs, however all of the wings have residents who are experiencing 
some degree of dementia. 

5. I work in Ruby wing. There are 28 rooms in Ruby. We have a mix of single and share 
rooms, with both men and women as residents. 

Background and training 

6. I started working at Hakea Grove in August 2019 and this was my first job in aged care. 

7. Prior to this, I was worked as a cleaner performing domestic and commercial cleaning 
in offices, factories and houses. 
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8. When I started at Hakea Grove I had to do specific training provided by the facility, 

which Included manual handling, chemicals training, fire safety, infection control, and 

health and safety. 

9. Ongoing training is an important part of the job. We have to keep up to date with 

compulsory annual training that is provided by Hakea Grove. 

10. There are about 8 different training modules which we need to complete each year to 

ensure that we are compliant. 

Ordinary workday 

Communal areas 

11. I work the morning shift, so I start at 6:30am. 

12. The first thing I do when I get in is pick up the vacuum cleaners and trolleys, then I 

start by cleaning the dining areas so that everything is clean and ready for the breakfast 

service for residents. 

13. Once I have finished cleaning the dining areas I then clean and vacuum the lounges 

in the communal areas, followed by vacuuming the communal hallways. 

14. I also clean the Nurse's Station and make sure that ii is tidy but also hygienic, sanitising 

surfaces if needed. 

15. As I move through the wing, I sanitise all of the support rails, the door handles and any 

surfaces that people regularly touch. This is an important part of our infection control 

procedure. 

16. I then clean, disinfect and mop the 'communal' toilets - that is, the toilets that are not 

in resident's rooms, but are publicly accessible in common areas. 

17. By that lime, the care staff are getting most of the residents up and ready for the day, 

so once I have completed cleaning in the communal areas, I start to move into 

resident's rooms to clean them. 
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Resident's rooms 

18. We clean each of the resident's room daily. Every day we: 

a. vacuum their rooms; 

b. dust their rooms; 

c. clean their windows; and 

d. clean and disinfect their toilet and bathrooms. 

19. We may also need to perform deep cleaning of carpets using steam cleaning if there 

has been a urine spill or something like that. 

20. We need to get on to spills of any bodily fluid straight away, so we are always 

monitoring the residents and we are regularly talking to the care staff. 

21. We aim to strip each resident's bed three limes per week, so that we can change the 

linen and also sanitise the bed. 

22. This is also something that we may need to do more often based on the condition of 

the residents and their care needs. I assess this based on my knowledge of the 

resident and necessary hygiene standards. 

23. For example, we have some residents who are bleeders, so we need to strip their beds 

on a daily basis. 

24. This is obviously an infection control issue, but itis also for the comfort and wellbeing 

of the resident. 

25. Dealing with dirty, soiled linen is a daily part of our job. 

26. When stripping a bed, we do the following: 

a. Firstly, we remove all of the dirty linen and bag ii. 

b. then we spray sanitiser on their beds and wipe all sides of the mattress to make 

sure the mattress is clean, 

c. then we have to take the mattress off the bed and sanitise all of the actual bed 

frame. This is to get rid of any dust or blood and to ensure that all of the surfaces 

are clean and sanitary. 
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d. Then we put the mattress back on the bed and we re-make the bed with fresh 

linen. 

27. We are also responsible for ensuring rooms stay properly sanitised throughout the day. 

28. For example, if a resident is sick or hurt, and there is vomit, or blood, or faeces in a 

room, the care staff will clean up the mess initially and remove it, but then we have to 

go back and clean it properly. 

29. It is our job to make sure that things are properly disinfected and left in a sanitary state 

for the resident. 

30. Another important part of our job is to monitor and replenish various consumables in 

each resident's room. We make sure that they have enough: 

a. Toilet paper; 

b. Hand towels; 

c. Paper towels; and 

d. Soap in their dispensers 

'Infectious rooms' 

31. We also have some rooms that are designated as 'infectious rooms', which have 

different cleaning requirements and require additional infection control measures. 

32. Rooms are labelled as 'infectious rooms' are when there is a resident who has a 

condition which could be spread. 

33. This could be something like a resident who has gastroenteritis or where we need to 

control an outbreak. 

34. When working in an 'infectious room' there are additional Personal Protective 

Equipment (PPE) requirements for us, to ensure that we do not spread anything and 

so that we protect the resident who is sick. This can include gloves, face mask, face 

shield and gowns. 

35. There are also different types of gowns that we need to use in different situations -

there are the normal plastic aprons but sometimes we also need to use the thicker, 

long sleeve gowns to ensure there is no skin contact at all. 
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36. We will usually be briefed in the morning by the Team Leader on any 'infectious rooms' 

and we need to understand the particular care needs of that resident, based on their 

particular infection. 

37. There is not just one approach for everyone, we have to do different things based on 

the needs of the different residents. For example, sometimes an infection will only 

require that we wear a mask, apron and gloves, while other times it will require us to 

wear the full gown, face mask, face shield and gloves. This depends on the infection. 

38. When cleaning in an infectious room we need to take extra care to ensure that 

everything is hygienic, so we use lots of sanitiser and the highest strength, hospital 

grade products such as bleach. 

39. It is important to do this safely for us, and in a way that ensures the resident's room is 

safe and clean for them. 

Deep clean 

40. After a resident has died, we undertake a deep clean of the room before the next 

resident moves in. 

41. In a deep clean we do a full clean of the room, plus every surface in the room and 

everything that could be touched, such as: 

a. Beds; 

b. Walls; 

C. Carpets; 

d. Windows; 

e. Skirting boards; 

f. Curtain rails; and 

g. Runners on the windows 

42. The whole room needs to be disinfected and sanitised, so that ii is clean and safe for 

the new resident. 

43. Deep cleans can be time consuming and can take around an hour. 

Interacting with residents 
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44. To do this job well, we need to understand that for residents, this place is their home. 

45. Therefore, we have to work with the residents and work around what makes them 

happy. This is a really important part of my role because everyone who works here is 

part of a family caring for the residents. 

46. If the residents are in their room, I will always talk to them as I enter. I say hello and I 

let them know what I am there to do. We need to respect the resident's preferences 

and their wishes, so if a resident looks unhappy or says that they don't want us to do 

part of our cleaning, I will just discuss this with them and explain what I want to do. 

47. For example, recently I went into a woman's room to strip her sheets and clean her 

bed. I entered the room and said hello, but she said that she didn't want me to do her 

bed and she asked If she could just stay in bed that day. I said words to the effect of 

'yeah, sure', and then I suggested that I could come back and check tomorrow to see 

if she would like her bed done. She was really happy with this, so then I left her in her 

bed and I cleaned everything around the rest of her room. I vacuumed under her bed, 

I vacuumed her room and I cleaned her bathroom. She was really happy, and I was 

able to do most of what I needed, while respecting her wishes. 

48. In situations like this, where we have a resident who has asked us not to clean 

something that was scheduled, we make a note of it on our daily work sheet. Our daily 

work sheet is a chart that helps us lo keep track of cleaning needs and makes sure 

that the requirements are being met. 

49. We also want to make sure the residents feel comfortable, so we need to be aware of 

and understand their specific and individual needs. For example, there are some 

residents who have strong reactions and may have unique behavioural issues, such 

as those who get very anxious or might lash out and yell and scream, or hit a table or 

something. 

50. In those cases, we just try our best to work around the residents, to work with the care 

staff and to work quickly lo try and make the residents feel as calm and comfortable 

as possible. 

51. Another part of our role is to help monitor the condition of residents. Because we are 

seeing and talking to the residents daily, if I notice something or I think that a resident 

is not coping, I will go and speak to the care staff. For example, I will let the care staff 
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know if a resident says that they are not feeling well or even if they just seem a bit sad 

or unhappy. 

52. In this way, we are part of their home, not just people pushing a mop. 

Challenges and opportunities 

53. When I first started working in aged care, I felt very uneasy. I had never worked in 

aged care before, so I did not know what to expect or what I was going into with the 

challenges of it at all. 

54. For example, learning to deal with the residents and things like their moods, their 

attitudes, what you can say to them, what you can't say to them - was overwhelming. 

I am lucky that another cleaner started at the same time and we clicked as really good 

mates, so we just helped each other to see what worked and what didn't work. 

55. We also get support from our management through things like 'toolbox talks' and 

training about how best to interact with residents, so we are always learning. We also 

have a really good bond with all our residents. I just love them, and they just love us, 

and they are always happy to see us. 

56. That's why it makes us sad to see them unhappy, or maybe not feeling well, or having 

a bad day, so I just go in there and try to burst that little bubble and make them happy. 

At least that's what I try and do. 

57. Sometimes I see them and they are just sitting there or lying in bed, and when I knock 

on the door and say 'Hi', they'll say 'Hello Rosie, how are you' and then I ask them how 

they are going and we'll have a quick chat before I do my cleaning and scoot to another 

room. I just make a little bit of extra time for them. I have watched my colleagues do 

the same. 

58. We really try to prioritise the residents. Even if we have to come back and finish 

something later, we just try to engage with them and give them a little bit of time, to 

make them happy. That's what my job is all about. People think that cleaners in aged 

care are just about 'mop up this' or 'clean up that', but there is a lot involved in it 

including providing social comfort to residents. 

59. Another one of the big challenges for me can be dealing with deaths in an aged care 

facility. There have been some cases when I have noticed that a resident has passed 

away, so I will immediately go to the care staff and ask them to check on the person. 
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60. When I have found them I have been really, really upset, so after the care staff had 

checked the resident, they then came to check on me, which was really good. The staff 

here really look after each other and when something happens, like a resident dying, 

people really do try to help each other out and make sure that everyone is okay. 

61. Another challenge, as a cleaner, that we have to be aware of is residents who are 

sensitive to certain chemicals. For example, the carpet cleaning products can smell 

very strong and we have some residents who have a bit of a cough or a respiratory 

issue, so we have got to be really careful about when and how we use our carpet 

cleaners. 

62. One of the ways I deal with this is where, ifwe need to clean with those chemicals, we 

talk to the care staff about helping remove the resident from the room to make sure 

they are not affected. However, if the resident is bed-ridden and can't easily be taken 

outside, we then need to dilute the chemicals in order to use them safely and 

comfortably for the resident. 

63. Another technique I use, if the resident is in the room, is to spray some of the chemical 

I need on the stained area, then to quickly cover it with a cloth dipped in sanitiser, to 

try and eliminate the smell for them. The smell of the sanitiser is more comfortable for 

them, whereas the carpet cleaner can be quite unpleasant for them. I can then let the 

chemicals absorb and then come back to finish cleaning the carpet later. 

64. These are just things that you have to be sensitive to and are all part of caring for the 

residents and having that at the forefront of your mind. 

65. There are also challenges in maintaining the daily structure to our work, because things 

can change quickly if residents have accidents and there is urine, faeces or blood that 

needs urgent cleaning. 

66. For example, a carer might come and tell me that they've got a mess in a particular 

room and I will need to go and clean it straight away. I try to get to it as quickly as 

possible, not just for infection control reasons, but also because it stains and it smells 

very bad for the residents. We always want to keep the residents as comfortable as 

possible and maintain their dignity. 

67. This does mean that you have to be pretty flexible in the job, know how to pritoritise 

your work and always stay focused on what tasks need completing. 
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Compliance demands 

68. We often have to work around residents, so we need to be aware of our cleaning needs 

and we need to make sure that those needs are being met, while also respecting the 

wishes of the resident. For example, there are times when the resident wants to stay 

in their room, but it needs to be cleaned. 

69. The resident might also have many of their own belongings in their room, such as their 

own furniture, plus their own little bits and pieces to make it a home for them - because 

this is their home. This can be quite demanding because I have to try and work around 

them, plus not make them upset or angry by touching their stuff, while making sure 

that the room is cleaned properly. 

70. I am usually able to do this though, because we have built up relationships with the 

residents. This situation is certainly harder when new residents come in because they 

are not sure of us, and we don't know them well yet, so we have got to be a little bit 

more patient and cautious with them until we build that relationship. 

71. I always talk to them, say hello to them and we ask them what are they comfortable 

with me doing. If I need to give them some space, I tell them that I will come back later 

so it gives them time to get used to the idea of me cleaning their room. If the resident 

is uncomfortable, I will just ask them if I can clean their bathroom because that is the 

main area that we really want to ensure is really clean every day. I explain in simple 

terms why this is important. 

72. I can catch up on other parts of their room later, but the bathroom is the one part of the 

room that we want to be spot on. I am even more sensitive to this if I know that the 

resident has had bowel issues or has been sick. The bathroom must be cleaned every 

day. 

COVID-19 

73. The effect of COVID on the residents was just so depressing. I noticed huge changes 

in the residents because of the lack of contact with their family members. 

7 4. The carers tried to do the best they could, such as providing Skype calls for them and 

phone calls for them, and that was good, but you could see after they spoke to their 

loved ones that they were sad. Many of the residents looked depressed and I know , 

from talking to them, that some of them felt devastated. 
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75. We also had some extra duties, to try and monitor the residents and ensure that they 

were practicing social distancing. We would try and explain to them that they shouldn't 

sit together but it was just so hard and many of them are used to sitting together so 

they didn't get ii. 

76. I remember telling one resident that he had to sit by himself and couldn't sit with his 

friend and he just stared back at me sadly because he wanted to sit with his mates. 

77. During COVID, even though we had a lot of responsibility with all of our cleaning, I 

always made extra time for the residents. I would stop and have a bit of a chat with 

them or a laugh. I think it helped them because we were the only ones they were 

seeing, plus the care staff, of course, but they didn't have families or relatives visiting. 

Why I love my job 

78. I love my job and I love the relationship that I have with our residents. I love that we 

can help them. 

79. My role is more than just cleaning rooms, I am caring for them in so many ways. For 

example, in the past, cleaners would not make beds for residents, but now we are 

taking on a more complete role in looking after the residents. 

80. There are some days that I feel sad, because I don't like seeing the residents unhappy 

and if I can't put that smile on their face, that makes me unhappy, but I love trying to 

help with within the scope of what I can do. 

81. I always try to help our residents. Even if it is little things like going and gelling some 

extra towels for them or making sure that they get their cup of tea in the morning - it 

makes me happy to make them happy. 

Wages 

82. The wages for cleaning in Aged Care are terrible. In my last cleaning job, I was getting 

around $26 per hour, but the pay rate in aged care is a lot lower than that. 

83. In addition, I am doing a lot more work in aged care cleaning. Cleaning an aged care 

facility is totally different to cleaning an office or a house. If you are cleaning a house, 
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you still have to clean bathrooms and everything, but in aged care, you have just got 
to up your game even more. 

84. You might be able to get away with missing a few things in a home, but in an aged 
care facility, you just can't. It has to be spotlessly clean, because many of the residents 
are sick or frail and you don't want them to get any worse because the facility isn't 
cleaned properly. 

85. Cleaners have an important job and we have also been on the frontllne during COVID. 
I would just like to be noticed and pad more. I get paid a lot lower than other people 
and I would really just like some respect and recognition. 

NAME 

DATE: 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF DONNA KELLY 

I, Donna Louise Kelly, of  in the state of iasmania say as follows: 

1. I am currently  years old and was born on . 

2. I am employed as an Extended Care Assistant by Baptcare at the Baptcare Karingal 
Community Care (Karingal) in Devenport Tasmania. 

3. This statement is made from my own knowledge and belief unless otherwise stated. 
Where statements are not made from my own knowledge, they are made to the best 
of my knowledge, information and belief and I have set out the sources of my 
knowledge, information and belief. 

Employment history and career progression 

4. I have worked in aged care for approximately twelve years. Before that I worked for 
approximately ten years as a Registered Trained Auxiliary Nurse (TAN) in Psychiatric/ 
Intellectual Deficiency. Residents at the time also included psychogeriatrics. 

5. In or around 1979 I first started in the role of a Ward Aid at Royal Derwent Hospital. I 
started my TAN training in 1981 and completed it in 1983, receiving my registration in 
February 1984. 

6. I left that job in or around 1984 to take up a similar position in Melbourne at Mont-Park 
Asylum. 

7. From 1984 to in or around February 1985, I worked at the Gore Street Day Care for 
Elderly People in Tasmania, again in a TAN role 

8. In or around February 1987, I moved back to Royal Derwent Hospital and stayed there 
until in or around 1988. 

9. In February 1989, I started a trained Auxiliary Nurse role at Spencer Hospital in 
Wynyard, for six months. 

10. Between 1989 and 2005, I was a full-time carer for my children. My nursing registration 
lapsed in or around 1997, due to my ongoing family commitments. 

11. In August 2003, I obtained my Certificate Ill in Community and Aged Care through 
Devenport TAFE on a part-time basis. 

12. In 2004, I obtained my Certificate Ill in Home and Community Care through TAFE on 
a part-time basis. 

Karingal 

1 
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13. I started at Karingal as an Extended Care Assistant in or around June 2009. Karingal 
has approximately 112 residents across 3 wings. The entire facility is a high-care 
facility. Although there isn't a dedicated dementia wing, each wing has dementia 
residents. 

14. My duties are, at a high level, to provide personal care for aged care residents, which 
includes providing hygiene support, healthcare and personal care. I am also a 
continence facilitator, which involves the assessment, inventory and allocation of 
continence aids. 

15. I am covered by the 2019 Baptcare Ltd Enterprise Bargaining Agreement. My current 
classification under our enterprise agreement is as an Aged Care Worker Level 4, and 
my rate of pay is $24.65 per hour. 

16. I work 58.5 hours per fortnight, over 8 days. I work 7.5 hours per day, with the exception 
of one shift which is 6.5 hours long. These shifts include an unpaid lunch break of 30 
minutes. 

17. I obtained my Administration of Medication competency in 2013 through my workplace 
in conjunction with Australian Employment and Training. The duration of the course 
was approximately 6 months. At first, I attended 1 day of classes per week and then I 
started competency training on the floor. My certificate was issued in January 2014. 

18. I did not receive a pay rise for getting my qualification. I receive an allowance of $1 per 
hour for each medication shift that I work. Each medication shift is 5 hours long. Each 
year I have to complete an in house competency to administer medications to residents. 
I have not been asked to do any other qualifications by Karingal. 

19. I also have a TAFE Certificate IV in Small Business Management, a Certificate II in 
Information Technology and a Certificate Ill in E-business. 

20. I am required to do fire and emergency and manual handling training each year in 
house and any other mandatory training that Karingal feels is necessary for my work. 

Description of tasks and explanation of skills 

21. My day looks like the following: 

a. I arrive at work at 6:55am. There is a requirement because of COVID that 
temperatures be taken and that I answer questions relating to potential 
COVID exposure. That takes a few minutes. I also check in with the 
Tasmanian Government's COVID app. 

b. I am also required to check in using a fingerprint scanner. 

c. I then go the Nurse's Office in the area that I am working in. I sign in on a 
paper sign in and then grab a worksheet. This has a list of residents in that 
area. I am usually allocated six or seven residents to care for on my shift. In 
other areas this amount can be higher. 

d. We have a handover with the departing staff and the nurse that could take 
anywhere from fifteen to twenty minutes. I pick up my work phone, which I 
use during my shift. 

2 
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e. I start off doing triage of the list. There is no order on the list of who I should 
go to first unless a resident has requested to be looked after first, or where 
there is a medical/personal reason for priority (which sometimes happens). 

f. Some residents like to get up and have a shower early, others like to have a 
quick wash and sit up in bed. I know what residents' preferences are, having 
worked with them for so long, so I prioritise the list and my duties to account 
for those preferences. 

g. This usually means that I go to  first. On my way to her, I grab the 
standing hoist because we use that to get her out of bed and transfer her to 
the bathroom. It is usually a two person lift so I will ask another carer to assist 
me. 

h. I then go to her room and put the tag across, which says 'carer in attendance', 
and then walk into the room. I say good morning to  I open the 
curtains and then I move her bed table out of the way. I talk to her the whole 
time that I am with her. 

i. We use a slide sheet which is placed under  while she is lying down. 
This makes it easier to position the resident near the side of the bed. I then 
bring the standing hoist to the bed. Then  uses the handle bar and 
with assistance from staff will rise to a standing position on the hoist. 

j. She is lifted on to the hoist and then the two of us push the machine into the 
bathroom. We put the standing hoist as close as we can to the shower chair, 
undress her from the bottom and make sure she is able to sit on the shower 
chair or the toilet. 

k.  might also want her hair washed, her teeth brushed, her face 
powdered and deodorant applied, moisturiser creams applied and alcohol 
wipes use between her toes. I then get her dressed.  wears support 
stockings, and we have to use a donna doffer, which is a piece of equipment, 
to put them on. She also wears a continence aid which has to be applied. 

I. We then move the bed out of the way, as there is not enough room to pass by 
it, and then use the hoist to assist  from the shower chair back in to 
the bedroom and push it over to her recliner. We lift the recliner up to its full 
position, assist  to lower into her recliner and put her recliner into her 
preferred lower, more comfortable position. We bring her bed back into its 
original position and bring her call bell to where she can reach it. I place 

 tray table in front of her. She usually likes to have a drink of honey 
and apple cider vinegar in the morning. I have usually already prepared this 
for her and I then give it to her. I will then empty her water flask and put fresh 
water in there and place it on her tray table.  also likes to have her 
stable table within reach. She also likes to read the newspaper in the morning 
so I unwrap it and place it on the table.  has a few items on her tray 
table that she prefers in a s·pecific position so I arrange it carefully for her to 
her liking. 

m. I then clean the bathroom. I will wipe the water from the walls and floor, place 
wet towels and clothes into the hamper, restock the bathroom with clean, dry 
towels, check her toilet rolls, check whether any toiletries need replacing, 
empty her clothing from the hamper and take it to the facility linen skips, and 
then return the clothing hamper to the bathroom. 
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n. I then make 's bed.  likes her blankets placed specifically 
on the bed when it is made and also has a throw rug that she likes on there. 
She likes to have her pillows arranged in a specific order and to have another 
rolled up blanket near her chair. and her door cannot be left open. It has to 
be closed up to her pussycat door stop. 

o. I then ask her if there is anything else she needs. She usually says no. I then 
leave the room and once I am around the corner, she usually rings her call 
bell. She wants a magazine or a charger for her phone. This happens with 
nearly all of the residents. I think they just don't want us to leave them alone 
again and sometimes they are just forgetful because of their age. 

p. The time that I finish with triage depends on a oouple of things. I could have 
some residents constantly ringing their bells. I could have an emergency 
(including a medical emergency). There are a lot of residents with behavioural 
issues, so I could be in with one resident for anywhere between 25 minutes 
and 50 minutes. I am usually finished with triage between 10am and 12pm. 

q. As I come back through the corridor after I finish my first triage with  
I check that everyone is sitting up and that their face and hands have been 
washed before breakfast. Some will be in their beds and some will be up and 
in a chair. Breakfast comes in between 8am and 8: 15am. 

r. The kitchen will deliver breakfast to the residents who can feed themselves 
without difficulty. There are fourteen residents who need to have breakfast 
delivered by carers. They mainly require setting up- ensuring breakfast is 
within reach, milk is poured on the cereal, lids are off containers, cutlery is 
within reach, a serviette is in place. I also ensure that the resident is ok to feed 
themselves without any difficulty. Five or six residents need to be physically 
fed, and some of the ones who you have set up can say they are having 
difficulty eating. There are five care workers in the morning, and not all of them 
are available when breakfast comes. It can take up to half an hour to feed one 
of the five who needs assistance. While I am assisting them to eat I will be 
chatting to them and also observing their physical health. If I notice any 
deterioration I will include it in their care plan and also advise the Nurse. 

s. Breakfast finishes between 9am and 9: 15am. I put the trays back in the trolley 
for the residents who have needed full feed assistance. The kitchen staff pick 
trays up from everyone else, apart from the residents who are not finished 
yet, whose trays we have to collect later. 

t. After breakfast, I get back to doing triage. There is another man who needs a 
full assist with two staff because he is incapable of movement. We use a slide 
sheet for him also as described above. We have to roll the resident to place 
the sheet under him and then move him across the bed. This resident is then 
undressed on the bed. He gets washed in his bed. We set up his tray table 
with a bowl of water, towels, washers and toiletries. Washing and dressing 
this resident is challenging as he has had a stroke so there is one arm he 
cannot move. 

u. We give him a wash, shave, clean his teeth and comb his hair. He also wears 
a continence aid, so we have to take the aid off and then wash his genitalia. 
We apply moisturiser cream, medicated cream, use alcohol wipes between 
his toes, reapply a clean continence aid, apply aftershave, ensure his hearing 
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aids are clean and place them in his ears. We will also note any physical 
concerns or changes that need to be reported to the nurse. 

v. We use the mechanics of the bed to sit him up in bed in an upright position 
to position the sling for the ceiling hoist. 

w. We have to use a celling hoist to get him out of bed. This machine is an 
electronic device that uses a strap to attach to the ceiling runner, I attach that 
using a pole and hook. 

x. We position the sling behind his back, which consists of a belt like apparatus, 
two straps that position under his arms and secures across the chest and also 
two leg straps, which go under and around his legs. We then lower the hoist 
to a safe position and secure the four straps to the machine. 

y. We place his princess chair in position and then, using the hoist and the 
remote, lift him off the bed, over the chair and lower him on to it. 

z. Even with the hoist it is quite physically demanding and there are three 
residents like that who need this type of assistance. 

aa. This man weighs 90-95 kgs, and the ceiling hoist takes the weight but he feels 
like 120kgs because he has no muscle mass, and so is close to a dead weight. 

bb. We usually finish the triage at 11am, and then a staff member finishes their 
shift and another goes out to lunch. 

cc. I then move on to linen by filling the laundry bags. The facility has different 
bags for different items. The blue bag is used for personal clothing and any 
items that belong to Karingal, which is laundered onsite. The green bag is 
used for linen, blankets and towels, which is laundered at an outsourced 
laundry service for cleaning. There are alternative bags for clothing and linen 
which has been contaminated with faeces or vomit. 

dd. I then take the green bags out the back of the facility to a container where the 
laundry company picks them up. The blue bags are delivered to our laundry. 
Then we do a general tidy up. This might include general tidying up, emptying 
rubbish, making beds, opening curtains and putting clothes away into 
residents' wardrobes and restocking bathrooms. 

ee. Lunch starts between 12 and 12: 15pm. 

ff. Before lunch, there may be residents who want to go out to the dining room. 
For the three residents who cannot walk, we assist them into a wheelchair. 
There are two dining rooms, the main dining room and a smaller one in each 
area. 

gg. Some residents might not remember that it is lunch so they have to be 
reminded. 

hh. Some residents like to have a drink before lunch so we serve this to them. We 
have to make sure there are serviettes on the table as residents like that. The 
Kitchen delivers meals to the rooms of the residents that are able to eat 
without much difficulty then brings the trolley to the smaller dining room for 
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the residents that prefer to eat there. Also, on the kitchen trolley are the trays 
for residents unable to feed themselves. 

ii. One staff member will stay in the dining room and serve the meals, while 
other care workers take trays to do assisted feeds. The same routine is then 
implemented as detailed above for breakfast service. 

jj. At 12:30pm, another carer goes to lunch and the medication extended care 
assistant also leaves. There are only three staff members available at 
12.30pm. We finish off the assisted feed and also assist the residents in the 
dining room with anything else they would like. I will have a chat with them as 
I am working. This seems to brighten their mood because they become more 
engaged in the conversation. They'll talk back to me and become cheerful. 

kk. Lunch is usually finished by 1 pm, and I then take residents back to their 
rooms. I will then do a quick tidy up of the dining room by scraping dirty plates, 
wiping tables, throwing leftover food out and return the trays to the trolley for 
the kitchen to pick up. 

II. After lunch, residents might want to go to the toilet which I assist them with, 
then we have to take wheelchairs back. We ask the residents before we take 
them back whether they need to go to the toilet and whether they are ready 
to go back to their rooms. When we get back, some will say they need to go. 
It takes five to ten minutes to help them toilet, and when you get back to the 
dining room, I often find that some of the residents are becoming behavioural, 
and getting quite anxious. When residents are not happy with something or if 
they have to wait too long for assistance they can become verbally 
aggressive. when this happens we usually give lots of reassurance to 
residents. 

mm. We need to decide who we are taking back to their rooms based on who we 
can take back quickly, and there are four residents we need to check after 
lunch. 

nn. I will respond to any bells from residents seeking care before I then go for my 
break at 1 pm. 

oo. I am back from my break at 1 :30pm. I find out where the other carers are and 
see what support residents need. On some occasions a resident might be 
going out and need escorting to the door. 

pp. Afternoon tea starts at 2pm, but we usually split the time so some of us can 
do paperwork. on the swing around, I will do delivery of afternoon tea and 
attend to the physical feeds of residents for those who require it. 

qq. Management have said that we need to stop fifteen minutes before our shift 
finishes to do paperwork, but we cannot do that, so we need to find the time 
for people to do their paperwork throughout the shift. 

rr. Some of the paperwork we do includes: 

i. Bowel charts; 

ii. Fluid charts; 
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iii. Weight charts; 

iv. Food charts; 

v. Personal notes on residents; 

vi. Continence assessments; and 

vii. ACFI Charting (This is a government requirement in relation to 
funding for aged care based on the needs of the resident). 

ss. It is important to complete the paperwork because it is the only way we are 
able to monitor a resident's care and because it is required by the Government 
for compliance with ACFI. 

tt. Sometimes all of the work just cannot be done given the needs of residents, 
and management just has an unrealistic expectation of what we can achieve 
in a shift. I need to prioritise my work in order to provide the best possible care 
to as many residents as possible. 

uu. Afternoon tea is usually finished at 2:20pm. After that, we answer any bells, 
check on every resident, do tidying up and then we might get a chance to do 
paperwork (depending on what happens with residents). 

vv. Some carers, like myself, stay behind and do their paperwork after they finish 
at 3pm, but we do not get paid for doing that. 

ww. The whole time that we are with residents we are observing their physical, 
emotional and mental health. I am looking for any deterioration in their mood 
that might demonstrate either a mental health or physical health deterioration. 
I am looking for marks or bruises or excoriations, checking their skin integrity. 
If I identify these I alert the EN so that she can identify and treat any health 
issues early and before they get out of hand. 

Supervision 

22. My direct supervisor is the Enrolled Nurse (EN). She is in charge of the area for the 
day. Above her is the Registered Nurse (RN) and the Nurse Unit Manager. 

23. The Enrolled Nurse's job is to make sure that we all have our list and that we know 
what our job is. She gives out medication, and attends to emergencies, dressings and 
concerns that you might have about residents. 

24. When I work a medication shift I complete medication rounds for the general 
medication that we receive from the Pharmacy. The medication comes in a bundle with 
the medication in a sachet to be given at a specific time for each resident. We 
administer these during meals or medication rounds. I have medication training which 
is why I am able to do this. I do not administer S8 medications nor do I attend to wounds 
as this is done by the EN. I also apply creams to residents. 

25. Some medications can be taken whole however others need to be crushed as it is 
easier for residents. We also use custards or jams to assist with taking tablets. Each 
day we receive a roll with the medication details, resident details, name, date and 
instructions. Once the medication has been administered, I mark off the name on their 
medication chart via an iPad. 
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26. The Registered Nurse is for the Enrolled Nurse to liaise with about any concerns that 
the EN might have. They also distribute the SB Drugs. 

27. The Nurse Unit Manager is responsible for the whole floor. She deals with emergencies 
or procedural changes, and also liaises with doctors and family (along with the RN and 
EN). They prepare any new paperwork and allocate the ACFI documentation. 

28. The nursing staff do not provide assistance and supervision in the performance of the 
care work. They do not come on the floor for any personal care needs of the resident. 
They will come on the floor to do an assessment, give medication or do observations. 

29. I think this is because they have a lot of paperwork. It was different when I worked in 
Psychiatry. There are so many legal requirements to justify funding. The ENs, RNs and 
NUMs have an unbelievable amount of paperwork. 

30. For example, when someone falls over and has a small skin tear, it could take 30 
minutes or more to complete the paper work (which is mainly completed on the 
computer). This will include completing an incident report. In addition, ENs or RNs 
have to record whether a dressing is used, whether there was a wound or no wound, 
perform three days of neurological observations and liaise with the resident's family 
and/or doctor. If a resident requires a hospital visit the EN or RN will usually organise 
that by liaising with the emergency department at the hospital 

Changes over time 

31. The residents are so much more high needs now than when I started. 

32. They are staying in their homes longer because in home care is available and because 
they are receiving a lot of support at home so by the time they come to us they are 
really high care. 

33. We need to be more aware of those heightened physical and mental conditions. There 
are people with strokes and different kinds of severe dementia. The NUMs will print 
out an education sheet for carers to refer to if there is a resident with a different type 
or specific dementia. We will also receive training. There are often information 
pamphlets provided in relation to dementia for our perusal. There is much more 
physical and mental abuse and more care required for dementia residents. Our 
workplace also offers extra training in relation to workplace issues via a training module 
accessed through the intranet. 

34. The people who go into aged care think that it is all nice old ladies and cups of tea. 
40% are lovely old women and men. The other residents can be horrible. It is not their 
fault but it is hard to deal with mentally. But as a professional, it is my job to grin and 
bear it, not to take it personally and try to overcome any feelings of emotions I may be 
feeling at the time when I am being abused. 

35. We have to be careful not to invade a resident's space and always be on a cautious 
level of awareness. When I am dealing with someone with a behavioural issue, I put 
my arm in front so I can easily block an attack. Simultaneously I am trying to de
escalate the situation. 

36. There can be times when a resident becomes physically aggressive. It depends on the 
moods of the residents. This can happen weekly. They could normally be quite a nice 
person but, unfortunately, due to their condition they can have behavioural issues. 
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37. The emotional abuse is harder, which happens every day. One resident calls us a 
"fucking idiot" every day. As a carer, I have to do a job that is safe for them and safe 
for me. I have to remain calm and try and defuse a situation but sometimes I tell them 
that a procedure is just not safe for me. They will get upset and make a complaint. 

38. There is no work that we used to perform that we don't have to anymore. The variety 
of tasks we perform has only increased since I started this work. 

Medication Provision 

39. I did a medication course through work, and now I am required to cover medication 
rounds. I was not required to do this when I started and not all carers are required to 
do this. As outlined above, I am paid an allowance for the hours I perform during a 
medication round only. I am responsible for giving medication on those shifts to 
anything up to fifteen residents. At times, it is difficult to administer so many 
medications as some residents can become very moody. Some don't want to take 
medications on the day so you have to spend some time to come up with a strategy to 
encourage the resident to take their medication. Sometimes I sit down and tell them 
that the doctor has ordered it, ask them what their issues are or ask them what the 
reason for not taking it was. I offer a lot of reassurance and encouragement to the 
resident. If a resident persists with their behaviour I usually get the EN involved. I also 
have to check if there is any missed medication and document any difficulties with 
medication. I sometimes do not get on to the floor to do care work until 1 0am. 

40. The number of nurses and carers has not changed since I started, but the level of 
responsibility has. As part of my role, and that of other carers, we at times assist with 
on the job training and mentoring of new staff, volunteers and aged care students. New 
staff have a four-day orientation and then are expected to operate autonomously. I 
have created a system to prompt regular staff members so they know what to teach to 
new staff with an orientation checklist, which is being considered by my workplace. 

COVID 

41. There have been no reduction in my duties during COVID, but there has been an 
increased awareness and increased training. We have always been good at isolation 
procedures for anyone who might present symptoms of illness, but now those people 
automatically go into isolation. It is a more intense regime. 
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42. We have a specific COVID response team, and have had to finish off government 
compliance training. We have higher standards now in respect of Personal Protective 
Equipment (PPE) and need to follow more detailed infection control procedures. 

Why I love Aged Care 

43. ·I have always worked in health and aged care. I feel that I am good at it and I love 
the residents. At times, I feel the care and support we give to our residents is 
appreciated. I have good work mates and we support each other at work. 

Financial Circumstances 

44. When I was younger, it was difficult to support my family as I was a single parent 
raising two children. The rate of pay was not enough and it was difficult to support 
us. I feel my colleagues who have younger families would also have this issue at the 
present because the pay is so low. 

45. Now I am a single person and do not have small children to support but I often 
financially try to help my grown children and love to spoil my grandchildren. This is 
hard on my income. 

46. Given my low income, my time as a single parent on a low income and the times that 
I was unable to work due to my family responsibilities I am concerned that I will not 
have enough superannuation to support me in my retirement. It would be nice to be 
able to change that. I find commodities are increasing so much in cost and I still have 
to budget strictly to support myself and make ends meet. 

Donna Kelly 

Date:~()\-~-~~\-
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IN THE FAIR WORK COMMISSION

FWC Matter No: AM2020/99

Application to vary or revoke the Aged Care Award 2010 

REPLY WITNESS STATEMENT OF DONNA KELLY

I, Donna Louise Kelly, Extended Care Assistant, of 

 state as follows:

1. I am a witness in these proceedings.

2. I have previously provided a statement in respect of these proceedings, dated 31 March 

2021 ( “my first statement ”).

3. I now provide the following information in addition to my first statement.

COVID-19

4. I am still working at Karingal. It has been very tough working in Aged Care during COVID-
19. I have been working a lot as we are understaffed due to staff members having COVID 
themselves or being close contacts.

5. We have 3 areas with an average of 40 residents in each area. In each area, according to 
the roster, we should have 1 EN at all times, 3 Extended Care Assistants (ECAs) to cover 
lunch service and 2 ECAs to 3PM. During COVID we have regularly been down 2 or 3 

ECAs on each shift.

6. We have had lots of staff resign. We have lost a lot of good carers. I am thinking about 

leaving myself. The job is too much. The residents require so much work as they are so 
unwell. The workload is huge. I am exhausted.

7. We have recently had an ECA take stress leave and then they didn’t return. Many of my 
colleagues have told me that they have left or intend to leave for reasons including more 

money and less of a difficult job with lesser workload and stress. My colleagues who have 
left have gone to jobs in homecare, disability or are working in the supermarket.

8. This means that we have lots of new staff, casual staff (who just do the odd shift) and 
agency nurses. These new staff are usually international, young and have very little Aged 
Care experience. I have observed that the Agency nurses come and do one or two shifts 
and then do not turn up again.

9. For new staff they have a 4-day orientation before working autonomously. Within the 4 
days they work solely with an experienced ECA so that we can provide on the job training. 
I prepared an orientation program with a checklist to enable ECA training staff what to 
teach and new staff what to learn. I did not have to do this in the past but now I have to 
give training and I am not paid any extra for it.
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10.1 have to observe and check the work of new staff. I need to remind them of how to do 
things and retrain them on procedures and tasks. I feel like I am constantly responding to 
training requests. I have noticed other ECAs training and mentoring new staff as well. With 
such relatively green staff who need constant support, training and mentoring it takes 

longer to get the job done.

Lockdown

11. Previously there have been two COVID-19 outbreaks at Karingal The first time one 
resident became ill. Four to five residents became unwell the second time. We currently 
have another outbreak with 25 residents unwell with COVID. Each time Karingal was 

placed into lockdown.

12. During lockdown, new procedures were implemented. We have to take a RAT test every 
day before entering the facility. We have to wear full Personal Protective Equipment (PPE). 
Each area was locked down from the others and we had to implement strict infection 
controls. Some of these have changed during the pandemic from time to time but have 
included changing gloves and gowns between rooms and wearing a mask. We have to 
change our mask and eye protection every two hours or when compromised.

13. If an ECA was looking after a COVID positive resident they had to wear specific PPE (and 
know how to wear it properly) as well as know how to dispose of it properly. Wearing PPE 
is like wearing a shower curtain. It is so hot. It gave some of my colleagues acne. At the 
end of my shift I would often have a headache, sore throat and feel lethargic after wearing 

full PPE.

14. There has been an increase in infection control measures in place. We have to do extra 
cleaning and sterilising. I expect this will continue while COVID is around and possibly 
continue in order to help decrease the risk of another COVID outbreak. We also have to 
be more aware of our surroundings including where we have been and what we have been 
handling. When we are in lockdown, whether this is one resident or more, all other 
residents are expected to stay in their rooms as they are considered vulnerable and 
possibly a close contact. Kitchen staff are not allowed into the locked down area so ECAs 
deliver meals to residents with disposable cutlery and crockery. Depending on the number 
of residents affected with COVID- at times there was a delegation of specific staff assigned 
to attend to COVID residents The residents were very unwell and very contagious.

15. It is hard to provide personal care and especially hard to shower residents with a full PPE 
gown on. It was very hard to see through the goggles as they would fog up and have 
droplets all over them. I could not wear my hearing aids and had to adapt to that. Residents 
found it hard to hear us . They often could not recognise us and were scared and confused. 
I had to think of the best method to calm residents and communicate with them in these 
circumstances. Sometimes I would take a step back to a safe distance away and remove 
my mask and goggles to allow facial recognition of me. This was very important for the 
residents with severe dementia. Some of the measures that I implemented were standing 
at a safe distance to allow hearing, dropping my mask, repeating statements using a loud 
voice and/or using gestures to communicate.

16. Showers (even when we are not wearing PPE) can take up to 40 minutes as we provide 
physical and psychological care. We often need to be very supportive and reassuring as 
residents are often confused and may not want a shower. We need to respect their wants 
but do what is right as residents need appropriate care. We have to ensure that their
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choices are respected but their ability to comprehend can often be compromised due to 
their medical conditions. For example, they might be lying in urine or faecal soiled sheets 

and need to be washed and shaved but they don’t want to have a shave or be cleaned up. 
We need to find a strategy to encourage them to help make the right choices for 
themselves.

17. As a result of COVID we have had to offer residents (especially those in isolation) extra 
emotional support. I remember that one of our residents, Irene, found it really difficult to 
be in isolation. She did not have dementia and was acutely aware of the surrounding 
COVID-19 situation. She was very scared. She needed lots of reassurance She and other 
residents were very impacted in that they couldn’t see each other. At one point the 
residents rebelled and refused to stay in their rooms. I had to negotiate with them to 
deescalate the situation. In the end it was decided to give them masks and allow them 

outside in small groups.

Contact with Families and dealing with Residents

18. We have had a lot of contact with the families of residents and other visitors to the home 
at Karingal during COVID-19. When families come to visit there is a procedure for them to 
follow. They are greeted by priority staff. There is an expectation to show evidence of 
having had a COVID vaccination as well as having a negative rapid antigen test (RAT). 
This is performed at the facility before entry. With the current outbreak, visiting family are 
expected to wear full PPE. Other times visitors are required to wear a mask only. Whilst 
the majority wear a mask many family members were unhappy about this- especially at 
the beginning. In order to persuade them we had to communicate with them the importance 
of this as an infection control measure.

19. Even during normal non-COVID times, ECAs have regular contact with the families of 
residents. This is not daily contact with each family of each resident but I estimate that we 
have contact (over the phone, via email or in person) with a family member of at least one 
resident most days. Some we see regularly. If they have concerns or questions they will 
usually come and look for one of the ECAs as we spend the most time with their loved 
one. They will ask questions about their health including:

a. How they are eating?
b. What they are drinking (i.e. how is their fluid intake?)
c. How are they settling in?
d. Has their cough gone away?

e. Have they been incontinent?

20. The families of residents expect ECAs to know the answers to questions like this and they 
will expect a response. I will engage and give them the relevant answers or information 
and tell them what strategy we have put in place to deal with any issues. I will always 
report any concerns to the nurse. If I am not aware of the answers I will organise for the 
family member to talk about it with the nurse or NUM (Nurse Unit Manager). As part of 
these conversations ECAs will often suggest strategies (as will the nurses). ECAs are 
pretty good at this. For example, we have a resident who does not like hot drinks but she 
needed to increase her fluid intake. So, by talking to the resident about their likes and 
dislikes an alternative was found.

21. The residents have changed a lot since I started in Aged Care. These days 50- to 60% of 

residents in general care (not in a specialised Dementia Unit) are at the same level of
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acuity and frailty as when I started in the Psychogeriatric unit in the 1980s. In the 1980s, 
when I used to visit Aged Care to see a family member- the residents were living 

independently and would do their own thing.

22. The more frail and high needs a resident is the more family engagement that ECAs have 
with their families and the resident. The families need a lot of support. Their mum or dad 
is deteriorating and they are upset and scared. We provide end of life care for most 
residents (as few choose to go to hospital now). This requires ECAs to comfort the resident 
and their family. I am in tears frequently. After they pass, I tell families that their loved ones 
are finally at peace. This is one of the hardest things I do. I associate with them as I think 
about my mum. I really empathise.

23. When I was young, before I worked in Aged Care, being a carer was just a job. I had 

minimal emotional attachment. Now I care so much. I am more attached to my residents 
and their families. We are like their second family. I think this is because they are so less 
independent these days and they really need us. We give everything we can every day. 
Residents remember how we treat them and how we care for them. We leave a part of us 
with them and they leave a part of them with us.

24.1 encourage other staff to problem solve too. We problem solve every day. I tell new staff 
to just treat residents like they are our grandparents. We have to make choices for them 

because they can’t always make independent decisions themselves. The level of problem 
solving and assistance to make healthy decisions has dramatically increased since I 
started to work in Aged Care. Residents stay in their own homes longer and enter aged 
care facilities with more high care needs now. This has increased the need for care staff 
to adapt and come up with strategies to provide them with the best care possible.

25. The increased dementia and behaviours in residents means that ECAs need to be more 
observant, and do more assessments of their health and conduct. We need to be warier 

as dementia residents are unpredictable. We need to prepare for the unknown and 
consider what type of behaviour we are going to meet when we walk into a residents room. 
We then need to manage residents by selecting and using careful communications, 
distraction and persuasive strategies. This has become an increasing issue in comparison 
to when I started at Karingal thirteen years ago.

26. Care has to be provided in an environment where there are not enough staff and too much 
time pressure. This means that we need to prioritise the care provided. The majority of 

residents are high care with high level behaviours (such as shouting, abuse or violent 
behaviour). Each has a call bell - they get more attention if they have increased 
behaviours. We also need to prioritise those residents who are a high falls risk. Lower 
needs residents still deserve (and get) our attention but we have to prioritise. To provide 
an example- there are 2 ECAs on shift after 1,30pm with 40 residents to care for. We are 
constantly running to the next resident.

Medications

27. At times there is no EN available on shift. This means that medication trained ECAs are 
asked to do the medication round and have to do the same medications that the EN would 
normally do, with the exception of blood sugars and insulin. Medication endorsed ECAs 
need to follow the legal procedure of medication administration, by following the individual
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resident’s drug chart which is accessed via an iPad. ECAs have the drug room keys but 
do not administer S8 medications.

28. After dispensing medication, we need to keep follow up notes. We also need to evaluate 

and check on residents afterwards to check the effectiveness of the medication and ensure 
that they have had no reaction. When giving medications we need administer it according 
to individual instructions, to watch and ensure they take it and swallow safely. On some 

occasions we need to persuade them to take it, implementing different tailored strategies 
for different non-compliant residents. Any problems or difficulties need to be reported by 
me to the RN in charge for them to make follow up assessments.

29.1 have been a medication trained ECA since 2014.1 currently have some permanent shifts 

that require me to administer medication to residents and can be asked at any time to 
perform this duty on other shifts.

Technology

30. Working as an ECA is a very physical job. It is physically taking its toll on me.

31. We have had the benefit of manual aids being introduced in recent years (including lifts 

and slings and electronic beds). Whether we use manual aids depends on the physicality 

of the person we are attending to. We need to be sure to maximise our safety and that of 

the resident as we move them. The type of mechanical aid we use depends on the 

recorded manual assessment requirements. We have a manual handling sheet that we 

follow.

32. We also do an assessment when we sight a resident (rather than just relying on a residents 

notes). If we are unsure as to what approach to take we get a second person to assist. 

This will assist us in deciding whether to use a sling (for example) or whether to do a lift 

and pivot. That said, even if the manual handing sheet says something we need to assess 

whether the recommended method of lifting is right. If I am unsure (for example, because 

I think a resident has deteriorated) then I will not perform a lift and will request that a 

reassessment be conducted. If I am unsure, I question everything to ensure the best and 

safest care of our residents.

33 During my time working in Aged Care, electronic record keeping has been introduced. I 

had to learn new skills as did my colleagues. Lots of staff (and especially my generation) 

are not computer literate and have minimal typing skills (especially in English). We also 

needed to learn the new systems. We have specific compulsory training, including fire and 

emergency and manual handling. On the Karingal intranet we are offered extra training via 

the computer for subjects that are relevant to our job. I often do my training after I get 

home after I have stopped work in my own unpaid time.

DATE:
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Page 1

IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF DEBORAH MAREE KELLY 

I, Deborah Maree Kelly, of   in the state of New South Wales make 
the following statement which is true and correct to the best of my knowledge and 
understanding: 

Professional and Employment Background 

1. I was born on , and at the time of writing, am 56 years old. 

2. I have worked at what is now called John Goodlet Manor for the last 19 years. 

3. I am employed as a support worker, and do cleaning and laundry work. On occasion I 
have also done some catering work. 

4. John Goodlet Manor is a high care aged care facility which currently has 102 beds, 
including a 16 bed dementia unit. 

5. When I first started working at John Goodlet Manor ('the Home'), it was run by the 
New South Wales Government, and formed part of Sydney South West Local Health 
District. 

6. In about 2008 or 2009, the Home was sold to RSL LifeCare, and my employment 
transitioned over to RSL LifeCare. 

Wages and hours worked 

7. I am a permanent part time employee, and work 32 hours a week. 

8. When I was employed by NSW Health, I was classified as a Hospital Assistant Grade 
2. 

9. Since being employed by RSL LifeCare, I have been covered by that organisation's 
enterprise agreements. The current enterprise agreement which covers my 
employment is the RSL UfeCare, NSWNMA and HSU NSW Enterprise Agreement 
2017- 2020 ('the Agreement'). 

10. As a former NSW Health employee, my wages with RSL LifeCare are topped up by 
-NSW Health, and will be for the remainder of my employment. I do not receive a pay 
increase each year. 
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11. I am paid $25.35 an hour, inclusive of the NSW Health top up. RSL LifeCare 
employees who started employment after RSL LifeCare took over the home are paid 
$22.80 an hour to do the same work. 

12. I am paid a 50% loading for Saturday work and a 75% loading for Sunday work. 

13. My set roster is as follows: 

Monday Tuesday Wednesda Thursda Friday Saturday Sunday 
V V 

Week 1 No work Laundry Laundry Laundry Cleaning No work No work 
6:30am 

6:00am 6:00am - 6:00am -
- 2:30pm - 3:00pm 
2:30pm 2:30pm 

Week2 No work No work No work Cleaning Cleaning Cleaning Cleanin 
6:30am 6:30am 7:00am g 
- - - 7:00am 
3:00pm 3:00pm 3:30pm -

3:30pm 

14. However, I have been completing suitable duties while on a workers compensation 
claim for a disc compression in my neck for about the last two years. 

15. As a result, my roster is altered as follows: 

Monday Tuesday Wednesda Thursday Friday Saturday Sunday 
y 

8:00am - 8:00am - No work 8:00am - 8:00am - No work No work 
3:00pm 3:00pm 3:00om 3:00pm 

Qualifications and training 

16. I hold the following qualifications: 

a. Certificate Ill in Cleaning which I attained in or around 2008; and, 

b. Certificate in Dysphagia (regarding feeding and swallowing) which I attained in or 
around 2005. 

17. I completed both of these qualifications while employed by NSW Health, who paid the 
course costs and allowed me to complete the study during work hours. 

18. I was told that if I completed the Certificate Ill in Cleaning, that my pay classification 
would go up by a grade. But before that could happen, the Home was taken over by 
RSL LifeCare and they have never recognised my qualification or increased my pay 
grade. 
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19. NSW Health organised for many of the Home's support staff to complete the Feeding 
and Swallowing course so that we could assist with feeding when care and nursing 
staff were busy, and also to afford staff the opportunity to upskill in the event they 
wanted to progress to being a carer or a nurse. 

20. About once a year, Ecolab, which provides the Home's chemicals, including the ones 
we use in the laundry, attends the home and provides about 30 minutes of training 
about what chemicals to use where, not to mix chemicals, basic safety, handling spills, 
material safety data sheets and what to do if chemicals get on/in you. 

21. About once a year, RSL LifeCare runs catering training which most support staff, 
including myself, attend. I am required to attend this training because sometimes I 
need to step up and fill in for a catering role and because I prepare the residents water 
jugs in the morning. The training covers topics like safe food temperatures, safe food 
handling and using drink thickeners. 

22. There is also a variety of mandatory training that I have to complete around once a 
year, for things like fire safety, manual handling and work health and safety. 

23. With the Covid-19 pandemic this year, I also did additional training about proper 
cleaning, infection control and so on. 

Duties as a cleaner 

24. Currently, LifeCare rosters three cleaners to work in the home Monday to Friday and 
two cleaners to work on the weekend. 

25. I will talk about an average cleaning shift when I am not working suitable duties. 

26. On weekdays, I am responsible for cleaning rooms in the Goodlet section of the Home, 
which has 38 rooms. Every day, I am required to deep clean eight rooms, and to give 
the remainder of the rooms a basic clean, as well as to vacuum and clean a communal 
dining room, and respond to any ad hoc requests to clean spills and messes. These ad 
hoc requests are made frequently given that the poor health of residents leads to 
frequent incontinence. 

27. On weekends I am required to do a basic clean of the rooms in Gocx:llet as well as in 
the Heath House section of the Home, which has 20 rooms. 

28. At the start of a cleaning shift, I wash and prepare the water jugs for each of the 
residents living in the rooms that I am responsible for that day. 

29. Some residents require thickened water, some are diabetic, and so on. I prepare the 
water jugs with reference to a list that says what each resident requires. It is very 
important that I get this right as residents might not be able to consume a liquid if it is 
not the correct consistency and then their fluid intake will be too low. This can 
compromise their health. 

30. I then empty all the rubbish in communal areas, including the Nurses station, treatment 
room, pan room, staff toilets and visitors toilets, into a large plastic trolley that holds up 
to 20 to 30 full rubbish bags. 
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31. There are a number of different types of garbage bins, including standard rubbish bins, 
recycling bins, contaminated waste bins and cytoxic bins. Each bin type has a different 
colour bin bag. 

32. Cytoxic bins contain rubbish and waste from residents who are on cancer medications. 
Because the cytoxic rubbish is very toxic, I have to wear a gown, gloves and goggles 
to empty those bins. 

33. I then take the trolley down through the Home and out to the back where a number of 
skips are kept and empty the bags into the correct skip. 

34. I have to throw the bags up and over the side of the skip to get them in there. They can 
weigh up to 10 kg each. This needs to be done with care so that they do not break 
open, sending toxic rubbish flying. 

35. After emptying the rubbish, I start my cleaning tasks. 

36. I am required to deep clean eight rooms every day. 

37. Deep cleaning is basically cleaning a resident's room and bathroom from top to 
bottom, and includes: 

a. Dusting; 

b. Vacuuming; 

c. Mopping; 

d. Emptying rubbish bins; 

e. Dusting and wiping down furniture: 

f. Polishing furniture on occasion (I don't do this every time because furniture 
polish can irritate respiratory problems): 

g. Moving furniture including the bed so I can dust, vacuum and mop underneath it; 

h. Removing the mattress from the bed frame; 

i. Dusting and wiping down the whole bed frame; 

j. Dusting skirting boards; 

k. Wiping down the walls: 

I. Wiping down doors and door handles; 

m. Vacuuming inside and behind the cupboard; 

n. Dusting and wiping down windows and window ledges; 

o. Dusting curtain rails; 
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p. Dusting the ceiling; 

q. Dusting ceiling fans and light fittings; 

r. Taking down curtains; 

s. Taking curtains to the Laundry to be washed; 

t. Mopping or scrubbing the bathroom floor; 

u. Cleaning the toilet, shower, wash basin and mirror; 

v. Cleaning handrails, soap holder and toilet brush holder; 

w. Wiping down the walls, doors and door handles; 

x. Wiping down the shower curtain and shower curtain rails; 

y. Dusting and wiping down all of the resident's personal items, which can include 
things like framed photographs or ornaments; 

z. Tidying everything in the room; 

aa. Lining up shoes in the wardrobe; and, 

bb. Tidying clothes and other personal items. 

38. If you do deep cleaning right, it takes at least 45 minutes per room. Management says 
you can do it in 15 minutes but there is no way you can do it properly in that time. 

39. After I have deep cleaned all eight rooms, I then do a basic clean of the rest of the 
rooms. 

40. A basic clean includes: 

a. Emptying rubbish; 

b. Cleaning the toilet; 

c. Cleaning the sink; 

d. Cleaning window ledges; 

e. Dusting shelves and furniture; 

f. Wiping bed rails and bed ends; 

g. Dusting ceiling and ceiling fan; 

h. Dusting photo frames as required; and, 

i. Vacuuming, sweeping or mopping floors. 
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41. I generally have to mop when doing a basic clean because residents frequently spill or 
drop things or might have experienced incontinence on the way to the bathroom. 

42. A basic clean takes about 10 to 15 minutes if you do it right. 

43. I then have to clean all of the touch points between rooms, including but not limited to: 

a. Hand rails; 

b. Hand basins; 

C. Sanitiser dispensers; 

d. Hand soap dispensers; 

e. Paper towel dispensers; 

f. Window sills; 

g. Door handles: 

h. Call buttons; and, 

i. Furniture in common areas. 

44. I then vacuum and clean the dining room, first by vacuuming or sweeping, and then 
either by mopping or using the scrubbing machine. The scrubbing machine is quicker 
than mopping but you have to move all the furniture out of the way to use it. 

Duties in the Laundry 

45. I will talk about an average laundry shift before I was injured and started working 
suitable duties. 

46. The Laundry is responsible for washing everything in the Home, including but not 
limited to the residents' clothes, sheets, blankets, doonas, towels, bathmats and 
curtains. 

47. Currently, RSL LifeCare rosters two people to work in the Laundry on weekdays and 
one person to work in the laundry on weekends. 

48. There is a Laundry Supervisor who works four days a week. She is a laundry worker, 
and is not paid anything more to be the supervisor. 

49. Care and nursing staff place dirty laundry in laundry bags, and send it to the Laundry 
by putting it in one of the laundry chutes (there is one chute on each level of the 
Home). 

50. The laundry bags can hold up to about 10kg of dirty laundry each. 

51. Each resident has a laundry bag with their name and room number on it. 
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52. Residents have a special laundry day for their clothes to be washed, but. residents' 
laundry bags are regularly sent down to the laundry for washing even when it is not the 
scheduled washing day. 

53. If the dirty laundry is contaminated with faeces or urine, it is first placed in a red plastic 
bag before being placed in the laundry bag. 

54. If the dirty laundry is infectious, for example, it has blood on it, or was in contact with 
an oozing sore, or a staph infection like MRSA, it is first placed in a red plastic bag, 
then that bag is placed in a yellow fabric bag, to signal that it is an infectious load. 

55. The red bags split open in the washing machine if we first rip a tab down and off the 
bag. This way, contaminated and infectious laundry can be washed without the laundry 
workers coming into physical contact with it. 

56. Contaminated and infectious laundry must be washed separately to other laundry, and 
to each other. 

57. It is particularly important to wash the infectious laundry separately and effectively, 
otherwise an infection like MRSA can quickly spread through the Home. 

58. We place a trolley underneath the laundry chute to catch the bags. I then lift the bags 
out of the trolleys and sort them. 

59. Bed linen, towels, blankets and doonas are supposed to be placed in separate laundry 
bags, but often they are all mixed together, so I have to open the bags and sort 
through each one. 

60. I sort the resident's laundry bags into the section they live in, and then separate out the 
types of clothes sent down - for example, underwear and woollen items require 
special, separate washes. 

61. There are currently about three residents who like their clothes to be washed 
separately and they bring their washing down to the laundry themselves. I generally do 
what I can to meet these requests. 

62. The laundry has three large washing machines which measure about 8ft by 4ft, and 
which take about 20 to 30kg of dirty laundry. There are also three driers of a similar 
size and capacity. 

63. The washing machines have about 10 different wash cycles, including delicates, 
woollen, infectious, contaminated, personals white wash and a sluice wash. 

64. After I have sorted the dirty laundry, I put loads of washing on, and select the wash 
cycle that is most appropriate for the load. 

65. I try to leave washing contaminated and infectious loads to the end of the day. 

66. For contaminated loads, I will examine it and if I can see that there is a lot of faeces, I 
will run it through a sluice wash first before running a wash cycle for contaminated 
loads. 
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67. After washing a contaminated or infectious load, I wipe the whole washing machine 
down inside and out with a cleaner which is called a 'neutral clean'. 

68. Once a wash cycle finishes, I pull the clean wet laundry out of the washing machine 
and place it in a trolley. The wet laundry can be quite heavy and requires some f9rce 
to pull out. 

69. I then wheel the trolley over to the driers, and lift and place the clean wet laundry into a 
drier and select the drying cycle that best suits the wet items. 

70. For residents' clothes, I make sure to use the 'wrinkle free' setting, which, as long as I 
fold or hang up the clothes shortly after the drier is finished, means that the clothes are 
neat and tidy and do no need ironing. 

71. For woollen items like jumpers, I air dry these on a rack in the laundry. 

72. I neatly fold clean and dry residents' underwear, nightgowns, pyjamas and socks. I 
hang all other clothing on clothes hangers. The clothes hangers are then hung from a 
long metal clothes rack which is about a foot and a half above my head. It is quite 
difficult for me to hang items from it. 

73. I neatly fold clean and dry towels, sheets, doonas and blankets, and then place them 
on trolleys. Each trolley can take about 60 towels and 60 sheets, or about 10 to 15 
blankets and 10 to 15 doonas. 

74. The Home is separated into eight sections, and each section has its own linen 
cupboard. I restock each linen cupboard at least twice a day, sometimes three times a 
day. 

75. I also have to tidy the linen cupboards whenever someone has made a mess in them. I 
have to tidy the linen cupboards very frequently. 

76. I also return the residents' clean clothes to their rooms. I try to do this at least once a 
day. 

77. I go into each individual resident's room and hang up their clothes in the cupboard. I 
keep the clothes in sections like trousers, shirts and so on. I also put their underwear, 
socks and so on away in drawers in the way that they like. Different residents like their 
items folded and put away in different ways and I try and remember and accommodate 
this. 

78. The Laundry is also responsible for labelling the residents' clothes. 

79. We label their clothes when a new resident arrives or when they get new clothing, 
which most commonly happens on special days like Christmas. birthdays, and Mothers 
and Fathers Day. 

80. As soon as a new resident arrives, the Laundry collects all of their cl.othes, washes and 
labels them, and then returns them to the resident. 

81. To label clothing, I print out a label. I then place the piece of clothing in a vice-like 
machine, and place the label where I want it to go. On top of that I place a burn 
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resistant piece of cloth, which has a hole in it for the label. I line the hole in the cloth up 
with the label, and then close the vice to heat press the label on to the piece of 
clothing. I probably label clothes about twice a week. 

82. At the end of the day, whoever finishes at 4:00pm is responsible for completing the 
cleaning schedule that has to be done every day. 

83. The cleaning schedule includes removing lint from the dryers, wiping down benches 
and vacuuming and mopping the floor, including under the dryers. 

84. I have worked weekend laundry shifts when filling in for another worker who was on 
holidays. 

85. In my experience, the same amount of laundry comes down on the weekend but there 
is only one person to do it. 

86. Often, it is not possible to get everything done on the weekend, and I have asked care 
staff to assist with returning clothing in the past. Lately, there are not enough care staff 
to help with things like that. 

Suitable duties 

87. I have been doing suitable duties for about the last two years due to a workplace 
injury. This means that I work different hours, and complete some different duties. 

88. I arrive at work at 8:00am and the first thing I do every day is assist with feeds. 

89. Assisting with feeds is feeding residents who cannot feed themselves. 

90. I completed training about safe feeding when the Home was operated by NSW Health. 
I have not been provided with refresher training since then. 

91. All residents are assessed by a speech pathologist, who then completes a form which 
prescribes what they can and cannot eat, whether they can eat solids, mash or liquid, 
and whether they need thickened drinks. These forms are then kept in a book in the 
kitchenette where the residents eat. 

92. Before assisting a resident with their feed, I always check their form in the book. This 
is because they might have, for example, aspirated overnight, and their liquids need to 
go up a thickness level. 

93. I then give the resident a drink. I take things as slowly as they want to go. 

94. I check that their food has been prepared correctly in accordance with their needs. 
Often it is not, which means I have to cut up things finer or mash certain foods. 

95. If there is an issue with the food or drink, I will speak with the caterer to let them know. 

96. When feeding a resident, I always have to check that the resident Is chewing and 
swallowing before giving them their next spoonful. This is because some residents 
pool their food in their mouths, which is a choking risk. 
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97. I am also always looking for signs that they might be having difficulties eating and 
swallowing. Dribbling is a sign of difficulty because it means they are not swallowing. 
Coughing is also a sign because it means they are trying to dislodge something in their 
throat. Often residents can't tell you that there is a problem as they are nonverbal or 
their cognitive skills are poor. 

98. Sometimes even when food is prepared in accordance with the book, the resident has 
difficulty with it and I might need to cut or mash the food up. 

99. I give feedback to the caterer about what worked well, and what didn't, so it can be 
carried forward. 

100. I assist with feeding for the whole breakfast sitting. At the moment. feeding is taking 
longer because there are no dedicated feeding staff. 

101. After the breakfast sitting is done, I usually go and help in the Laundry, or help with 
cleaning. Based on my observations, the summary of my days and tasks above 
remains accurate for the current cleaning and Laundry staff, as at the time of making 
this statement. 

102. I have to avoid heavy lifting and bending, but. for example. if I am assisting with 
cleaning, I will accompany a cleaner on their rounds and clean sinks, dust and clean 
furniture. 

103. There is always work to keep me busy. 

104. In the past, I have assisted with running the recreational activities like bingo, quizzes, 
ladies lunch, Men's BBQ and Book Club, but I have not been asked to do that for at 
least six months. 

Changes in Aged Care over time 

105. There have been big changes in Aged Care in the time that I have worked in the 
industry. 

106. We have more residents who come In that are not ambulant and who need assistance 
with a lot of things, including moving around and getting to the toilet. 

107. People who aren't ambulant cannot take themselves to the toilet, so a lot more people 
are soiling themselves. We have a lot more wet beds now than we used to have a few 
years ago and that impacts both cleaning and laundry staff in terms of our workload. 

108. However, these problems are also impacted by staffing levels as well. In my opinion, 
there is not enough care staff to take people to the toilet and check that they need to 
go, so accidents happen. 

109. Generally speaking, the Home's staffing numbers have decreased in the time that I 
have worked there, even though the number of beds at the Home has increased and 
the residents have greater care needs. There is more work to do but less staff to do it. 
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11 O. Because of the rates of pay, a lot of people do not stay long, and the Home relies a lot 
on agency staff. This means that there is no consistency in where people work, and 
this can be confusing for residents and impact the level of service provided. 

111. There is so much pressure to get work done quickly, particularly on cleaners. There is 
so much to get done. 

112. I used to have time to spend five minutes to speak with a resident, now I just don't 
have the time, which I find sad. That said, I need to prioritise my cleaning work. 

Impacts of COVID-19 

113. Things did not change too much for me and my work with the impact of Covid-19 
because I was on suitable duties. 

114. The Home put someone on to exclusively do COVID-19 cleaning, and the cleaning 
and laundry work became even more important, but the tasks and duties did not 
change. 

115. The residents were quite significantly impacted because they could not have visitors 
on and off for a number of months. This was very upsetting and confusing for residents 
and their family members. I observed that residents were quite anxious and difficult to 
deal with during the peak of COVID. 

116. Staff also had to wear face masks for months, and this only stopped within the last four 
or so weeks. This was really difficult for the residents - they could not hear you or see 
your facial expressions clearly. 

Impact of rate of pay 

117. I am single, and live on my own. I have adult children who no longer live with me. 

118. On my pay, it is very difficult to keep up with bills and to pay off my home loan. 

119. Grocery shopping seems to get more expensive all the time but my pay barely 
increases. 

120. I usually shop at the Aldi because I find they are cheaper, but I also have to go to 
Woolworths or Coles to get certain things, because Aldi does not stock everything. 

121 . I pay off most of my bills, including rates, fortnightly, so it's not a big lump sum at once. 
I can never afford to pay a bill all at once. 

122. Because I am on such a low wage, it is not possible to save. There is hardly anything 
left at the end of the fortnight. 

123. I generally do not go out to eat because I can't afford it. 

124. If I have a large, unexpected expense, I usually have to borrow money off my mother 
to pay for it. My mother is in her eighties. 
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125. I just got a credit card about a month ago because I had my car registration renewal 
coming up and my car needed new tyres to be roadworthy. My only option was to get a 
credit card to pay for it. 

126. I have to have a registered car to get to work because I live in a fairly remote area and 
there is no public transport that I could use to get to work. 

127. I try to take a holiday once every one or two years, and normally I will visit my son and 
his family, who live in Gaffs Harbour. I borrow a caravan off my brother in law and park 
it at my son's property to keep my costs low. 

128. I normally will take a holiday like this after tax time, if I receive a tax refund. I cannot 
afford it otherwise. 

129. I love my job, and that's why I do it. 

130. I love helping elderly people. Some people don't have family members, and it is nice to 
be there to interact with them. and to help look after them. 

131 . I have always enjoyed my job. I take pride in doing a good job, because I know these 
people would have done all their cleaning and laundry for themselves. I want them to 
be comfortable and happy with the cleanliness of their rooms and the way their clothes 
are laundered. 

132. I clean the residents' rooms the way I would clean my mum's place, but the significant 
time pressures make it harder to do this. 

133. There is a big staff turnover at the Home because of the low pay and the amount of 
pressure that is put on people. Everyone works so hard. We have lost a lot of good 
nurses because of the pressure, the amount of work they.have to do and the money 
they are paid. 

134. I feel bad because even though what I am paid is low, there are other employees who 
do the same work as me, but are paid even less, because they started at the Home 
after RSL LifeCare took it over. 

Deborah Maree Kelly 

Date: 3 / / 3 IR I 
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Schedule B – Classifications 

Aged Care Employees 

Aged care employee—level 1 

Entry level: 

An employee who has less than three months’ work experience in the industry and performs 

basic duties. 

An employee at this level: 

• works within established routines, methods and procedures;  

• has minimal responsibility, accountability or discretion; 

• works under direct or routine supervision, either individually or in a team; and 

• requires no previous experience or training. 

Indicative tasks performed at this level are: 

General and administrative services Food services 

General clerk 

Laundry hand 

Cleaner 

Assistant gardener 

Food services assistant 

Aged care employee—level 2 

An employee at this level: 

• is capable of prioritising work within established routines, methods and 

procedures;  

• is responsible for work performed with a limited level of accountability or 

discretion; 

• works under limited supervision, either individually or in a team;  

• possesses sound communication skills; and  

• requires specific on-the-job training and/or relevant skills training or experience. 
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Indicative tasks performed at this level are: 

General and administrative services Food services Personal care 

General clerk/Typist (between 3 months’ 

and less than 1 year’s service) 

Laundry hand  

Cleaner 

Gardener (non-trade) 

Maintenance/Handyperson (unqualified) 

Driver (less than 3 ton) 

Food services assistant Personal care worker 

grade 1 

Aged care employee—level 3 

An employee at this level: 

• is capable of prioritising work within established routines, methods and procedures 

(non admin/clerical); 

• is responsible for work performed with a medium level of accountability or 

discretion (non admin/clerical); 

• works under limited supervision, either individually or in a team (non 

admin/clerical); 

• possesses sound communication and/or arithmetic skills (non admin/clerical); 

• requires specific on-the-job training and/or relevant skills training or experience 

(non admin/clerical); and 

• In the case of an admin/clerical employee, undertakes a range of basic clerical 

functions within established routines, methods and procedures.  

Indicative tasks performed at this level are: 

General and administrative services Food services Personal care 

General clerk/Typist (second and 

subsequent years of service) 

Receptionist 

Pay clerk 

Driver (less than 3 ton) who is required 

to hold a St John Ambulance first aid 

Cook Personal care worker 

grade 2 

Recreational/Lifestyle 

activities officer 

(unqualified) 
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certificate 

Aged care employee—level 4 

An employee at this level: 

• is capable of prioritising work within established policies, guidelines and 

procedures; 

• is responsible for work performed with a medium level of accountability or 

discretion; 

• works under limited supervision, either individually or in a team;  

• possesses good communication, interpersonal and/or arithmetic skills; and 

• requires specific on-the-job training, may require formal qualifications and/or 

relevant skills training or experience. 

• In the case of a Personal care worker, is required to hold a relevant Certificate III 

qualification. 

Indicative tasks performed at this level are: 

General and administrative services Food services Personal care 

Senior clerk 

Senior receptionist 

Maintenance/Handyperson (qualified) 

Driver (3 ton and over) 

Gardener (trade or TAFE Certificate III or 

above) 

Senior cook (trade) Personal care worker 

grade 3 

Aged care employee—level 5 

An employee at this level: 

• is capable of functioning semi-autonomously, and prioritising their own work 

within established policies, guidelines and procedures; 

• is responsible for work performed with a substantial level of accountability;  

• works either individually or in a team;  

• may assist with supervision of others; 
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• requires a comprehensive knowledge of medical terminology and/or a working 

knowledge of health insurance schemes (admin/clerical); 

• may require basic computer knowledge or be required to use a computer on a 

regular basis; 

• possesses administrative skills and problem solving abilities; 

• possesses well developed communication, interpersonal and/or arithmetic skills; 

and 

• requires substantial on-the-job training, may require formal qualifications at trade 

or certificate level and/or relevant skills training or experience. 

Indicative tasks performed at this level are: 

General and administrative services Food services Personal care 

Secretary interpreter (unqualified) Chef  Personal care worker 

grade 4 

Aged care employee—level 6 

An employee at this level: 

• is capable of functioning with a high level of autonomy, and prioritising their work 

within established policies, guidelines and procedures;  

• is responsible for work performed with a substantial level of accountability and 

responsibility; 

• works either individually or in a team; 

• may require comprehensive computer knowledge or be required to use a computer 

on a regular basis; 

• possesses administrative skills and problem solving abilities; 

• possesses well developed communication, interpersonal and/or arithmetic skills; 

and 

• may require formal qualifications at post-trade or Advanced Certificate or Associate 

Diploma level and/or relevant skills training or experience. 

Indicative tasks performed at this level are: 

General and administrative services Food services 
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Maintenance tradesperson (advanced) 

Gardener (advanced) 

Senior chef  

Aged care employee—level 7 

An employee at this level: 

• is capable of functioning autonomously, and prioritising their work and the work of 

others within established policies, guidelines and procedures;  

• is responsible for work performed with a substantial level of accountability and 

responsibility; 

• may supervise the work of others, including work allocation, rostering and 

guidance; 

• works either individually or in a team; 

• may require comprehensive computer knowledge or be required to use a computer 

on a regular basis; 

• possesses developed administrative skills and problem solving abilities;  

• possesses well developed communication, interpersonal and/or arithmetic skills; 

and 

• may require formal qualifications at trade or Advanced Certificate or Associate 

Diploma level and/or relevant skills training or experience. 

Indicative tasks performed at this level are: 

General and administrative services Food services Personal care 

Clerical supervisor 

Interpreter (qualified ) 

Gardener superintendent 

General services supervisor  

Chef /Food services 

supervisor 

Personal care worker 

grade 5 
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Nursing Employees 

Nursing assistant  

Nursing assistant means an employee, other than one registered pursuant to the 

provisions of the State or Territory Nurse Registration Board or one who is in training for 

the purpose of such registration, who is under the direct control and supervision of a 

Registered or Enrolled nurse and whose employment is solely to assist an RN or EN in 

the provision of nursing care to persons. 

Nursing care 

Nursing care means: 

• giving assistance to a person who, because of disability, is unable to maintain their 

bodily needs without frequent assistance;  

• carrying out tasks which are directly related to the maintenance of a person’s 

bodily needs where that person because of disability is unable to carry out those 

tasks for themselves; and/or 

• assisting a registered nurse to carry out the work described in B.5. 

Student enrolled nurse 

Student enrolled nurse means a student undertaking study to become an enrolled 

nurse. 

Enrolled nurses  

Enrolled nurse—pay point 1  

(a) Pay point 1 refers to the pay point to which an enrolled nurse (EN) has been 

appointed.  

(b) An employee will be appointed based on training and experience including: 

• having satisfactorily completed a hospital based course of training in nursing 

of not more than 12 months duration leading to enrolment as an EN; or 

• having satisfactorily completed a course of training of 12 months duration in a 

specified branch of nursing leading to enrolment on a register or roll 

maintained by a state/territory nurses registration board; and 
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• having practical experience of up to but not more than 12 months in the 

provision of nursing care and/or services, and, the undertaking of in-service 

training, subject to its provision by the employing agency, from time to time. 

(c) Skill indicators 

• The employee has limited or no practical experience of current situations; and 

• The employee exercises limited discretionary judgment, not yet developed by 

practical experience. 

Enrolled nurse—pay point 2  

(a) Pay point 2 refers to the pay point to which an EN has been appointed.  

(b) An employee will be appointed to this pay point based on training and experience 

including: 

• having satisfactorily completed a hospital based course of general training in 

nursing of more than 12 months duration and/or 500 or more hours theory 

content or a course accredited at advanced certificate level leading to 

enrolment as an EN; or 

• not more than one further year of practical experience in the provision of 

nursing care and/or services in addition to the experience, skill and knowledge 

requirements specified for pay point 1; and 

• the undertaking of in-service training, subject to its provision by the 

employing agency, from time to time. 

(c) Skill indicators  

The employee is required to demonstrate some of the following in the 

performance of their work: 

• a developing ability to recognise changes required in nursing activity and in 

consultation with the RN, implement and record such changes, as necessary;  

• an ability to relate theoretical concepts to practice; and/or  

• requiring assistance in complex situations and in determining priorities. 

Enrolled nurse—pay point 3  

(a) Pay point 3 refers to the pay point to which an EN has been appointed.  
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(b) An employee will be appointed to this pay point based on training and experience 

including: 

• not more than one further year of practical experience in the provision of 

nursing care and/or services, in addition to the experience, skill and 

knowledge requirements specified for pay point 2; and 

• the undertaking of in-service training, subject to its provision by the 

employing agency, from time to time. 

(c) Skill indicators 

The employee is required to demonstrate some of the following in the 

performance of their work: 

• an ability to organise, practise and complete nursing functions in stable 

situations with limited direct supervision;  

• observation and assessment skills to recognise and report deviations from 

stable conditions;  

• flexibility in the capacity to undertake work across the broad range of nursing 

activity and/or competency in a specialised area of practice; and/or 

• communication and interpersonal skills to assist in meeting psycho-social 

needs of individuals/groups. 

Enrolled nurse—pay point 4 

(a) Pay point 4 refers to the pay point to which an EN has been appointed. 

(b) An employee will be appointed to this pay point based on training and experience 

including: 

• not more than one further year of practical experience in the provision of 

nursing care and/or services in addition to the experience, skill and knowledge 

requirements specified for pay point 3; and 

• the undertaking of in-service training, subject to its provision by the 

employing agency, from time to time. 

(c) Skill indicators 

The employee is required to demonstrate some of the following in the 

performance of their work: 

• speed and flexibility in accurate decision making;  
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• organisation of own workload and ability to set own priorities with minimal 

direct supervision; 

• observation and assessment skills to recognise and report deviations from 

stable conditions across a broad range of patient and/or service needs; and/or 

• communication and interpersonal skills to meet psychosocial needs of 

individual/groups. 

Enrolled nurse—pay point 5 

(a) Pay point 5 refers to the pay point to which an EN has been appointed. 

(b) An employee will be appointed to this pay point based on training and experience 

including: 

• not more than one further year of practical experience in the provision of 

nursing care and/or services in addition to the experience, skill and knowledge 

requirements specified for pay point 4; and 

• the undertaking of relevant in-service training, subject to its provision by the 

employing agency, from time to time. 

(c) Skill indicators  

The employee is required to demonstrate some of the following in the 

performance of their work: 

• contributes information in assisting the RN with development of nursing 

strategies/improvements within the employee’s own practice setting and/or 

nursing team, as necessary; 

• responds to situations in less stable and/or changed circumstances resulting in 

positive outcomes, with minimal direct supervision; and 

• efficiency and sound judgment in identifying situations requiring assistance 

from an RN. 

Registered nurses  

Registered nurse—level 1 (RN1)  

(a) An employee at this level performs their duties: 

(i) according to their level of competence; and 
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(ii) under the general guidance of, or with general access to a more competent 

registered nurse (RN) who provides work related support and direction. 

(b) An employee at this level is required to perform general nursing duties which include 

substantially, but are not confined to: 

• delivering direct and comprehensive nursing care and individual case 

management to patients or clients within the practice setting; 

• coordinating services, including those of other disciplines or agencies, to 

individual patients or clients within the practice setting; 

• providing education, counselling and group work services orientated towards 

the promotion of health status improvement of patients and clients within the 

practice setting; 

• providing support, direction and education to newer or less experienced staff, 

including EN’s, and student EN’s and student nurses; 

• accepting accountability for the employee’s own standards of nursing care 

and service delivery; and 

• participating in action research and policy development within the practice 

setting. 

Registered nurse—level 2 (RN2) 

(a) An employee at this level: 

(i) holds any other qualification required for working in the employee’s particular 

practice setting; and  

(ii) is appointed as such by a selection process or by reclassification from a lower 

level when the employee is required to perform the duties detailed in this 

subclause on a continuing basis. 

An employee at this level may also be known as a Clinical nurse. 

(b) In addition to the duties of an RN1, an employee at this level is required, to perform 

duties delegated by a Clinical nurse consultant or any higher level classification.  

Duties of a Clinical nurse will substantially include, but are not confined to: 

• delivering direct and comprehensive nursing care and individual case 

management to a specific group of patients or clients in a particular area of 

nursing practice within the practice setting; 
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• providing support, direction, orientation and education to RN1’s, EN’s, student 

nurses and student EN’s; 

• being responsible for planning and coordinating services relating to a 

particular group of clients or patients in the practice setting, as delegated by 

the Clinical nurse consultant; 

• acting as a role model in the provision of holistic care to patients or clients in 

the practice setting; and 

• assisting in the management of action research projects, and participating in 

quality assurance programs and policy development within the practice 

setting. 

Registered nurse—level 3 (RN3) 

(a) An employee at this level: 

(i) holds any other qualification required for working in the employee’s particular 

practice setting; and 

(ii) is appointed as such by a selection process or by reclassification from a lower 

level when that the employee is required to perform the duties detailed in this 

subclause on a continuing basis. 

An employee at this level may also be known as a Clinical nurse consultant, Nurse 

manager or Nurse educator. 

(b) In addition to the duties of an RN2, an employee at this level will perform the 

following duties in accordance with practice settings and patient or client groups: 

(i) Duties of a Clinical nurse consultant will substantially include, but are not 

confined to: 

• providing leadership and role modelling, in collaboration with others 

including the Nurse manager and the Nurse educator, particularly in the 

areas of action research and quality assurance programs;  

• staff and patient/client education;  

• staff selection, management, development and appraisal;  

• participating in policy development and implementation;  

• acting as a consultant on request in the employee’s own area of 

proficiency; for the purpose of facilitating the provision of quality nursing 

care; 
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• delivering direct and comprehensive nursing care to a specific group of 

patients or clients with complex nursing care needs, in a particular area of 

nursing practice within a practice setting; 

• coordinating, and ensuring the maintenance of standards of the nursing 

care of a specific group or population of patients or clients within a 

practice setting; and 

• coordinating or managing nursing or multidisciplinary service teams 

providing acute nursing and community services. 

(ii) Duties of a Nurse manager will substantially include, but are not confined to: 

• providing leadership and role modelling, in collaboration with others 

including the Clinical nurse consultant and the Nurse educator, 

particularly in the areas of action research and quality assurance 

programs;  

• staff selection and education;  

• allocation and rostering of staff; 

• occupational health;  

• initiation and evaluation of research related to staff and resource 

management;  

• participating in policy development and implementation;  

• acting as a consultant on request in the employee’s own area of proficiency 

(for the purpose of facilitating the provision of quality nursing care); 

• being accountable for the management of human and material resources 

within a specified span of control, including the development and 

evaluation of staffing methodologies; and 

• managing financial matters, budget preparation and cost control in respect 

of nursing within that span of control. 

(iii) Duties of a Nurse educator will substantially include, but are not confined to: 

• providing leadership and role modelling, in collaboration with others 

including the Clinical nurse consultant and the Nurse manager, 

particularly in the areas of action research;  

• implementation and evaluation of staff education and development 

programs;  
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• staff selection;  

• implementation and evaluation of patient or client education programs;  

• participating in policy development and implementation;  

• acting as a consultant on request in the employee’s own area of proficiency 

(for the purpose of facilitating the provision of quality nursing care); and 

• being accountable for the assessment, planning, implementation and 

evaluation of nursing education and staff development programs for a 

specified population. 
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INTRODUCTION 

The International Dysphagia Diet Standardisation Initiative (IDDSI) was founded in 2013 with the goal of 
developing new international standardised terminology and definitions to describe texture modified foods and 
thickened liquids used for individuals with dysphagia of all ages, in all care settings, and all cultures. 

Three years of work by the International Dysphagia Diet Standardisation Committee culminated in the 2016 
release and 2017 publication of the IDDSI Framework consisting of a continuum of 8 levels (0-7). Levels are 
identified by numbers, text labels and colour codes. [Reference: Cichero JAY, Lam P, Steele CM, Hanson B, Chen J, 
Dantas RO, Duivestein J, Kayashita J, Lecko C, Murray J, Pillay M, Riquelme L, Stanschus S. (2017) Development of 
international terminology and definitions for texture-modified foods and thickened fluids used in dysphagia 
management: The IDDSI Framework. Dysphagia, 32:293-314. https://link.springer.com/article/10.1007/s00455-
016-9758-y] 

The Complete IDDSI Framework Detailed Definitions 2019 is an update to the 2016 document. The Complete 
IDDSI Framework Detailed Definitions document provides detailed descriptors for all levels of the IDDSI 
Framework. Descriptors are supported by simple measurement methods that can be used by people with 
dysphagia or by caregivers, clinicians, food service professionals or industry to confirm the level a food or drink 
fits into.  

This document is to be read in conjunction with IDDSI Testing Methods 2019, IDDSI Evidence 2016 and IDDSI 
Frequently Asked Questions (FAQs) documents ( https://iddsi.org/framework/).  

The IDDSI Framework provides a common terminology to describe food textures and drink thickness. IDDSI tests 
are intended to confirm the flow or textural characteristics of a particular product at the time of testing. Testing 
should be done on foods and drinks under the intended serving conditions (especially temperature). The clinician 
has the responsibility to make recommendations for foods or drinks for a particular patient based on their 
comprehensive clinical assessment.  

IDDSI would like to acknowledge the interest and participation of the global community including patients, 
caregivers, health professionals, industry, professional associations and researchers. We would also like to thank 
our sponsors for their generous support. 

Please visit  https://iddsi.org/ for further information. 

The IDDSI Board: 

The IDDSI Board are a group of volunteers who do not draw a salary from IDDSI. They offer their knowledge, 
expertise and time for the benefit of the international community. 

Co-Chairs: Peter Lam (CAN) & Julie Cichero (AUS);  

Board Members: Jianshe Chen (CHN), Roberto Dantas (BRA), Janice Duivestein (CAN), Ben Hanson (UK),  
Jun Kayashita (JPN), Mershen Pillay (ZAF), Luis Riquelme (USA), Catriona Steele (CAN),  
Jan Vanderwegen (BE).  

Past Board Members: Joseph Murray (USA), Caroline Lecko (UK), Soenke Stanschus (GER) 

The International Dysphagia Diet Standardisation Initiative Inc. (IDDSI) is independent and operates as a not-for-
profit entity. IDDSI is grateful to a large number of agencies, organizations and industry partners for financial and 
other support. Sponsors have not been involved with the design or development of the IDDSI framework. 

Implementation of the IDDSI framework is in progress.  IDDSI is extremely grateful to all sponsors supporting 
implementation https://iddsi.org/about-us/sponsors/  
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Description/ 
Characteristics 

 

• Flows like water 
• Fast flow 
• Can drink through any type of teat/nipple, cup or straw as 

appropriate for age and skills 

Physiological rationale for this 
level of thickness 

 

• Functional ability to safely manage liquids of all types 

 

Although descriptions are provided, use IDDSI Testing methods to decide if the liquid meets IDDSI Level 0. 
TESTING METHOD   
See also IDDSI Testing Methods document or https://iddsi.org/framework/drink-testing-methods/  

 
IDDSI Flow Test*  

 

 
• Less than 1 mL remaining in the 10 mL slip tip syringe# after 10 seconds 

of flow (see IDDSI Flow Test instructions*) 

 

 

  

IDDSI FLOW TEST INSTRUCTIONS 

#Before	you	test ...  
You	must	check	your	
syringe	length	
because	there	are	
differences	in	syringe	
lengths. Your syringe 
should look like this 
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Description/ 
Characteristics 

 

• Thicker than water 
• Requires a little more effort to drink than thin liquids 
• Flows through a straw, syringe, teat/nipple 
• Similar to the thickness of most commercially available  

‘Anti-regurgitation’ (AR) infant formulas 
 

Physiological rationale for this 
level of thickness 

 

• Often used in the paediatric population as a thickened drink that 
reduces speed of flow yet is still able to flow through an infant 
teat/nipple. Consideration to flow through a teat/nipple should be 
determined on a case-by-case basis. 

• Also used in adult populations where thin drinks flow too fast to be 
controlled safely. These slightly thick liquids will flow at a slightly 
slower rate.  

Although descriptions are provided, use IDDSI Testing methods to decide if the liquid meets IDDSI Level 1. 

TESTING METHOD  

See also IDDSI Testing Methods document or https://iddsi.org/framework/drink-testing-methods/  

IDDSI Flow Test* 

 

• Test liquid flows through a 10 mL slip tip syringe# leaving 1-4 mL in the 
syringe after 10 seconds (see IDDSI Flow Test instructions*) 

 

 

  

IDDSI FLOW TEST INSTRUCTIONS 

#Before you test... 
You must check your 
syringe length 
because there are 
differences in syringe 
lengths. Your syringe 

should look like this 
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Description/ 
Characteristics 

 

• Flows off a spoon 
• Sippable, pours quickly from a spoon, but slower than thin drinks  
• Mild effort is required to drink this thickness through standard bore 

straw (standard bore straw = 0.209 inch or 5.3 mm diameter) 
 

Physiological rationale for this 
level of thickness 

 

• If thin drinks flow too fast to be controlled safely, these Mildly Thick 
liquids will flow at a slightly slower rate 

• May be suitable if tongue control is slightly reduced. 

Although descriptions are provided, use IDDSI Testing methods to decide if the liquid meets IDDSI Level 2. 

TESTING METHOD  

See also IDDSI Testing Methods document or https://iddsi.org/framework/drink-testing-methods/  

IDDSI Flow Test* 

 

• Test liquid flows through a 10 mL slip tip syringe leaving 4 to 8 ml in 
the syringe after 10 seconds (see IDDSI Flow Test instructions*) 

 

 

  

IDDSI FLOW TEST INSTRUCTIONS 

#Before you test... 
You must check your 
syringe length 
because there are 
differences in syringe 
lengths. Your syringe 

should look like this 
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Description/characteristics 

 
 
 
 

• Can be drunk from a cup 
• Moderate effort is required to suck through a standard bore or wide 

bore straw (wide bore straw = 0.275 inch or 6.9 mm) 
• Cannot be piped, layered or molded on a plate because it will not 

retain its shape 
• Cannot be eaten with a fork because it drips slowly in dollops 

through the prongs 
• Can be eaten with a spoon 
• No oral processing or chewing required – can be swallowed directly  
• Smooth texture with no ‘bits’ (lumps, fibers, bits of shell or skin, 

husk, particles of gristle or bone) 

Physiological rationale for this 
level of thickness 

 

• If tongue control is insufficient to manage Mildly Thick drinks (Level 2), 
this Liquidised/Moderately thick level may be suitable  

• Allows more time for oral control 
• Needs some tongue propulsion effort 
• Pain on swallowing 

 

Although descriptions are provided, use IDDSI Testing methods to decide if the food/liquid meets IDDSI Level 3. 

TESTING METHODS   

See also IDDSI Testing Methods document or https://iddsi.org/framework/drink-testing-methods/ and 

https://iddsi.org/framework/food-testing-methods/  

IDDSI Flow Test* 

 

• Test liquid flows through a 10 ml slip tip syringe leaving > 8 ml in the 
syringe after 10 seconds (see IDDSI Flow Test Guide*) 

Fork Drip Test  

 
 

• Drips slowly in dollops through the prongs of a fork 

• When a fork is pressed on the surface of Level 3 Moderately Thick 
Liquid/Liquidised food, the tines/prongs of a fork do not leave a clear 
pattern on the surface 

• Spreads out if spilled onto a flat surface 

Spoon Tilt Test • Easily pours from spoon when tilted; does not stick to spoon 

Where forks are not available 
Chopstick Test 

• Chopsticks are not suitable for this texture 

Where forks are not available 
Finger Test 

 

• It is not possible to hold a sample of this food texture using fingers, 
however, this texture slides smoothly and easily between the thumb 
and fingers, leaving a coating 

Food specific or  
Other examples  
(NB. this list is not exhaustive) 

The following items may fit into IDDSI Level 3: 
• Infant “first foods” (runny rice cereal or runny pureed fruit) 
• Some sauces and gravies, as confirmed by IDDSI Flow Test 
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• Some syrups, as confirmed by IDDSI Flow Test 

 

  

Drips slowly or in dollops/strands 
through the slots of a fork 

IDDSI FLOW TEST INSTRUCTIONS 

#Before you test... 
You must check your 
syringe length 
because there are 
differences in syringe 
lengths. Your syringe 

should look like this 
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Description/characteristics 

 
 
 
 
 

• Usually eaten with a spoon (a fork is possible) 
• Cannot be drunk from a cup because it does not flow easily 
• Cannot be sucked through a straw 
• Does not require chewing 
• Can be piped, layered or molded because it retains its shape, but 

should not require chewing if presented in this form 
• Shows some very slow movement under gravity but cannot be 

poured 
• Falls off spoon in a single spoonful when tilted and continues to 

hold shape on a plate 
• No lumps 
• Not sticky 
• Liquid must not separate from solid  

Physiological rationale for this level 
of thickness 

 

• If tongue control is significantly reduced, this category may be easiest 
to control 

• Requires less propulsion effort than Minced & Moist (level 5), Soft & 
Bite-Sized (Level 6) and Regular and Regular Easy to Chew (Level 7) 
but more than Liquidised/Moderately thick (Level 3) 

• No biting or chewing is required 
• Increased oral and/or pharyngeal residue is a risk if too sticky 
• Any food that requires chewing, controlled manipulation or bolus 

formation are not suitable 
• Pain on chewing or swallowing 
• Missing teeth, poorly fitting dentures 

Although descriptions are provided, use IDDSI Testing methods to decide if the food/liquid meets IDDSI Level 4. 

TESTING METHODS  

See also IDDSI Testing Methods document or https://iddsi.org/framework/food-testing-methods/  

IDDSI Flow test • n/a. The IDDSI Flow test is not applicable, please use the Fork Drip 
Test and Spoon Tilt Test 

Fork Pressure test • Smooth with no lumps and minimal granulation 
• When a fork is pressed on the surface of Level 4 Extremely Thick 

Liquid/Pureed food, the tines/prongs of a fork can make a clear 
pattern on the surface, and/or the food retains the indentation from 
the fork 

Fork Drip test 
Fork Drip test contd. 

• Sample sits in a mound/pile above the fork; a small amount may flow 
through and form a short tail below the fork tines/prongs, but it does 
not flow or drip continuously through the prongs of a fork (see 
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picture below) 
 

Spoon Tilt test 

 

• Cohesive enough to hold its shape on the spoon 
• A full spoonful must plop off the spoon if the spoon is titled or turned 

sideways; a very gentle flick (using only fingers and wrist) may be 
necessary to dislodge the sample from the spoon, but the sample 
should slide off easily with very little food left on the spoon. A thin 
film remaining on the spoon after the Spoon Tilt Test is acceptable, 
however, you should still be able to see the spoon through the thin 
film; i.e. the sample should not be firm and sticky 

• May spread out slightly or slump very slowly on a flat plate 
 

Where forks are not available 
Chopstick test 

• Chopsticks are not suitable for this texture 

Where forks are not available 
Finger test 

• It is just possible to hold a sample of this texture using fingers. The 
texture slides smoothly and easily between the fingers and leaves 
noticeable coating 

Indicators that a sample is too thick • Does not fall off the spoon when tilted 
• Sticks to spoon 

FOOD SPECIFIC OR OTHER EXAMPLES 

The following item may be suitable for IDDSI Level 4: 

• Purees suitable for infants (e.g. pureed meat, thick cereal) 

 

Spoon Tilt Test: Holds shape on spoon; not firm and sticky; little food left on spoon 

Sits in a mound or 
pile above the fork 

A small amount may flow through and form a short tail below the fork 

Does not dollop, flow or drip continuously through the fork prongs 
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Spoon Tilt Test: SAFE: Holds shape on spoon; not firm and sticky; little food left on spoon 

The following images show examples of foods that would be suitable or unsuitable for 
Level 4 according to the IDDSI Spoon Tilt Test 

þ 

✕
 

✕
 

þ þ þ 

þ þ 

✕
 

✕
 

Spoon Tilt Test: SAFE: Holds shape on spoon; not firm and sticky; little food left on spoon 

	

	

Spoon Tilt Test:  UNSAFE:Holds shape on spoon; FIRM AND STICKY; LOTS OF food left on spoon 
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Description/characteristics 

 
 
 

• Can be eaten with a fork or spoon 
• Could be eaten with chopsticks in some cases, if the individual has 

very good hand control  
• Can be scooped and shaped (e.g. into a ball shape) on a plate 
• Soft and moist with no separate thin liquid 
• Small lumps visible within the food 

Ø Paediatric, equal to or less than 2 mm width and no longer than 
8mm in length 

Ø Adult, equal to or less than 4mm width and no longer than 
15mm in length 

• Lumps are easy to squash with tongue 
 

Physiological rationale for this level 
of thickness 

 

• Biting is not required 
• Minimal chewing is required 
• Tongue force alone can be used to separate the soft small particles in 

this texture 
• Tongue force is required to move the bolus 
• Pain or fatigue on chewing  
• Missing teeth, poorly fitting dentures 

 

Although descriptions are provided, use IDDSI Testing methods to decide if the food meets IDDSI Level 5. 

TESTING METHODS  

See also IDDSI Testing Methods document or https://iddsi.org/framework/food-testing-methods/  

Fork Pressure test • When pressed with a fork the particles should easily be separated 
between and come through the tines/prongs of a fork 

• Can be easily mashed with little pressure from a fork [pressure 
should not make the thumb nail blanch to white] 

Fork Drip test • When a sample is scooped with a fork it sits in a pile or can mound on 
the fork and does not easily or completely flow or fall through the 
tines/prongs of a fork 

Spoon Tilt test 

 

• Cohesive enough to hold its shape on the spoon 
• A full spoonful must slide/pour off/fall off the spoon if the spoon is 

tilted or turned sideways or shaken lightly; the sample should slide 
off easily with very little food left on the spoon; i.e. the sample 
should not be sticky 

• A scooped mound may spread or slump very slightly on a plate 
 

Where forks are not available 
Chopstick test 

 

• Chopsticks can be used to scoop or hold this texture if the sample is 
moist and cohesive and the person has very good hand control to use 
chopsticks 
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Where forks are not available 
Finger test 

 

• It is possible to easily hold a sample of this texture using fingers; 
small, soft, smooth, rounded particles can be easily separated using 
fingers. The material will feel moist and leave fingers wet. 

 

FOOD SPECIFIC OR OTHER EXAMPLES https://iddsi.org/framework/food-testing-methods/  

	

MEAT 
• Finely minced* or chopped*, soft mince  

o Paediatric, equal to or less than 2mm width 
and no longer than 8mm in length 

o Adult, equal to or less than 4mm width and no 
more than 15mm in length  

• Serve in mildly, moderately or extremely thick, 
smooth, sauce or gravy, draining excess 

• *If texture cannot be finely minced it should be pureed 
 
FISH 
• Finely mashed in mildly, moderately or extremely thick 

smooth, sauce or gravy, draining excess 
o Paediatric, equal to or less than 2mm width 

and no longer than 8mm in length 
o Adult, equal to or less than 4mm width and no 

more than 15mm in length  
FRUIT 
• Serve finely minced or chopped or mashed  
• Drain excess juice 
• If needed, serve in mildly, moderately or extremely 

thick smooth sauce or gravy AND drain excess liquid. 
No thin liquid should separate from food 

o Paediatric, equal to or less than 2mm width and 
no longer than 8mm in length 

o Adult, equal to or less than 4mm width and no 
more than 15mm in length   

 
VEGETABLES 
• Serve finely minced or chopped or mashed 
• Drain any liquid 
• If needed, serve in mildly, moderately or extremely thick 

smooth sauce or gravy AND drain excess liquid. No thin 
liquid should separate from food 

o Paediatric, equal to or less than 2mm width and no longer than 8mm in length 
o Adult, equal to or less than 4mm width and no more than 15mm in length 

 
CEREAL 
• Thick and smooth with small soft lumps 

o Paediatric, equal to or less than 2mm width and no longer than 8mm in length 
o Adult, equal to or less than 4mm width and no more than 15mm in length  

• Texture fully softened 
• Any milk/fluid must not separate away from cereal. Drain any excess fluid before serving 

Use slot between fork prongs (4mm) to 
determine whether minced pieces are the  

correct or incorrect size 

T	

R	

Note - lump size requirements for all 
foods in Level 5 Minced & Moist: 

Ø Paediatric, equal to or less than 
2mm width and no more than 
8mm in length 

Ø Adult, equal to or less than 4mm 
width and no more than 15mm  
in length	
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BREAD 
• No regular, dry bread, sandwiches or toast of any kind  
• Use IDDSI Level 5 Minced & Moist sandwich recipe video 

https://www.youtube.com/watch?v=W7bOufqmz18   
• Pre-gelled ‘soaked’ breads that are very moist and gelled 

through the entire thickness  
 
RICE, COUSCOUS, QUINOA (and similar food textures) 
• Not sticky or glutinous  
• Should not be particulate or separate into individual grains when cooked and served 
• Serve with smooth mildly, moderately or extremely thick sauce AND Sauce must not separate away from rice, 

couscous, quinoa (and similar food textures). Drain excess fluid before serving 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   

IDDSI Spoon Tilt Test 
Sample holds its shape on 
the spoon and falls off 
fairly easily if the spoon is 
tilted or lightly flicked 
 
Sample should not be firm 
or sticky 

IDDSI Fork Test 
Paediatric, equal to or less than 
2mm width and no more than 
8mm in length 
 
Adult, equal to or less than 
4mm width and no more than 
15mm in length 
 
4mm is about the gap between 
the prongs of a standard dinner 

fork 

Minced & Moist food must  
pass all three tests! 

Soft enough to 
squash easily with 
fork or spoon 
 
Don’t need thumb 
nail to blanch 
white 
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Description/characteristics 

 
 
 

• Can be eaten with a fork, spoon or chopsticks 
• Can be mashed/broken down with pressure from fork, spoon or 

chopsticks 
• A knife is not required to cut this food, but may be used to help 

load a fork or spoon 
• Soft, tender and moist throughout but with no separate thin liquid 
• Chewing is required before swallowing 
•  ‘Bite-sized’ pieces as appropriate for size and oral processing skills  

Ø Paediatric, 8mm pieces (no larger than) 
Ø Adults, 15 mm = 1.5 cm pieces (no larger than) 

Physiological rationale for this level 
of thickness 

 

• Biting is not required 
• Chewing is required 
• Food piece sizes designed to minimize choking risk 
• Tongue force and control is required to move the food and keep it 

within the mouth for chewing and oral processing  
• Tongue force is required to move the bolus for swallowing 
• Pain or fatigue on chewing  
• Missing teeth, poorly fitting dentures 

Although descriptions are provided, use IDDSI Testing methods to decide if the food meets IDDSI Level 6. 

TESTING METHODS  

See also IDDSI Testing Methods document or https://iddsi.org/framework/food-testing-methods/  

Fork Pressure test 

 

 

 

• Pressure from a fork held on its side can be used to ‘cut’ or break 
apart or flake this texture into smaller pieces 

• When a sample the size of a thumb nail (1.5x1.5 cm) is pressed with 
the tines of a fork to a pressure where the thumb nail blanches to 
white, the sample squashes, breaks apart, changes shape, and does 
not return to its original shape when the fork is removed.  

Spoon Pressure test 

 

• Pressure from a spoon held on its side can be used to ‘cut’ or break 
this texture into smaller pieces.  

• When a sample the size of a thumb nail (1.5 cm x1.5 cm) is pressed 
with the base of a spoon, the sample squashes, breaks apart, 
changes shape, and does not return to its original shape when the 
spoon is removed. 

Where forks are not available 
Chopstick test 

• Chopsticks can be used to break this texture into smaller pieces or 
puncture food 
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Where forks are not available 
Finger test 

• Use a sample the size of a thumb nail (1.5 cm x 1.5 cm). It is 
possible to squash a sample of this texture using finger pressure 
such that the thumb and index finger nails blanch to white. The 
sample breaks apart and will not return to its initial shape once 
pressure is released. 

FOOD SPECIFIC OR OTHER EXAMPLES 

MEAT 
• Cooked, tender meat no bigger than  

• Paediatric, 8mm pieces  
• Adults, 15 mm = 1.5 x 1.5 cm pieces 
• If texture cannot be served soft and tender at 1.5 

cm x 1.5 cm (as confirmed with fork/ spoon 
pressure test), serve minced and moist 

 
FISH 
• Soft enough cooked fish to break into small pieces with fork, spoon or chopsticks no larger than 

• Paediatric, 8mm pieces  
• Adults, 15 mm = 1.5 cm pieces 

• No bones or tough skins  
 

CASSEROLE/STEW/CURRY 
• Liquid portion (e.g. sauce) must be thick (as per clinician recommendations) 
• Can contain meat, fish or vegetables if final cooked pieces are soft and tender and no larger than  

• Paediatric, 8mm pieces  
• Adults, 15 mm = 1.5 cm pieces 

• No hard lumps 
 
FRUIT 
• Serve minced or mashed if cannot be cut to soft & bite-sized pieces  

• Paediatric, 8mm pieces  
• Adults, 15 mm = 1.5 cm pieces 

• Fibrous parts of fruit are not suitable 
• Drain excess juice 
• Assess individual ability to manage fruit with high water content (e.g. watermelon) where juice separates 

from solid in the mouth during chewing 
 

VEGETABLES  
• Steamed or boiled vegetables with final cooked size of  

• Paediatric, 8mm pieces  
• Adults, 15 mm = 1.5 cm pieces 

• Stir fried vegetables may be too firm and are not soft or tender. Check softness with fork/spoon pressure 
test 

 
CEREAL 
• Smooth with soft tender lumps no bigger than  

• Paediatric, 8mm pieces  
• Adults, 15 mm = 1.5 cm pieces 

• Texture fully softened 
• Any excess milk or liquid must be drained and/or thickened to thickness level recommended by clinician 

Note - food size requirements for all 
foods in Level 6 Soft & Bite-sized: 

Ø Paediatric, 8mm pieces 
Ø Adult, 15mm = 1.5cm pieces	
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BREAD 
• No regular dry bread, sandwiches or toast of any kind  
• Use IDDSI Level 5 Minced & Moist sandwich recipe video to 

prepare bread and add to filling that meets Level 6 Soft & Bite-
sized requirements 
https://www.youtube.com/watch?v=W7bOufqmz18 

• Pre-gelled ‘soaked’ breads that are very moist and gelled through 
the entire thickness  

 
RICE, COUCOUS, QUINOA (and similar food textures) 
• Not particulate/grainy, sticky or glutinous 

 

  

Thumb nail blanched  
to white 

Sample squashes and does not return 
to its original shape when pressure is 

released 

Food pieces no 
bigger than 8mm x 
8mm lump size for 

children  

Food pieces no bigger than  
1.5cm x 1.5cm bite size  

for adults Soft & Bite-Sized food 
must pass both  

food piece size and  
softness tests! 
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Description/characteristics 

 
 
 
 
 

• Normal, everyday foods of soft/tender textures that are 
developmentally and age appropriate 

• Any method may be used to eat these foods 
• Sample size is not restricted at Level 7, therefore, foods may be of a 

range of sizes 
Ø Smaller or greater than 8mm pieces (Paediatric) 
Ø Smaller or greater than 15 mm = 1.5 cm pieces (Adults) 

• Does not include: hard, tough, chewy, fibrous, stringy, crunchy, or 
crumbly bits, pips, seeds, fibrous parts of fruit, husks or bones 

• May include ‘dual consistency’ or ‘mixed consistency’ foods and liquids 
if also safe for Level 0, and at clinician discretion. If unsafe for Level 0 
Thin, liquid portion can be thickened to clinician’s recommended 
thickness level 

Physiological rationale for this 
level of thickness 

 

• Requires the ability to bite soft foods and chew and orally process food 
for long enough that the person forms a soft cohesive ball/bolus that is 
‘swallow ready’.  Does not necessarily require teeth.  

• Requires the ability to chew and orally process soft/tender foods 
without tiring easily 

• May be suitable for people who find hard and/or chewy foods difficult 
or painful to chew and swallow 

• This level could present a choking risk for people with clinically 
identified increased risk of choking, because food pieces can be of any 
size. Restricting food piece sizes aims to minimize choking risk (e.g. 
Level 4 Pureed, Level 5 Minced & Moist, Level 6 Soft & Bite-sized have 
food piece size restrictions to minimize choking risk)  

• This level may be used by qualified clinicians for developmental 
teaching, or progression to foods that need more advanced chewing 
skills 

• If the person needs supervision to eat safely, before using this 
texture level consult a qualified clinician to determine the person’s 
food texture needs, and meal time plan for safety 

• People can be unsafe to eat without supervision due to 
chewing and swallowing problems and/or unsafe mealtime 
behaviours.  Examples of unsafe mealtime behaviors include: 
not chewing very well, putting too much food into the mouth, 
eating too fast or swallowing large mouthfuls of food, inability 
to self-monitor chewing ability.   

• Clinicians should be consulted for specific advice for patient 
needs, requests and requirements for supervision.  

• Where mealtime supervision is needed, this level should only 
be used under the strict recommendation and written 
guidance of a qualified clinician 
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Although descriptions are provided, use IDDSI Testing methods to decide if the food meets IDDSI Level 7 Easy to 
Chew. 

TESTING METHODS 
See also IDDSI Testing Methods document or https://iddsi.org/framework/food-testing-methods/  

Fork Pressure Test • Pressure from a fork held on its side can be used to ‘cut’ or break apart 
or flake this texture into smaller pieces 

• When a sample the size of a thumb nail (1.5x1.5cm) is pressed with the 
tines of a fork to a pressure where the thumb nail blanches to white, 
the sample squashes, breaks apart, changes shape and does not return 
to its original shape when the fork is removed.  

Spoon Pressure Test • Pressure from a spoon held on its side can be used to ‘cut’ or break or 
flake this texture into smaller pieces 

• When a sample the size of a thumb nail (1.5x1.5cm) is pressed with the 
base of a spoon to a pressure where the thumb nail blanches to white, 
the sample squashes, breaks apart, changes shape and does not return 
to its original shape when the spoon is removed. 

Where forks are not available 
Chopstick Test 

• Chopsticks can be used to puncture this texture 

Where forks are not available 
Finger test 

• Use a sample the size of a thumb nail (1.5x1.5cm). It is possible to 
squash a sample of this texture using finger pressure such that the 
thumb and index finger nails blanch to white.  The sample squashes 
and breaks apart and will not return to its initial shape once pressure is 
released. 

FOOD SPECIFIC OR OTHER EXAMPLES 

MEAT 
• Cooked until tender.  
• If texture cannot be served soft and tender, serve minced and moist 

 
FISH 
• Soft enough cooked fish to break into small pieces with the side fork, spoon or chopsticks  

 
CASSEROLE/STEW/CURRY 
• Can contain meat, fish, vegetables, or combinations of these if final cooked pieces are soft and tender  
• Serve in mildly, moderately of extremely thick sauce AND drain excess liquid  
• No hard lumps 
 
FRUIT 
• Soft enough to be cut broken apart into smaller pieces with the side of a fork or spoon. Do not use the 

fibrous parts of fruit (e.g. the white part of an orange). 
 

VEGETABLES  
• Steam or boil vegetables until tender. Stir fried vegetables may be too firm for this level. Check softness 

with fork/spoon pressure test 
 
CEREAL 
• Served with texture softened 
• Drain excess milk or liquid and/or thicken to thickness level recommended by clinician 
 
BREAD 
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• Bread, sandwiches and toast that can be cut or broken apart into smaller pieces with the side of a fork or 
spoon can be provided at clinician discretion  

 
RICE, COUSCOUS, QUINOA (and similar food textures) 
• No special instructions 
 
 

Must be able to break 
food apart easily with 

the side of a fork or 
spoon 

IDDSI Fork Pressure Test 

To make sure the food is soft enough, 
press down on the fork until the 
thumbnail blanches to white, then lift 
the fork to see that the food is 
completely squashed and does not 
regain its shape  

 

 

Easy to Chew foods must 
break apart easily with 
the side of a fork or 
spoon and pass Fork 
Pressure Test 
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Description/characteristics 

 
 
 
 
There are NO texture restrictions 
at this level 

• Normal, everyday foods of various textures that are developmentally 
and age appropriate 

• Any method may be used to eat these foods 
• Foods may be hard and crunchy or naturally soft 
• Sample size is not restricted at Level 7, therefore, foods may be of a 

range of sizes 
Ø Smaller or greater than 8mm pieces (Paediatric) 
Ø Smaller or greater than 15 mm = 1.5 cm pieces (Adults) 

• Includes hard, tough, chewy, fibrous, stringy, dry, crispy, crunchy, or 
crumbly bits 

• Includes food that contains pips, seeds, pith inside skin, husks or bones 
• Includes ‘dual consistency’ or ‘mixed consistency’ foods and liquids 

Physiological rationale for this 
level of thickness 

 

• Ability to bite hard or soft foods and chew them for long enough that 
they form a soft cohesive ball/bolus that is ‘swallow ready’ 

• An ability to chew all food textures without tiring easily 
• An ability to remove bone or gristle that cannot be swallowed safely 

from the mouth 

TESTING METHOD  

• Not Applicable 

 

 

 

 

 

 

 

 

 

  

EASY TO CHEW 
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Description/characteristics 

 
 
 

• Food that starts as one texture (e.g. firm solid) and changes into 
another texture specifically when moisture (e.g. water or saliva) is 
applied, or when a change in temperature occurs (e.g. heating) 

Physiological rationale for this level 
of thickness 

 

• Biting not required 
• Minimal chewing required 
• Tongue can be used to break these foods once altered by 

temperature or with addition of moisture/saliva 
 

Ø May be used for developmental teaching or rehabilitation of 
chewing skills (e.g. development of chewing in the paediatric 
population and developmental disability population; rehabilitation 
of chewing function post stroke) 

Although descriptions are provided, use IDDSI Testing methods to decide if the food meets the requirements 
for Transitional foods. 

TESTING METHOD  

See also IDDSI Testing Methods document or https://iddsi.org/framework/food-testing-methods/  

Fork pressure test 

 

 

 

 

 

 

 

• After moisture or temperature has been applied, the sample can be 
easily deformed and does not recover its shape when the force is 
lifted. 

• Use a sample the size of the thumb nail (1.5 cm x 1.5 cm), place  
1 ml of water on the sample and wait one minute. Apply fork 
pressure using the tines of the fork until the thumbnail blanches to 
white. The sample is a transitional food texture if after removing 
the fork pressure: 

• The sample has been squashed and disintegrated and no 
longer looks like its original state 

• Or it has melted significantly and no longer looks like its 
original state (e.g. ice chips).  

Spoon pressure test 

 

• As above, using the base of the spoon in place of the fork 

Where forks are not available 
Chopstick test 

 

• Use a sample the size of the thumb nail (1.5 cm x 1.5 cm), place 1 ml 
of water on the sample and wait one minute. The sample should be 
easily broken apart using chopsticks with minimal pressure.  
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Where forks are not available 
Finger test 

 

• Use a sample the size of the thumb nail (1.5 cm x 1.5 cm), place 1 ml 
of water on the sample and wait one minute. The sample will break 
apart completely by rubbing the sample between the thumb and 
index finger. The sample will not return to its initial shape 

FOOD SPECIFIC OR OTHER EXAMPLES 

IDDSI Transitional Foods may include and are not limited to: 

• Ice chips 
• Ice cream/Sherbet if assessed as suitable by a Dysphagia specialist 
• Japanese Dysphagia Training Jelly sliced 1 mm x 15 mm  
• Wafers (also includes Religious Communion wafer) 
• Waffle cones used to hold ice cream 
• Some biscuits/ cookies/ crackers 
• Some potato crisps – only ones made or formed from mashed potato (e.g. Pringles) 
• Shortbread  
• Prawn crisps 

Specific examples used in paediatric or adult disability dysphagia management 

Commercially available foods# that are transitional foods textures include but are not limited to: 

• Veggie Stix™  
• Cheeto Puffs™ 
• Rice Puffs™ 
• Baby Mum Mums™ 
• Gerber Graduate Puffs™ 

#The mention of certain manufacturers’ products does not imply that they are endorsed or recommended in 
preference to others of a similar nature that are not mentioned. 

 

  

Thumb nail blanched 
to white 

Sample squashes and fractures, 
and does not return to its original 
shape when pressure is released	

• Apply 1 ml of water to sample 
• Wait 1 minute 
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Hard or dry textures are a choking risk because they require good chewing ability to break down and 
mix with saliva to make them moist enough to be safe to swallow. 
Examples of hard or dry textures: nuts, raw carrots, crackling, hard crusty rolls 

Fibrous or tough textures are a choking risk because they require good chewing ability, and sustained 
chewing ability to break down to small enough pieces that are safe to swallow. 
Examples of fibrous or tough textures: steak, pineapple 

Chewy textures are a choking risk because they are sticky and can become stuck to the roof of the 
mouth, the teeth or cheeks and fall into the airway 
Examples of chewy textures: candies/lollies/sweets, cheese chunks, marshmallows, chewing gum, sticky 
mashed potato 

Crispy textures are a choking risk because they require good chewing ability to break down and mix 
with saliva to make them soft, rounded and moist enough to be safe to swallow. 
Examples of crispy textures: crackling, crisp bacon, some dry cereals 
 
Crunchy textures are a choking risk because they require good chewing ability, and sustained 
chewing ability to break them into small enough pieces and mix with saliva so that they are safe to 
swallow. 
Examples of crunchy textures: raw carrot, raw apple, popcorn 
 

Sharp or spiky textures are a choking risk because they require good chewing ability to break them 
into small enough, soft, rounded pieces and moist enough to be safe to swallow. 
Example of sharp or spiky textures: dry corn chips 

Crumbly textures are a choking risk because they need good tongue control to bring crumbly pieces 
together and mix with enough saliva to hold together to be moist and safe to swallow. 
Examples of crumbly textures: crumbly dry cakes, dry cookies, dry biscuits or scones 

Pips, seeds, and the white parts of fruit are a choking risk because they are hard and part of other 
hard or fibrous textures, making it a complex process to separate and remove them from the mouth 
Examples of pips, seeds and white parts of fruit include apple or pumpkin seeds, the white part of oranges  

Skins, husks or outer shells are a choking risk because the pieces are often fibrous, spiky, and dry 
needing good chewing skills to make the pieces smaller, and enough saliva to make it moist, OR 
enough skill to remove the pieces from the mouth.  These small pieces become stuck to teeth and 
gums and catch in the throat when swallowed. 
Examples of skins, husks or outer shells include pea shells, grape skin, bran, psyllium 
 

FOOD TEXTURES THAT POSE A CHOKING 
RISK Examples are drawn from international autopsy reports  
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Bone or gristle is a choking risk because these pieces are hard and not usually chewed and 
swallowed.  They require good tongue skills to remove them from the food texture they are attached 
to, and then remove the bone or gristle from the mouth. 
Examples of bone or gristle includes chicken bones, fish bones 
 

Round, or long shaped foods are a choking risk because if they are not chewed into small pieces and 
are swallowed whole they are a shape that can completely block the airway causing choking 
Examples of round or long shaped foods include sausages, grapes 

Sticky or gummy textures are a choking risk because they are sticky and can become stuck to the 
roof of the mouth, the teeth or cheeks and fall into the airway. They require sustained and good 
chewing ability to reduce stickiness by adding saliva to make them safe to swallow. 
Examples of chewy textures: nut butter, overcooked oatmeal, edible gelatin, Konjac containing jelly, sticky rice 
cakes, candy 
 
Stringy textures are a choking risk because the string can be difficult to break and the flesh can 
become trapped with part in the mouth and part in the throat tied together by the stringy texture. 
Examples of stringy textures include: green string beans, rhubarb 

Mixed thin-thick textures are a choking risk because they require an ability to hold the solid piece in 
the mouth while the thin liquid portion is swallowed.  After the liquid portion is swallowed the solid 
pieces are chewed and swallowed. This is a very complex oral task.   
Examples of mixed thin-thick textures include: soup with food pieces, cereal pieces with milk, bubble tea 
 

Complex food textures are a choking risk because they require an ability to chew and manipulate a 
variety of food textures in one mouthful. 
Examples of complex food textures include: hamburger, hot dog, sandwich, meatballs and spaghetti, pizza 

Floppy textures are a choking risk because if they are not chewed into small pieces they become thin 
and wet and can form a covering over the opening of the airway, stopping air from flowing. 
Examples of floppy textures include: lettuce, thin sliced cucumber, baby spinach leaves 

Juicy food textures where the juice separates from the food when chewing is a choking risk because 
it needs the person to be able to swallow the juice while controlling the solid piece in the mouth, 
Once the juice has been swallowed good chewing skills are needed to break the food into smaller 
pieces for safe swallowing.  It is a complex oral task. 
Example of juicy food textures include: watermelon 
 
Hard skins or crusts formed during cooking or heating are a choking risk because they require good 
chewing skills to break them down into smaller pieces while mixed with other food textures not 
affected by the heating process. 
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*Accompanying documents https://iddsi.org/framework/  
Ø IDDSI Testing Methods 
Ø IDDSI Evidence 
Ø IDDSI Frequently Asked Questions (FAQs)	
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Standard 1
Consumer dignity and choice

Consumer outcome: 
1 (1)  I am treated with dignity and respect, and can 

maintain my identity. I can make informed choices 
about my care and services, and live the life I choose.

Organisation statement:
1 (2)  The organisation:

1 (2) (a)  has a culture of inclusion and respect for consumers; 
and

1 (2) (b)  supports consumers to exercise choice 
and independence; and

1 (2) (c) respects consumers’ privacy.

Requirements
1 (3) The organisation demonstrates the following:

1 (3) (a)  Each consumer is treated with dignity and respect, 
with their identity, culture and diversity valued.

1 (3) (b) Care and services are culturally safe. 

1 (3) (c)  Each consumer is supported to exercise 
choice and independence, including to:

  i)  make decisions about their own care and 
the way care and services are delivered; and

  ii)  make decisions about when family, friends, 
carers or others should be involved in their care; 
and

  iii) communicate their decisions; and
  iv)  make connections with others and 

maintain relationships of choice, 
including intimate relationships.

1 (3) (d)  Each consumer is supported to take risks 
to enable them to live the best life they can.

1 (3) (e)  Information provided to each consumer is 
current, accurate and timely, and communicated 
in a way that is clear, easy to understand and enables 
them to exercise choice.

1 (3) (f)  Each consumer’s privacy is respected 
and personal information kept confidential.

Standard 2
Ongoing assessment and 
planning with consumers

Consumer outcome: 
2 (1)  I am a partner in ongoing assessment and planning 

that helps me get the care and services I need 
for my health and well-being.

Organisation statement:
2 (2)  The organisation undertakes initial and ongoing 

assessment and planning for care and services 
in partnership with the consumer. Assessment 
and planning has a focus on optimising health and  
well-being in accordance with the consumer’s needs, 
goals and preferences.

Requirements
2 (3) The organisation demonstrates the following:

 (a)  Assessment and planning, including consideration 
of risks to the consumer’s health and well-being, 
informs the delivery of safe and effective care 
and services.

2 (3) (b)  Assessment and planning identifies and 
addresses the consumer’s current needs, goals 
and preferences, including advance care planning 
and end of life planning if the consumer wishes.

2 (3) (c)  Assessment and planning:
  i)  is based on ongoing partnership with the 

consumer and others that the consumer wishes 
to involve in assessment, planning and review 
of the consumer’s care and services; and

  ii)  includes other organisations, and individuals 
and providers of other care and services, 
that are involved in the care of the consumer.

2 (3) (d)  The outcomes of assessment and planning are 
effectively communicated to the consumer and 
documented in a care and services plan that 
is readily available to the consumer, and where care 
and services are provided.

2 (3) (e)  Care and services are reviewed regularly 
for effectiveness, and when circumstances 
change or when incidents impact on the needs, 
goals or preferences of the consumer.

Aged Care 
Quality Standards

Page 52

10485

ejordan�
FreeText
DK-03�



agedcarequality.gov.au1800 951 822

Standard 3
Personal care and clinical care

Consumer outcome: 
3 (1)  I get personal care, clinical care, or both personal 

care and clinical care, that is safe and right for me.

Organisation statement:
3 (2)  The organisation delivers safe and effective personal 

care, clinical care, or both personal care and clinical 
care, in accordance with the consumer’s needs, goals 
and preferences to optimise health and well-being.

Requirements
3 (3) The organisation demonstrates the following:

3 (3) (a)  Each consumer gets safe and effective personal 
care, clinical care, or both personal care and clinical 
care, that:

  i) is best practice; and
  ii) tailored to their needs; and
  iii) optimises their health and well-being.

3 (3) (b)  Effective management of high-impact or 
high-prevalence risks associated with the care 
of each consumer.

3 (3) (c)  The needs, goals and preferences of consumers 
nearing the end of life are recognised and addressed, 
their comfort maximised and their dignity preserved.

3 (3) (d)   Deterioration or change of a consumer’s mental 
health, cognitive or physical function, capacity 
or condition is recognised and responded to in 
a timely manner.

3 (3) (e)  Information about the consumer’s condition, 
needs and preferences is documented and 
communicated within the organisation, and with 
others where responsibility for care is shared.

3 (3) (f)   Timely and appropriate referrals to individuals, 
other organisations and providers of other care 
and services.

3 (3) (g)   Minimisation of infection-related risks 
through implementing:

  i)  standard and transmission-based precautions 
to prevent and control infection; and

  ii)  practices to promote appropriate antibiotic 
prescribing and use to support optimal care 
and reduce the risk of increasing resistance 
to antibiotics.

Standard 4
Services and supports for daily living*

Consumer outcome: 
4 (1)  I get the services and supports for daily living 

that are important for my health and well-being 
and that enable me to do the things I want to do.

Organisation statement:
4 (2)  The organisation provides safe and effective services 

and supports for daily living that optimise the 
consumer’s independence, health, well-being and 
quality of life.

Requirements
4 (3) The organisation demonstrates the following:

4 (3) (a)  Each consumer gets safe and effective services 
and supports for daily living that meet the 
consumer’s needs, goals and preferences and 
optimise their independence, health, well-being 
and quality of life.

4 (3) (b)  Services and supports for daily living promote 
each consumer’s emotional, spiritual and 
psychological well-being.

4 (3) (c)   Services and supports for daily living assist each 
consumer to:

  i)  participate in their community within and outside 
the organisation’s service environment; and

  ii) have social and personal relationships; and
  iii) do the things of interest to them.

4 (3) (d)  Information about the consumer’s condition, 
needs and preferences is communicated 
within the organisation, and with others where 
responsibility for care is shared.

4 (3) (e)  Timely and appropriate referrals to individuals, 
other organisations and providers of other care 
and services.

4 (3) (f)  Where meals are provided, they are varied 
and of suitable quality and quantity.

4 (3) (g)  Where equipment is provided, it is safe, suitable, 
clean and well maintained.

*  Services and supports for daily living include, but are not limited 
to, food services, domestic assistance, home maintenance, 
transport, recreational and social activities. 

Aged Care 
Quality Standards
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Standard 5
Organisation’s service environment*

Consumer outcome: 
5 (1)  I feel I belong and I am safe and comfortable 

in the organisation’s service environment.

Organisation statement:
5 (2)  The organisation provides a safe and comfortable 

service environment that promotes the 
consumer’s independence, function and enjoyment.

Requirements
5 (3) The organisation demonstrates the following:

5 (3) (a)  The service environment is welcoming and easy 
to understand, and optimises each consumer’s 
sense of belonging, independence, interaction 
and function.

5 (3) (b)  The service environment:
   i)  is safe, clean, well maintained and comfortable; 

and
  ii)  enables consumers to move freely, both indoors 

and outdoors.

5 (3) (c)  Furniture, fittings and equipment are safe, clean, 
well maintained and suitable for the consumer.

*  An organisation’s service environment refers to the physical 
environment through which care and services are delivered, 
including aged care homes, cottage style respite services and 
day centres. An organisation’s service environment does not 
include a person’s privately owned/occupied home through 
which in-home services are provided.

Standard 6
Feedback and complaints

Consumer outcome: 
6 (1)  I feel safe and am encouraged and supported 

to give feedback and make complaints. I am 
engaged in processes to address my feedback 
and complaints, and appropriate action is taken.

Organisation statement:
6 (2)  The organisation regularly seeks input and feedback 

from consumers, carers, the workforce and 
others and uses the input and feedback to inform 
continuous improvements for individual consumers 
and the whole organisation.

Requirements
6 (3) The organisation demonstrates the following:

6 (3) (a)  Consumers, their family, friends, carers and others 
are encouraged and supported to provide feedback 
and make complaints.

6 (3) (b)  Consumers are made aware of and have access 
to advocates, language services and other methods 
for raising and resolving complaints.

6 (3) (c)  Appropriate action is taken in response 
to complaints and an open disclosure process 
is used when things go wrong.

6 (3) (d)  Feedback and complaints are reviewed and 
used to improve the quality of care and services.

Aged Care 
Quality Standards
Aged Care 
Quality Standards
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Standard 7
Human resources

Consumer outcome: 
7 (1)  I get quality care and services when I need them from 

people who are knowledgeable, capable and caring.

Organisation statement:
7 (2)   The organisation has a workforce that is sufficient, 

and is skilled and qualified to provide safe, 
respectful and quality care and services.

Requirements
7 (3) The organisation demonstrates the following:

7 (3) (a)  The workforce is planned to enable, and the 
number and mix of members of the workforce 
deployed enables, the delivery and management 
of safe and quality care and services.

7 (3) (b)  Workforce interactions with consumers are kind, 
caring and respectful of each consumer’s identity, 
culture and diversity.

7 (3) (c)  The workforce is competent and members of the 
workforce have the qualifications and knowledge 
to effectively perform their roles.

7 (3) (d)  The workforce is recruited, trained, equipped 
and supported to deliver the outcomes required 
by these standards.

7 (3) (e)  Regular assessment, monitoring and review of 
the performance of each member of the workforce.

Standard 8
Organisational governance

Consumer outcome: 
8 (1)  I am confident the organisation is well run. I can partner 

in improving the delivery of care and services.

Organisation statement:
8 (2)  The organisation’s governing body is accountable 

for the delivery of safe and quality care and services.

Requirements
8 (3) The organisation demonstrates the following:

8 (3) (a)  Consumers are engaged in the development, 
delivery and evaluation of care and services 
and are supported in that engagement.

8 (3) (b)  The organisation’s governing body promotes a 
culture of safe, inclusive and quality care and 
services and is accountable for their delivery.

8 (3) (c)  Effective organisation wide governance systems 
relating to the following:

  i) information management
  ii) continuous improvement
  iii) financial governance
  iv)  workforce governance, including the assignment 

of clear responsibilities and accountabilities
  v) regulatory compliance
  vi) feedback and complaints.

8 (3) (d)  Effective risk management systems and practices, 
including but not limited to the following:

  i)  managing high-impact or high-prevalence risks 
associated with the care of consumers

  ii)  identifying and responding to abuse and neglect 
of consumers

  iii)  supporting consumers to live the best life they can.

8 (3) (e)  Where clinical care is provided — a clinical 
governance framework, including but not limited 
to the following:

  i) antimicrobial stewardship
  ii) minimising the use of restraint
  iii) open disclosure.

Aged Care 
Quality Standards
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Description/characteristics 

 
 
 
 
 

• Normal, everyday foods of soft/tender textures that are 
developmentally and age appropriate 

• Any method may be used to eat these foods 
• Sample size is not restricted at Level 7, therefore, foods may be of a 

range of sizes 
Ø Smaller or greater than 8mm pieces (Paediatric) 
Ø Smaller or greater than 15 mm = 1.5 cm pieces (Adults) 

• Does not include: hard, tough, chewy, fibrous, stringy, crunchy, or 
crumbly bits, pips, seeds, fibrous parts of fruit, husks or bones 

• May include ‘dual consistency’ or ‘mixed consistency’ foods and liquids 
if also safe for Level 0, and at clinician discretion. If unsafe for Level 0 
Thin, liquid portion can be thickened to clinician’s recommended 
thickness level 

Physiological rationale for this 
level of thickness 

 

• Requires the ability to bite soft foods and chew and orally process food 
for long enough that the person forms a soft cohesive ball/bolus that is 
‘swallow ready’.  Does not necessarily require teeth.  

• Requires the ability to chew and orally process soft/tender foods 
without tiring easily 

• May be suitable for people who find hard and/or chewy foods difficult 
or painful to chew and swallow 

• This level could present a choking risk for people with clinically 
identified increased risk of choking, because food pieces can be of any 
size. Restricting food piece sizes aims to minimize choking risk (e.g. 
Level 4 Pureed, Level 5 Minced & Moist, Level 6 Soft & Bite-sized have 
food piece size restrictions to minimize choking risk)  

• This level may be used by qualified clinicians for developmental 
teaching, or progression to foods that need more advanced chewing 
skills 

• If the person needs supervision to eat safely, before using this 
texture level consult a qualified clinician to determine the person’s 
food texture needs, and meal time plan for safety 

• People can be unsafe to eat without supervision due to 
chewing and swallowing problems and/or unsafe mealtime 
behaviours.  Examples of unsafe mealtime behaviors include: 
not chewing very well, putting too much food into the mouth, 
eating too fast or swallowing large mouthfuls of food, inability 
to self-monitor chewing ability.   

• Clinicians should be consulted for specific advice for patient 
needs, requests and requirements for supervision.  

• Where mealtime supervision is needed, this level should only 
be used under the strict recommendation and written 
guidance of a qualified clinician 
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Although descriptions are provided, use IDDSI Testing methods to decide if the food meets IDDSI Level 7 Easy to 
Chew. 

TESTING METHODS 
See also IDDSI Testing Methods document or https://iddsi.org/framework/food-testing-methods/  

Fork Pressure Test • Pressure from a fork held on its side can be used to ‘cut’ or break apart 
or flake this texture into smaller pieces 

• When a sample the size of a thumb nail (1.5x1.5cm) is pressed with the 
tines of a fork to a pressure where the thumb nail blanches to white, 
the sample squashes, breaks apart, changes shape and does not return 
to its original shape when the fork is removed.  

Spoon Pressure Test • Pressure from a spoon held on its side can be used to ‘cut’ or break or 
flake this texture into smaller pieces 

• When a sample the size of a thumb nail (1.5x1.5cm) is pressed with the 
base of a spoon to a pressure where the thumb nail blanches to white, 
the sample squashes, breaks apart, changes shape and does not return 
to its original shape when the spoon is removed. 

Where forks are not available 
Chopstick Test 

• Chopsticks can be used to puncture this texture 

Where forks are not available 
Finger test 

• Use a sample the size of a thumb nail (1.5x1.5cm). It is possible to 
squash a sample of this texture using finger pressure such that the 
thumb and index finger nails blanch to white.  The sample squashes 
and breaks apart and will not return to its initial shape once pressure is 
released. 

FOOD SPECIFIC OR OTHER EXAMPLES 

MEAT 
• Cooked until tender.  
• If texture cannot be served soft and tender, serve minced and moist 

 
FISH 
• Soft enough cooked fish to break into small pieces with the side fork, spoon or chopsticks  

 
CASSEROLE/STEW/CURRY 
• Can contain meat, fish, vegetables, or combinations of these if final cooked pieces are soft and tender  
• Serve in mildly, moderately of extremely thick sauce AND drain excess liquid  
• No hard lumps 
 
FRUIT 
• Soft enough to be cut broken apart into smaller pieces with the side of a fork or spoon. Do not use the 

fibrous parts of fruit (e.g. the white part of an orange). 
 

VEGETABLES  
• Steam or boil vegetables until tender. Stir fried vegetables may be too firm for this level. Check softness 

with fork/spoon pressure test 
 
CEREAL 
• Served with texture softened 
• Drain excess milk or liquid and/or thicken to thickness level recommended by clinician 
 
BREAD 
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• Bread, sandwiches and toast that can be cut or broken apart into smaller pieces with the side of a fork or 
spoon can be provided at clinician discretion  

 
RICE, COUSCOUS, QUINOA (and similar food textures) 
• No special instructions 
 
 

Must be able to break 
food apart easily with 

the side of a fork or 
spoon 

IDDSI Fork Pressure Test 

To make sure the food is soft enough, 
press down on the fork until the 
thumbnail blanches to white, then lift 
the fork to see that the food is 
completely squashed and does not 
regain its shape  

 

 

Easy to Chew foods must 
break apart easily with 
the side of a fork or 
spoon and pass Fork 
Pressure Test 
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Description/characteristics 

 
 
 
 
There are NO texture restrictions 
at this level 

• Normal, everyday foods of various textures that are developmentally 
and age appropriate 

• Any method may be used to eat these foods 
• Foods may be hard and crunchy or naturally soft 
• Sample size is not restricted at Level 7, therefore, foods may be of a 

range of sizes 
Ø Smaller or greater than 8mm pieces (Paediatric) 
Ø Smaller or greater than 15 mm = 1.5 cm pieces (Adults) 

• Includes hard, tough, chewy, fibrous, stringy, dry, crispy, crunchy, or 
crumbly bits 

• Includes food that contains pips, seeds, pith inside skin, husks or bones 
• Includes ‘dual consistency’ or ‘mixed consistency’ foods and liquids 

Physiological rationale for this 
level of thickness 

 

• Ability to bite hard or soft foods and chew them for long enough that 
they form a soft cohesive ball/bolus that is ‘swallow ready’ 

• An ability to chew all food textures without tiring easily 
• An ability to remove bone or gristle that cannot be swallowed safely 

from the mouth 

TESTING METHOD  

• Not Applicable 

 

 

 

 

 

 

 

 

 

  

EASY TO CHEW 
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Description/characteristics 

 
 
 

• Food that starts as one texture (e.g. firm solid) and changes into 
another texture specifically when moisture (e.g. water or saliva) is 
applied, or when a change in temperature occurs (e.g. heating) 

Physiological rationale for this level 
of thickness 

 

• Biting not required 
• Minimal chewing required 
• Tongue can be used to break these foods once altered by 

temperature or with addition of moisture/saliva 
 

Ø May be used for developmental teaching or rehabilitation of 
chewing skills (e.g. development of chewing in the paediatric 
population and developmental disability population; rehabilitation 
of chewing function post stroke) 

Although descriptions are provided, use IDDSI Testing methods to decide if the food meets the requirements 
for Transitional foods. 

TESTING METHOD  

See also IDDSI Testing Methods document or https://iddsi.org/framework/food-testing-methods/  

Fork pressure test 

 

 

 

 

 

 

 

• After moisture or temperature has been applied, the sample can be 
easily deformed and does not recover its shape when the force is 
lifted. 

• Use a sample the size of the thumb nail (1.5 cm x 1.5 cm), place  
1 ml of water on the sample and wait one minute. Apply fork 
pressure using the tines of the fork until the thumbnail blanches to 
white. The sample is a transitional food texture if after removing 
the fork pressure: 

• The sample has been squashed and disintegrated and no 
longer looks like its original state 

• Or it has melted significantly and no longer looks like its 
original state (e.g. ice chips).  

Spoon pressure test 

 

• As above, using the base of the spoon in place of the fork 

Where forks are not available 
Chopstick test 

 

• Use a sample the size of the thumb nail (1.5 cm x 1.5 cm), place 1 ml 
of water on the sample and wait one minute. The sample should be 
easily broken apart using chopsticks with minimal pressure.  
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Where forks are not available 
Finger test 

 

• Use a sample the size of the thumb nail (1.5 cm x 1.5 cm), place 1 ml 
of water on the sample and wait one minute. The sample will break 
apart completely by rubbing the sample between the thumb and 
index finger. The sample will not return to its initial shape 

FOOD SPECIFIC OR OTHER EXAMPLES 

IDDSI Transitional Foods may include and are not limited to: 

• Ice chips 
• Ice cream/Sherbet if assessed as suitable by a Dysphagia specialist 
• Japanese Dysphagia Training Jelly sliced 1 mm x 15 mm  
• Wafers (also includes Religious Communion wafer) 
• Waffle cones used to hold ice cream 
• Some biscuits/ cookies/ crackers 
• Some potato crisps – only ones made or formed from mashed potato (e.g. Pringles) 
• Shortbread  
• Prawn crisps 

Specific examples used in paediatric or adult disability dysphagia management 

Commercially available foods# that are transitional foods textures include but are not limited to: 

• Veggie Stix™  
• Cheeto Puffs™ 
• Rice Puffs™ 
• Baby Mum Mums™ 
• Gerber Graduate Puffs™ 

#The mention of certain manufacturers’ products does not imply that they are endorsed or recommended in 
preference to others of a similar nature that are not mentioned. 

 

  

Thumb nail blanched 
to white 

Sample squashes and fractures, 
and does not return to its original 
shape when pressure is released	

• Apply 1 ml of water to sample 
• Wait 1 minute 
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Hard or dry textures are a choking risk because they require good chewing ability to break down and 
mix with saliva to make them moist enough to be safe to swallow. 
Examples of hard or dry textures: nuts, raw carrots, crackling, hard crusty rolls 

Fibrous or tough textures are a choking risk because they require good chewing ability, and sustained 
chewing ability to break down to small enough pieces that are safe to swallow. 
Examples of fibrous or tough textures: steak, pineapple 

Chewy textures are a choking risk because they are sticky and can become stuck to the roof of the 
mouth, the teeth or cheeks and fall into the airway 
Examples of chewy textures: candies/lollies/sweets, cheese chunks, marshmallows, chewing gum, sticky 
mashed potato 

Crispy textures are a choking risk because they require good chewing ability to break down and mix 
with saliva to make them soft, rounded and moist enough to be safe to swallow. 
Examples of crispy textures: crackling, crisp bacon, some dry cereals 
 
Crunchy textures are a choking risk because they require good chewing ability, and sustained 
chewing ability to break them into small enough pieces and mix with saliva so that they are safe to 
swallow. 
Examples of crunchy textures: raw carrot, raw apple, popcorn 
 

Sharp or spiky textures are a choking risk because they require good chewing ability to break them 
into small enough, soft, rounded pieces and moist enough to be safe to swallow. 
Example of sharp or spiky textures: dry corn chips 

Crumbly textures are a choking risk because they need good tongue control to bring crumbly pieces 
together and mix with enough saliva to hold together to be moist and safe to swallow. 
Examples of crumbly textures: crumbly dry cakes, dry cookies, dry biscuits or scones 

Pips, seeds, and the white parts of fruit are a choking risk because they are hard and part of other 
hard or fibrous textures, making it a complex process to separate and remove them from the mouth 
Examples of pips, seeds and white parts of fruit include apple or pumpkin seeds, the white part of oranges  

Skins, husks or outer shells are a choking risk because the pieces are often fibrous, spiky, and dry 
needing good chewing skills to make the pieces smaller, and enough saliva to make it moist, OR 
enough skill to remove the pieces from the mouth.  These small pieces become stuck to teeth and 
gums and catch in the throat when swallowed. 
Examples of skins, husks or outer shells include pea shells, grape skin, bran, psyllium 
 

FOOD TEXTURES THAT POSE A CHOKING 
RISK Examples are drawn from international autopsy reports  
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Bone or gristle is a choking risk because these pieces are hard and not usually chewed and 
swallowed.  They require good tongue skills to remove them from the food texture they are attached 
to, and then remove the bone or gristle from the mouth. 
Examples of bone or gristle includes chicken bones, fish bones 
 

Round, or long shaped foods are a choking risk because if they are not chewed into small pieces and 
are swallowed whole they are a shape that can completely block the airway causing choking 
Examples of round or long shaped foods include sausages, grapes 

Sticky or gummy textures are a choking risk because they are sticky and can become stuck to the 
roof of the mouth, the teeth or cheeks and fall into the airway. They require sustained and good 
chewing ability to reduce stickiness by adding saliva to make them safe to swallow. 
Examples of chewy textures: nut butter, overcooked oatmeal, edible gelatin, Konjac containing jelly, sticky rice 
cakes, candy 
 
Stringy textures are a choking risk because the string can be difficult to break and the flesh can 
become trapped with part in the mouth and part in the throat tied together by the stringy texture. 
Examples of stringy textures include: green string beans, rhubarb 

Mixed thin-thick textures are a choking risk because they require an ability to hold the solid piece in 
the mouth while the thin liquid portion is swallowed.  After the liquid portion is swallowed the solid 
pieces are chewed and swallowed. This is a very complex oral task.   
Examples of mixed thin-thick textures include: soup with food pieces, cereal pieces with milk, bubble tea 
 

Complex food textures are a choking risk because they require an ability to chew and manipulate a 
variety of food textures in one mouthful. 
Examples of complex food textures include: hamburger, hot dog, sandwich, meatballs and spaghetti, pizza 

Floppy textures are a choking risk because if they are not chewed into small pieces they become thin 
and wet and can form a covering over the opening of the airway, stopping air from flowing. 
Examples of floppy textures include: lettuce, thin sliced cucumber, baby spinach leaves 

Juicy food textures where the juice separates from the food when chewing is a choking risk because 
it needs the person to be able to swallow the juice while controlling the solid piece in the mouth, 
Once the juice has been swallowed good chewing skills are needed to break the food into smaller 
pieces for safe swallowing.  It is a complex oral task. 
Example of juicy food textures include: watermelon 
 
Hard skins or crusts formed during cooking or heating are a choking risk because they require good 
chewing skills to break them down into smaller pieces while mixed with other food textures not 
affected by the heating process. 
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Foods that pose a choking risk - Autopsy report references: 

Berzlanovich, A.M., Muhm, M., Sim, E., and Bauer, G. (1999) ‘Foreign body asphyxiation – an autopsy study’, 
American Journal of Medicine, 107, 351-355. 

Berzlanovich, A.M., Fazeny-Dorner, B., Waldhoer, T., and Fasching, P. (2005) ‘Foreign body asphyxia: A 
preventable cause of death in the elderly’, American Journal of Preventive Medicine, 28, 65-69. 

Centre for Disease control and prevention (2002) Non-fatal choking related episodes among children, United 
States 2001. Morbidity and Mortality Weekly Report, 51: 945-948. 

Dolkas, L., Stanley C., Smith, A.M., Vilke G.M. (2007) Deaths associated with choking in San Diego. Journal of 
Forensic Science, 52, 176-179. 
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*Accompanying documents https://iddsi.org/framework/  
Ø IDDSI Testing Methods 
Ø IDDSI Evidence 
Ø IDDSI Frequently Asked Questions (FAQs)	
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IN THE FAIR WORK COMMISSION

FWC Matter No: AM2020/99

Application to vary or revoke the Aged Care Award 2010 

REPLY WITNESS STATEMENT OF DARREN KENT

I, Darren Kent, of  

say as follows:

1. I am a witness in these proceedings.

2. I have previously provided a statement in respect of these proceedings, dated 31 March 2021

(my first statement).

3. I now provide the following information in addition to my first statement.

COVID-19

4. Since my first statement, COVID-19 has continued to have a significant impact on my role at 

Warrigal Calwell (Calwell facility), where I am employed as the Head Chef.

Impact of COVID-19

5. From about the end of December to mid to late February, there was a COVID-19 outbreak, 

which meant the entire Calwell facility was placed in lockdown.

6. All staff had to wear full PPE at all times. For kitchen staff, this included:

a. a hairnet;

b. a mask;

c. a face shield/ goggles;

d. gloves; and

e. an apron.

7. We were required to don (put on) this PPE prior to entering the building to commence our 

shift.
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8. All staff were also required to return a negative Rapid Antigen Test (RAT) prior to entering the 

building. We are still required to do this each shift.

9. When a resident tested positive to COVID-19, I was notified by management. I then had to 

inform my team to make sure they were also aware so we didn’t enter their rooms and take 

precautions to not come into contact with the affected resident. Warrigal ensured we were 

notified quickly of any positive cases.

10. As an infection control measure, staff were not allowed to move between the four 

communities in the Calwell facility. For kitchen staff, this meant that we had to stay in our 

designated area for the entirety of our shift, which was the kitchen we were allocated to. We 

were not allowed to enter either of the other two kitchens in the Calwell facility.

11. To transport food products between areas, I was required to communicate to a staff member 

working in the other community what time I would have the food trolley at the main doorway of 

the community. I would then push the trolley to the doorway and meet another staff member 

there. I had to allocate additional time in my day to do this, which was challenging.

12. A number of staff contracted COVID-19 or were designated family or household contacts and 

were required to self-isolate. This meant that we were frequently short staffed, and quite a few 

people were working double shifts to cover staff absences, including in the kitchen.

Sometimes we couldn’t fill kitchen shifts and these shifts went vacant and we had to make do 

with the kitchen staff that we had on hand.

13. Outside of work, we were encouraged to minimise our movements. For example, I had to be 

aware of where I was going to do personal shopping for my family because I work in aged 

care. This was difficult because at times, I had friends who did not work in aged care who 

were able to go away on holidays but myself and my family could not. This is because I was 

not permitted to enter an aged care facility for 14 days if I left the ACT for holidays when the 

Calwell facility was in lockdown. I had to miss out, which after two years of working in an 

industry that was so affected by COVID-19, was shattering.

14. Some residents passed away during the lockdown from or with COVID-19. This of course 

affected the staff who had formed a very close bond with them. Prior to lockdown, we 

communicated with residents on a daily (sometimes hourly) basis. We talked to them about 

their meal preferences, and when we delivered tea and coffee or morning and afternoon tea 

to them in their rooms. During lockdown, the residents were confined to their rooms so we 

didn’t have that contact with them and some we never saw again.

15. The residents dealt with the lockdown differently as they are at different stages of their lives. 

Some were annoyed they couldn’t go out, others were annoyed they had to eat alone in their
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rooms and not go to the dining room, and others were sad they couldn’t see their families. 

This meant they were more agitated and unsettled and required staff to de-escalate situations 

more frequently.

16. We had to be very careful what we told residents about the lockdown. For example, residents 

would often ask us questions to the effect of, “how long will we be in lockdown like this?', 

“what date are we getting out?”. Because we didn’t know the answer to these questions, we 

couldn’t tell them anything and didn’t want to make false promises. They would often push for 

answers, so we just said things like, “I’ll look into it and I’ll do my best to find an answer for 

you".

17. Throughout lockdown, delivering our set menus was difficult because certain products for the 

kitchen were often not available and we had to source other products or come up with a 

different menu item that best replicated what the residents were supposed to have. This 

involved a lot of thinking on our feet as to how we could provide the next best option, keeping 

in mind that it had to be healthy and nutritionally balanced for residents.

18. Some of the residents were upset when we couldn’t deliver what was on the menu. This 

meant we had to explain as best we could why we couldn’t provide what they had expected. 

We tried to do our best to service the residents in challenging circumstances.

19. For example, there is a resident who can only eat a specific brand of lactose free yoghurt, 

which we usually provide for them. They are also gluten free, lactose free and sodium free 

and have some other special dietary requirements. They require this specific yoghurt due to 

their dietary requirements and because the product in them helps keep them at a healthy 

weight. On several occasions, I have been unable to source those yoghurts and we can’t 

make those yoghurts onsite, so the resident had to go without them. Instead, we had to 

provide them with what we had, so I decided that the best thing to give them was fruit and 

proteins. They may not have enjoyed it but in the circumstances, it was all we could deliver. I 

had to spend quite a bit of time trying to think of appropriate substitute foods with comparable 

nutritional elements and source other products for them that would meet their nutritional 

needs.

20. The family members I spoke to were a lot more stressed because they were unable to see 

their loved ones. They would contact us by phone or email and often had more urgency to 

their requests because they couldn’t come in to see the residents themselves. They asked 

why their loved one wasn’t being provided with what we usually offer and some would make 

formal complaints. I dealt with these complaints by being upfront and honest about what 

happened and why and I told them I would fix or adjust something as soon as I was able to. I
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was also more conscious about being compassionate and understanding given the 

circumstances.

21. Before lockdown, some families used to bring in special food for their loved ones. This was 

not permitted for a short period of time due to infection control concerns. Management 

developed a process so families could drop off food to the residents without face-to-face 

contact by leaving food at the entrance of the facility and a staff member would pick it up 

when they had left.

22. When there was a COVID-19 positive resident in the Calwell facility, Warrigal paid us at time 

and a half for the period of the outbreak.

23. At the moment, we do not have a COVID-19 outbreak but there are still precautions in place. 

The residents in each community are not allowed to mingle with those in a different 

community. Staff are required to minimise their movements throughout the facility, which 

means we have to stay in our community unless we absolutely need to go to another one.

24. Prior to the outbreak, staff would have their breaks in the large communal staff room. Now we 

are required to take our breaks in smaller, separate staff rooms Warrigal have developed to 

ensure large groups of staff are not all in the same place at once.

25. Currently, we are required to wear masks in the Calwell facility at all times.

Short-staffing

26. When we were short-staffed, it was extremely stressful. There were times when I was not 

sure how I would get through the next day because the kitchen was three staff down and 

there was no-one to fill these shifts. Finding staff with the appropriate training to fill shifts, who 

weren’t working at another site and weren't affected by COVID was difficult, particularly at 

short notice.

27. Residents were upset because I couldn’t provide the service they expected, wanted and 

needed from the kitchen. This weighed heavily on me. There were many days we had to get 

through with what we had, which meant not providing the service they deserve.

28. For example, when we were short-staffed, we often couldn’t provide tea and coffee, morning 

and afternoon tea and snacks to the residents, or set up tables in the dining room.

29. I didn’t have time to make certain products that I usually do, so I had to find something that I 

could make in a more limited time period or buy readily made products. This was mainly 

desserts, for example I would use more tinned fruit or jellies so I could focus on making the
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main meal for the residents. I had to constantly think about how I could deliver as close to the 

menu as possible with the limited staff I had.

30. On these days, the main priority was getting the meals to the residents in a safe manner and 

as close to the usual timeframe as we could.

Changes in technology

31. Technology has not made my job easier. At the Calwell facility, kitchen staff still run off a 

paper-based system because the programs we have are not fully functional. They could work 

better than they do now, however this would require more training for staff and more 

investment in the programs.

32. For example, resident meal choice forms are recorded on an online database called Souped 

Up, however my team can only access this information on a paper form because there are not 

enough devices for everybody to use. The current practice is that each day, care staff walk 

around and record the menu option residents say they want to have from the menu provided 

on a paper form, which is then provided to the kitchen. The General Services Officers (GSOs) 

then fill out the numbers for each menu item required for each kitchen (e.g. 15 of choice A 

and 15 of choice B). I then collate the forms for the whole facility, total them and ensure we 

have the required amount of each menu choice for the approximately 144 residents. This is all 

paper based. I then reprint the forms for the next meal service.

33. Kitchen staff are constantly updating meal preference forms as residents change their minds 

about what they want. If a resident changes their mind, we are completely reliant on what they 

tell the care staff taking their order each day. It is hard to get these changes communicated to 

the kitchen on time to cook what they want. There is often a lag of a couple of days to get 

residents’ meal preferences updated in the paperwork that we rely on.

34. We access hardcopy resident files at each servery window which we use multiple times each 

day. Each servery window serves 36 residents. This information impacts on the meals we 

serve each meal time, such as residents’ meal preferences, drink preferences, likes/ dislikes, 

allergies and IDDSI level (food and fluid texture and consistency). It is also recorded on a 

digital database but staff cannot access this at the servery window because there is no tablet 

or computer. We also record the temperature of meals for food safety purposes on paper and 

have communication diaries to leave notes to staff working the next shift.

35. The documentation that I currently deal with that is still paper-based includes:

a. resident meal choice forms;

b. resident preference forms;
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c. resident allergies;

d. resident IDDSI levels;

e. daily and weekly stocktake records;

f. food ordering forms; and

g. food safety (including food temperature recording forms).

Engagement with family

36. In paragraph [34] of my first statement, I refer to resolving any complaints made about the 

food served. These complaints can be from residents or from their family members. Since I 

started working in Aged Care, my engagement with family members has increased.

37. When the facility is open to visitors, family members walk throughout the building and ask for 

staff assistance all the time. They often ask whoever they see first and are directed to me if it 

relates to the kitchen.

38. In my role, I am expected to respond to the family member and resolve the complaint. I then 

report what was discussed with the family member to my manager.

39. Family members also come to see kitchen staff to give feedback on resident meals and ask 

questions. They ask for a variety of things, such as different food options for their loved ones 

or for us to ensure their loved one gets the food they like. I am expected to make sure this 

happens wherever possible. We also receive thank you cards from families.

Changes over time

40. Every facility is different and what works at one facility may not work at another, depending on 

the residents’ needs. We have to work around those needs, which are constantly changing. 

For example, meal choices are different in each facility depending on what residents ask for 

or if there is a different cultural heritage as part of person-centred care.

41. I understand some employers in this case have said that there has been no change in the role 

of catering assistants (called General Services Officers at Warrigal) and chefs/cooks over 

time. I don’t agree with this proposition.

42. In my first statement, I referred to the change in residents’ preferences, expectations and 

needs since I first started in the Aged Care sector. The service all kitchen staff are expected 

to provide is very different than what it was in the early 2000s. Residents now expect

10504



restaurant quality food and the expectation that kitchen staff have knowledge of the dining 

experience is more prevalent. We need to make sure we deliver that.

43. The dining experience includes:

a. setting the table correctly;

b. ensuring cutlery is positioned correctly;

c. food is plated appropriately and is presentable;

d. staff deliver proper meal service as if residents were in a restaurant such as not 

reaching over residents to serve and ensure they are served from the right-hand side; 

and

e. each course is served at the proper time and that residents are not served mains 

when others at their table are still eating entrees.

44. There is a greater range of meal choices for residents that kitchen staff are expected to 

prepare. There is a vast amount of variations that could go on a plate or a tray in a resident’s 

room. For example, one resident wants white toast with vegemite and three prunes, another 

wants wholemeal toast with peanut butter and a glass of orange juice and someone else 

wants Weet-bix with soy milk. We need to ensure we deliver every combination requested to 

the approximately 36 residents in each dining room quickly and safely.

GSOs

45. GSOs now have to remember each and every resident’s preferences, for example what the 

resident doesn’t like or how they like the food arranged on their plate. This is important to 

make sure residents are receiving the service they expect. Residents now have a better 

ability to give feedback and have more avenues to voice their opinions and staff are now held 

more accountable than when I started working in the sector.

46. The amount of documentation kitchen staff including GSOs are required to complete to 

comply with food safety requirements has increased to ensure the product we are serving 

residents is safer. Food safety is important however it hinders how far in advance we can 

prepare food. We have to prepare fresh food just about every day for it to be safe and 

consumable.

47. Kitchen staff including GSOs are also expected to be trained in food safety and in the dining 

experience. When I first started in aged care, kitchen staff including GSOs did not necessarily 

need a food safety certificate, whereas now, they would not be allowed to step foot into an
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Aged Care kitchen without one. They need to properly plate meals and get the meals ready to 

serve at the right time by observing where the residents are up to in their meal.

48. Residents have much higher needs than when I started working in Aged Care. This means 

that kitchen staff including GSOs have to ensure the correct meal goes out to the correct 

resident. A single mistake could mean that a resident receives a meal that isn’t the correct 

IDDSI texture and choke, or worse. The Cook and myself are physically unable to check the 

approximately 1000 plates of food that go out each day, so we rely heavily on our kitchen staff 

including GSOs to help us.

49. Kitchen staff including GSOs also need to know where each resident is to provide their meal 

to them. With the shift to person-centred care, residents now have greater choice over where 

they eat their meals. Their preferences are recorded in the meal preference forms, however 

residents often change their minds about where they like to eat each meal and what they 

would like to eat. Kitchen staff including GSOs are required to check whether each resident 

has received their meal in line with the documentation and if they are not where they usually 

eat their meal, they must find out where they are and make sure they get their meal. They 

inform me and I update the forms if the resident’s preference has changed. The amount of 

food options that residents can choose from has greatly increased since I started in Aged 

Care.

Chefs/ Cooks

50. As residents’ needs have increased, the role of cooks has increased in importance. The Chef/ 

Cook is responsible for ensuring the food they cook or prepare has the correct IDDSI texture 

for each resident.

51. In my first statement, I referred to the requirement to be able to prepare a greater variety of 

meals than when I first started in Aged Care. This impacts Chefs/Cooks as they are not 

cooking the same thing all the time and need to be adaptable and have a broad range of 

cooking skills and experience to perform their duties. Residents get bored of the menu 

quickly.

52. Recently, one of the Chefs resigned. When I asked him why he was leaving, he told me he 

had obtained an entry level position outside of the Aged Care sector that had a higher pay 

rate. I am concerned whether I’ll find someone else to replace him with the same level of 

experience.
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Darren Kent 

Date: ^2 l-Lt"
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF AGNES RENEE CHARLIER 

I, Agnes Renee Charlier of  
, state as follows: 

1. I am 60 years old and was born on . 

2. This statement is made from my own knowledge and belief, unless otherwise stated. 
Where statements are not made from my own knowledge, they are made to the best 
of my knowledge, information and belief and I have set out the sources of my 
knowledge, information and belief. 

Employment history and career progression 

3. I have worked in aged care for approximately 23 years. 

4. In 1998, I began working in the aged care industry at a small aged care facility in 
Doonside as a Kitchen Hand and Cleaner. I cannot currently recall the name of this 
facility. 

5. In 2000, I began working at Hardi Aged Care in Blacktown as a Kitchen Hand, Cleaner 
and Laundry Hand. I worked there for approximately 17 years. 

6. In August 2017, I began working as the Laundry Hand at Allity Aged Care (Allity) in 
Pemulwy NSW 2145. 

7. My rate of pay as a Laundry Hand was $21.00 per hour. 

8. Allity consists of 6 different "neighbourhoods". They are called Waiana, Birriwa, 
Daruga, Talara and Kurrajong and Grevillea. The Birriwa Neighbourhood has 
dementia residents. There are approximately 130 residents in total. 

9. When I first started at Allity the facility was more of a low care facility because it was 
new and there were not that many residents. However, now it is a high care facility. 
A lot of the residents require 2 on 1 assistance (i.e. 2 carers per resident). 

10. In 2018, I was promoted to Head Laundry Hand at Allity. 

11. My general duties as Head Laundry Hand include: 

(a) managing the laundry staff; 

(b) washing and drying residents' clothing; 

(c) washing and drying linen; and 

(d) managing any complaints from residents regarding their clothing or lost 
property. 
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12. It is my understanding that I am classified as a Level 3 General Services employee 
under the Aged Care Award 2010. For the duration of my employment at A;linity, 
there has been no enterprise agreement. 

13. I have a permanent roster and work full-time from Monday to Friday 7:00am to 
3:00pm. I get an unpaid break. This amounts to 75 hours per fortnight. 

14. My current rate of pay is $22.00 per hour. I am not paid any shift loadings. 

15. My fortnightly take home pay is approximately $1,400.00. 

16. I have not requested or received an increase in pay over the last 3 years. 

Training history 

17. During my time at Hardi Aged Care, I received training in the following: 

(a) Training in Infection Control; 

(b) Training for Kitchen Hand duties; and 

(c) Training in Manual Handling. 

18. I have applied the above training in my current role. 

19. Allity requires laundry staff to complete Infection Control training modules. This 
training is done on our iPads in our own time after work. We were told by management 
we would be paid for this additional time spent however we were not paid. 

Description of tasks and explanation of skills 

Personal laundry 

20. Personal laundry care is the laundering of the clothes of all the residents at Allity. 

21. I usually start my shift at 7:00am by loading all of the washing machines with the first 
load of personal laundry. There might be some loads of washing that were done the 
night before so my staff (including myself) will also dry and fold those loads. 

22. The personal laundry is tipped into a big skip bin and then we are required to sort the 
clothes into smaller loads for washing. The clothes are sorted into dark clothes, white 
clothes and delicate items. 

23. For personal laundry that has been soiled, we are required to put the clothes into a 
special cross-infection wash. The washing machine for the infection wash is 
preloaded with special chemicals. Once the wash is done, we wash the clothes again 
with the normal personal laundry loads. 

24. During the first load of washing, I also go around to the 6 neighbourhoods to drop off 
the folded clothes to each resident and then pick up the next set of personal laundry 
that needs to be washed. One round of dropping off and picking up takes around 30 
minutes and we usually do 6 to 7 rounds each day. 

25. This process of washing, drying and folding is constant. As there is so much laundry, 
we do this process for the entire shift. 
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26. We provide skip bins in the hallways of each neighbourhood so that residents can 
put their dirty laundry into it. My staff and I use trolleys and carts to empty the dirty 
laundry out of the skip bags. The lining of the skip bin must also be washed once a 
week to ensure cleanliness. 

27. When dropping off laundry, we deliver the items straight to a resident's room by 
following the tag on the clothing. 

Linen and other items 

28. In addition to personal laundry, I also have to attend to washing linen every day. This 
includes bed sheets, pillow cases, blankets, towels and doonas. 

29. We usually pick up the dirty linen at the same time as we pick up personal laundry. 
Some of the bags of dirty linen can be extremely heavy (up to 30kg), especially when 
we have to put in and take it out of the industrial sized washing machines. 

30. For white linen, I add in 2 extra scoops of bleach for load in addition to the chemicals 
used in the washing machines. The extra bleach is something I use based on my 
experience as the wash is more effective. 

31. We also: 

(a) Wash all of the towels and gowns used in the hairdressing salon; and 

(b) wash, dry and iron all of the napkins and tablecloths for the dining rooms. 

32. I do this every day. 

Supervision of staff 

33. As the Head of Laundry Services, I manage a team of 5 employees (including myself). 
2 of the staff members work with me during the week and 2 work on the weekends. 
Those employees do all of the same duties as I do as detailed in the preceding 
paragraphs. 

34. During the week, the staff members work with me for the whole shift. 

35. I delegate different tasks to my staff and they come to me if there are issues with their 
duties. I have trained them on how to best perform the duties detailed above and I 
mentor them day to day on how to best perform their duties. I also deal with any 
performance issues that arise in the team. 

36. I find it very difficult to manage a team when there is so much to do. I recently had to 
take two weeks of stress leave because of the workload. I informed the assistant 
manager Sandra Carter, that this was the reason for taking the stress leave. The 
response I received from Sandra was to the effect of "We are all stressed". 

Infection control 

37. Some of the residents at Allity are on special medication or chemotherapy. As the 
medicine affects their body, the residents are more likely to soil their sheets and/or 
clothing. 

38. To prevent cross-infection with the other residents, the soiled linen is put in a purple 
bag which is reserved for "high-risk linen". 
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39. High-risk linen is washed in a separate load using a special cycle. The washing 
machine is already connected to a special chemical used to wash high-risk linen. I 
have to take special care to ensure that this linen is washed in this particular way. 

Admissions 

40. I estimate that Allity has approximately 1 to 3 new admissions per week. I am always 
informed when a new person arrives at Allity as I have to assist during the admissions 
process. 

41. My role in the admissions process is to collect the resident's personal belongings and 
label each item with the resident's name, house and room number. This is done for 
every resident upon arrival so that their clothing does not get lost. 

42. Once all the items have been labelled, the clothes are returned to the resident in their 
room. 

43. During the admissions process, I get a chance to speak to the families of the residents 
as they are usually present on their first day. It is a good way to build a bond with the 
resident and get to know them a little more. 

Attending to complaints 

44. Any complaints in relation to the laundry services at Allity come directly to me. 

45. Most of the complaints are from residents who think their clothes have gone missing. 
However, this is not the case. It is difficult to always return clothes to them in a timely 
manner because of our workload. At times, we might have to return clothes after a 
24-hour period. As a result, residents become anxious about their clothing. 

46. If this is the case, I try my best to let the resident know that their item is not missing, 
there is just a delay. I explain the situation calmly and respectfully. 

47. If I am not able to sort something out with a resident, I will notify the Registered Nurse 
so that they can assist in solving the problem. 

Attending to special requests 

48. Some of the residents submit special requests in relation to their laundry. For 
example, some residents prefer to have their clothes washed separately and not with 
the rest of the residents. Furthermore, others like to have their delicate items washed 
separately. 

49. Residents submit these requests through email, via the RN or have their families 
contact the office. 

50. I try my best to accommodate the special requests as Allity has a philosophy of 
attempting to cater to residents preferences as much as possible. 

Checking inventory 

51. I regularly check the inventory of the detergents and chemicals used for washing to 
ensure we do not run out of anything. 

52. I also check stock levels of linen to ensure the same. 
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53. If anything does need to be ordered, I make a request by email to the Housekeeper 
who will order the items for me. 

Clean the laundry 

54. Our team has a cleaning roster which indicates who will be cleaning the laundry at 
the end of each shift. 

55. Cleaning the laundry includes doing the following: 

(a) ensuring surfaces are dust free; 

(b) washing and wiping down the washing machines; 

(c) wiping down benches; 

(d) mopping floors; 

(e) emptying skip bins; and 

(f) sanitising handles 

56. The cleaning process is usually done by 2 people and takes approximately 15 to 20 
minutes. 

57. At the end of the shift, we tick off on the roster to confirm that we have cleaned the 
laundry. 

Supervision 

58. My direct supervisor is the Facility Manager. However, they do not directly supervise 
me on my day to day duties. 

59. I have had instances with my staff calling in sick which have led to only one person 
(myself) working on a certain day. I have made complaints about this to management 
as it is happening more frequently. It means we are understaffed; there is no buffer 
for sick leave. Having one person working on one shift is very stressful and hard work. 
Everyone at Allity will expect the same result as if two people are working in that shift 
even though they are aware that you are working by yourself. 

60 . I used to work overtime for 3 years straight but was never paid for any of it. I used to 
start at 5:30am when the workload was too high, just to get through the work. But I 
have stopped doing so because I am not paid anything extra. 

61. If I have a smaller issue in relation to work, I am more likely to go to my colleague 
Shirley who will assist me. We sort through any issues and work it out together. 

Changes over time 

62. As the Head Laundry Hand, I interact with the residents every day. The biggest 
change I have seen in the residents is that they are more depressed. I think when 
they get admitted to Allity, they miss their home and their surroundings. A lot of their 
decisions are made by their families and it becomes hard to adjust to a new 
environment. Even things like the food they eat becomes a difficult concept because 
they are provided with food that is so different from what they are used to. Upon 
arrival, I try to develop a personal connection with a resident and cheer them up. I 
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always engage with residents on my rounds as I am conscious that they do not get 
much social interaction and they seem to really benefit from it. 

63. Although it is not technically my job, if I notice a resident needs help I always try to 
assist. For example, one of the residents was using her buzzer because she needed 
help with toileting but all the nurses and care staff were busy and could not attend to 
her. She began to cry so I went into her room and helped her to go to the toilet. You 
are dealing with people and we are all part of one team. 

64. During one of my pick up and drop off rounds, I noticed that a resident in the dementia 
ward did not look like his normal self. He was going in and out of sleep. I called out 
to the nurse and emergency staff to make sure that he was okay. The nurse indicated 
that he might have been having a stroke and so she called the ambulance straight 
away. 

65. I have noticed that because the care staff are so low staffed, it is really difficult for 
them to maintain supervision of all the residents all the time. It is not their fault, it is 
the conditions they are put in. At times if I see a carer needing help with moving 
deliveries I will try to assist. 

66. My workload has gotten heavier. I get more requests from residents and more varied 
requests. Allity enforces to us that we should always put the needs of a resident first. 
We try our best to do this. 

67. I have seen an overall change in the health of residents over time. Residents are 
generally less mobile, less independent and need more assistance. The presence of 
dementia residents is more prevalent than it was before. You have to learn how to 
communicate with these residents so that they do not get aggravated when delivering 
their clothes. For example, one of the dementia residents was standing right at the 
door of their room. I had to lower my voice and tell her that I was just dropping off her 
clothes. By doing this, she felt safe. 

COVID 

68. At the start of COVID-19, Allity went into lockdown. During the lockdown, we had to 
wear masks and apply hand sanitiser all the time. Staff were also required to sign the 
COVID declaration every day and get their temperature checked. 

69. Staff were required to keep a distance from residents and only go near them when 
absolutely necessary. 

70. In the laundry, we followed the same infection control procedure as outlined above at 
paragraph 55. 

Pay 

71 . The low rate of pay means that I struggle week to week for survival. The pay that I 
receive does not match up to how life is today. Everything is so expensive and it 
becomes really stressful when you have to support other people in your family. 
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Agnes Charlier 

Date: 31 • 3 2 / 
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IN THE FAIR WORK COMMISSION 

FWC Matter no: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

REPLY WITNESS STATEMENT OF AGNES RENEE CHARLIER 

~nes Renee Charlier, of 
-· state as follows: 

1. I am a witness in these proceedings. 

2. I have previously provided a statement in respect of these proceedings, dated 31 

March 2021 ("my First Statement»}. 

3. I now provide the following information in addition to my First Statement. 

Employment 

4. Since providing the First Statement, I have continued to work in the same position 

as Head Laundry Hand. Allity Aged Care (Allity) has been taken over by Bolton 

Clarke and to my understanding, my employment has transferred to the new 

company. 

5. I am still employed on a permanent full·time basis and my service has continued. 

6. Since my First Statement, my pay has increased slightly from $22.00 per hour to 

$23.00 per hour. 

7. My hours have increased recently, and I am now required to work on Sunday. I 

started working Sundays at the end of January and have done that ever since. 

8. I now work approximately 86 hours per fortnight. 

9. This means my fortnightly take home pay is around $1 ,600.00, because of the 

additional hours and overtime. 

10. I have asked my employer to ask me before they put me on the roster for Sunday. 

11. However, I have continually been rostered on for the additional day without being 

asked. 
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12. We have not always had to work on Sundays. The last General Manager stopped 

rostering shifts on the Sunday. 

13. However, the new General Manager has re-opened the laundry on Sunday, but 

they are unable to find addition.al staff to work on that day. 

14. The reason for the additional Sunday shift is that there was too much work to be 

performed after the weekend when we returned on Monday and the person who 

worked Monday had to catch up on two days of work 

15. Staff and residents would complain that they had run out for linen. 

16. Management is currently only rostering one person on each Saturday and 

Sunday. I think that we need two people because we have to go to all six 

neighbourhoods, collect all of the linen, and complete the work of loading and 

unloading, drying, folding and delivering as described in my First Statement 

17. In my First Statement, I said that I managed a team of 5 people (including myself). 

I now have only two people in my team. 

18. Previously, the employees that were working with me on weekends were also 

working during the week. 

19. This is because the staff members I previously worked with during the week, as 

deposed in my First Statement, have been reallocated to other duties such as in 

the kitchen. 

20. Now, since January, during the week I work on my own and I am required to 

manage the laundry by myself. 

21. The cleaner sometimes helps me but there is no guarantee. 

22. We are very short-staffed. Allity is trying to employ people but it is often people 

without aged care experience. Even when they do hire, the staff members don't 

last long. For example, this year, I had a new employee working with me for five 

hours a day. She only lasted four weeks and then she left. She had no experience 

in Aged Care. 

23. In Laundry, in the past 12 months we have had four or five new employees start, 

including agency staff, but all of the new staff left within a matter of weeks. 
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24. Every time a new staff member started, I would have to train them. This is in 

addition to my normal duties. I have stopped agreeing to train them. 

25. The increase in hours and workload is very tiring. My body is getting very sore 

because it is heavy work. 

26. The workload causes me to be sore and achey after hours. Once I sit down it's 

hard to move again. This has gotten much worse since January when I have had 

to work alone. This leaves me very tired. 

27. I have to do the same work within the same amount of time, we have to push to 

get done what we have to do. 

28. Previously I would share the work, so that the physical work was distributed 

including the heavy lifting of wet linen. When I am on my own, I have to do all of 

the physical work and work much faster. I don't get a chance to stop. 

Lockdown 

29. Since my First Statement, we have been locked down at least three times last 

year and once this year. We have to lockdown when a resident or staff are infected 

in COVID19. 

30. This means that there are no visitors and residents are not allowed out and no

one is allowed in until they get tested. 

31. The longest lockdown I remember was 3 weeks, but most are around 14 days. 

32. Each time we have lockdown I have to wear full personal Protective Equipment 

(PPE) while I am working. This includes the goggles, the mask, the full-body long 

sleeves gown and the gloves over it. Even when there is not a lockdown we have 

to wear a mask and shield. I have had to learn how to work in a hot wet 

environment in PPE. It is very difficult. 

33. Even though I don't look after the residents, if a resident has COVID-19 I am 

required to manage the linen. We have a specified process for laundry in the event 

of infection. 

34. The person who looks after the resident will call me to pick up the linen and clothes 

which are put in a bag on a stick. 
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35. I then take it back to the laundry and put it straight in the infection and control 

cycle. 

36. It is very important that this is managed properly to avoid further contamination 

and spread of COVID-19 within the facility. 

Families 

37. The only families that were allowed to visit in lockdown were if we had a resident 

that was close to death. In that event, the home would allow the families to come 

and spend time with the resident. 

38. I have mostly been too busy to interact with the families, but I always greet them 

and have a brief exchange. I introduce myself to the families and let them know 

how it works in the laundry so that they know the processes and the resident 

knows the processes. 

39. I still interact with residents every day. I have observed that people in the home 

have changed. Residents are a lot quieter and they are not as friendly. 

Training 

40. Recently we have had to do extra training on PPE every two months. This training 

is one -on-one. We are required to show our team manager how we put on PPE 

and how we remove it. We have to sign that we completed the training each time. 

41. We also have had to do infection control training. In the laundry area, the training 

included how handle laundry, how to disperse, how to deal with handling infected 

garments and linen, the correct cycles, and how to keep the laundry room clean. 

I had not had this training previously and it was as Allity had introduced new rules 

and procedures to help to stop COVID-19 infection spreading. I expect that the 

new rules and procedures will be maintained permanently. 

42. This training was given to us online. We had to log the training and we received a 

certificate to say we have completed it. 

Technology 
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43. I understand that some employers in this case are saying that technology has 

made the jobs of Aged Care workers easier. I am not aware of any changes in 

technology implemented by Allity since I started that make my job easier. 

44. The only change I can think of is that about a year and a half ago, Allity starting 

required all the domestic staff (including myself) to use email. 

45. Allity now requires us to manage communication via email, and to now email the 

other staff. For example, any issues with work have to be emailed. 

46. We have never been trained on how.to use the _email system as Allity assumed 

that staff had the knowledge and experience. We have had to work it out 

ourselves. I was not computer literate and did not know how to use our email 

system. There is no support for the older generation working here. We are not 

computer-literate but we had to work it out ourselves. 

47. We now have to use email for doctor's certificates, COVID19 results and any 

issues with work. 

48. I understand that some employers in this case have said that there has been no 

change in the role of laundry staff over time. I don't agree with this. I repeat my 

First Statement in relation to my role and changes in it. 

Agnes Charlier 

Date: ).,/ ~f April to~Q.. 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF ANDREW WHYTE 

I, Andrew Paul Whyte, of , 
state as follows: 

Background 

1. I am 52 years old and was born on  

2. This statement is made from my own knowledge and belief, unless otherwise stated. 
Where statements are not made from my own knowledge, they are made to the best 
of my knowledge, information and belief and I have set out the sources of my 
knowledge, information and belief. 

Employment with Warrigal 

3. On 21 January 2019, I commenced employment as a Property Concierge 
Maintenance Officer at Warrigal Shell Cove (Warrigal). I do have access to a 
position description at the time of making this statement. 

4. Warrigal is an aged care facility which comprises of a care home (Care Home) 
which houses 128 beds, 47 houses and 32 Villas. The houses and villas are referred 
to by Warrigal as "Independent Living". 

5. As a Property Concierge Maintenance Officer, my duties and responsibilities are as 
follows (without limitation): 

(a) completing all maintenance jobs that have been logged in the online 
maintenance system called MEX. MEX filters the jobs into a program called E
Properties. At Warrigal, we log into E-Properties to look at the maintenance 
jobs we have to complete. I have been using this system for the entire time I 
have worked at Warrigal and was provided with training on how to use the 
software; 

(b) General maintenance duties, including: 

(i) painting; 

(ii) plumbing; 

(iii) gardening; 

(iv) replacing light bulbs; 

(v) wheelchair maintenance; 

(vi) kitchen equipment maintenance; and 

(vii) laundry equipment maintenance; 
ALG/5506404/SDH/61941374.1 
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(c) collecting and sorting rubbish for residents; 

( d) liaising with external contractors; 

(e) directing external contractors on how to perform work; and, 

(f) administrative duties, including creating purchase orders. 

6. Before performing any task, we complete risk assessments using a system called 
'Take 5'. This system is designed to take a common-sense approach to tasks and 
make sure I analyse and assess and risks that may be present. I am required to fill 
out a one-page document to use the assessment to minimise the risks as it prompts 
me to think about completing tasks safely. 

Supervision 

7. My current supervisor is , Maintenance Service Supervisor. 

8. I do not have any staff that report to me. We occasionally get volunteers to assist 
with maintenance however both my colleague ( ), and I guide them on 
their tasks. I have full responsibility for performance of my duties. 

9.  supervises three different Warrigal sites across NSW. In his position he 
oversees the sites and liaises with us via telephone and occasionally onsite. As a 
result, he does not supervise my day to day work but will visit the Warrigal site 
periodically. 

10. In his capacity as my supervisor,  allocates daily tasks to me. If he can't 
allocate tasks, we use the MEX system to determine which tasks need to be done. 

11. He usually liaises with  and I if there is a more contentious issue or if an item 
needs fixing where we are not able to give authority.  will provide us with 
his authority to proceed with repairing complex tasks. 

12.  also maintains the scheduling of maintenance and provides us with the 
details. 

13. Since the commencement of my employment,  has given me more 
responsibility. This is due to my extensive maintenance experience and his 
increased trust of my capabilities in the job. However, since COVID-19, I have been 
given additional responsibility as  has not been attending site as regularly. 

Terms and Conditions 

14. The terms and conditions of my employment are set out, in part, in the Warrigal and 
Health Services Union NSW Branch Support Services Enterprise Agreement 2017 
(EA). I understand from talking to the Union that I am covered by the Aged Care 
Award 2010, and would fall within the Aged Care Employee - Level 4 classification 
under Schedule B. 

15. I am employed under the EA as a Property Services Employee, Grade 3, Level 3. 

16. Since the commencement of my employment I have been employed on a full-time 
basis and work 38 hours per week from 7.30am until 4.00pm with a 30 minute lunch 
break, Monday to Friday. 
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17. I am also entitled to one accrued day off (ADO) every month. 

18. My current rate of pay is $30.71 per hour, which amounts to $1,180.75 per week, 
comprised of the following: 

(a) 38 hours at $30.71 per hour; and 

(b) a laundry allowance of $13. 77 per week. 

19. I am also required to be on an 'on call' roster which is rostered between seven 
maintenance employees at thirteen Warrigal sites across NSW. 

20. I am paid an allowance of $131.00 per week whilst on-call. I also receive a call-out 
rate when I am called out to a site. 

21. The on-call rate varies depending on the day and penalty rate. For example, I was 
recently called out to a site on a Sunday morning to complete a task. I was paid 
$61.42 per hour on this day as I received the double time penalty rate. However, the 
rate would be much less if I was called out on a weekday or a Saturday. 

22. I am rostered on the 'on call' roster approximately five times a year for a period of 
two weeks each lime. When I am rostered on call I am responsible for the following: 

(a) answering all calls related to out of hours maintenance jobs; 

(b) co-ordinating external contractors to attend and fix maintenance jobs; 

(c) attending to urgent and essential maintenance jobs; and 

{d) offering phone support to Warrigal facilities in the ACT. 

23. I also receive calls from sites which do not require me to attend a site to fix an issue. 

24. The amount of calls I receive while on call varies greatly. If the weather is bad, the 
amount of calls can increase as there is an increased likelihood of water leaks at 
different sites. 

25. On average I would estimate I receive three to four calls within a fortnight to attend a 
site. Additionally, I would estimate I receive around five calls for support that do not 
require me to attend a site. 

Employment History and Career Progression 

26. I have remained in the same position since my commencement with Warrigal. 

27. My employment with Warrigal is my first experience working in the aged care sector 
and with elderly residents. 

28. Prior to 2019, I worked as a Facility Manager for Australia Post for approximately 24 
years. I have been able to transfer the practical skills learnt during my time with 
Australia Post to my position with Warrigal. 

29. Over the past two years, my position duties and responsibilities have not changed 
much. 
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30. Warrigal has various levels of maintenance employees, including general 
maintenance officers, property concierge officers and supervisors. For example: 

(a) General maintenance staff are not trade qualified. They perform maintenance 
tasks which are not lengthy or technical and are more labour intensive; 

(b) Property concierge officers complete basic tasks like gardening, removing 
items from rooms ( old beds or old furniture), fixing door handles and any other 
general day to day maintenance; and 

(c) Supervisors have a less hands-on role and focus more on administrative 
tasks. They usually delegate tasks and usually oversee the compliance and 
standard of maintenance tasks. 

31. In 2020, I submitted a proposal to  our Property services manager to 
increase my salary for the following reasons: 

(a) my extensive management and maintenance experience (across many areas 
including painting, plumbing and electrical) and high level skills in those areas, 
which results in me completing jobs in an efficient and effective manner; 

(b) my problem-solving skills; and ability to manage teams of up to 100 staff in my 
previous roles with Australia Post 

(c) my ability to communicate with residents and keep them calm in situations 
where they are concerned about me conducting works. 

(Additional Skills) 

32. I was unsuccessful in obtaining a pay increase.  advised me that my 
qualifications suited the classification which was provided in the Award. I disputed 
this reasoning but was unsuccessful. All of the Additional Skills have meant that I 
can conduct more duties and tasks on my own without having to engage external 
contractors. 

33. For example, Warrigal Shell Cove is a fairly new build with the villas being only three 
years old. When the villas were built they had automatic windows installed. There 
are approximately 135 automatic windows in all of the Villas. 

34. Approximately 2 years ago, issues began occurring with the windows and we 
needed to engage an electrician to come out and fix them. The cost for the 
electrician to attend Warrigal and fix the issues, which were found to be faulty 
motors, cost Warrigal between $500-$700 per attendance. 

35. After about ten faulty windows, I took the initiative to contact the window company 
and explained to them the issues that were occurring with the window motors. The 
company advised me that the motors were still under warranty and they sent out 
new motors free of charge. 

36. After receiving the motors, I spoke with the electrician and asked him if the motors 
could be replaced by me or if an electrician was required to replace them. The 
electrician advised me that I could replace the motor and showed me how to do so. 

37. Since then, there have been approximately five window motors which have needed 
replacing which I replaced using the new motors provided by the window company. 
This resulted in Warrigal not having to incur any additional costs. 
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Training History 

38. In 2010, I obtained a Diploma in Business Management through TAFE. 

39. In 2011, I obtained a Diploma in Workplace Health and Safety through TAFE. 

40. During my time at Australia Post, I gained experience in managing up to 100 
employees. 

41. Prior to my time at Australia Post, I gained a trade background in cabinet making 
and shop fitting. 

42. When applying for my position with Warrigal in 2018, Warrigal required the applicant 
to have more of a customer-focussed trade background, including dealing with 
customers, and developing customer relations both externally and internally. 

43. There was no requirement for any formal qualifications. As I understand it, there is 
still not a requirement for formal qualifications for the position of Property Concierge 
Maintenance. 

Duties and skills 

44. In my position as a Property Concierge Maintenance Officer. I am required to have 
various skills which enable me to perform my duties to the required standard. 

45. A typical day at work for me is as follows: 

(a) at 7.30am I arrive at work and am faced with various contractors who are 
attending the Warrigal site to conduct various works. I am required to co
ordinate all of the contractors by, (without limitation): 

(i) assisting them with the sign-in process at Warrigal; 

(ii) providing them with a key to Warrigal so they can move freely 
throughout the day; 

(iii) directing them to the location of the job; 

(iv) explaining to them the issues and reasons as to why they have been 
called out; 

(v) since March 2020 and COVID-19, conducting a temperature check and 
providing them with masks to wear, requesting them to fill out a COVID-
19 questionnaire and sign into the NSW COVID App. 

(b) once I have set up all the contractors, I usually check e-Properties to see what 
jobs have been logged by the nursing/caring staff and/or residents. It is then 
my responsibility to divvy up the tasks logged in the system between myself 
and , Property Concierge Officer; and 

(c) completing various maintenance tasks. 

46. On average, I would be required to attend to ten to twenty maintenance jobs per 
day. However, some jobs take too long to be completed in a day. For example, in or 
about January 2021, Warrigal had a water leak. It took me and  over a week to 
investigate assess the issue and identify the source of the leak and develop a plan 
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to fix it. Despite the length of time that this took to complete,  and I were able 
to save Warrigal money by identifying and resolving the issues ourselves without 
having to pay for external contractors. 

47. It is really important that I communicate with the residents and be part of the 
community. This was part of why Warrigal was looking for someone with good 
communication skills. For the residents this is not just a place where people work it 
is their home and we make up part of their community. This can often mean that it 
takes longer for us to complete our duties as we can't just rush around and do the 
job like a lot of maintenance officers. I always take the time to explain what I am 
doing with residents. 

48. I try to get to know as many of them as I can so I can have a sense of how they like 
to be communicated with. For example, Warrigal had a husband and wife duo living 
at the site whom I know very well and the husband has recently passed away. 

49. I received an email from the CEO advising me that the wife was very frustrated 
because she had no one to help her with little tasks that needed to be done to her 
room. I understood that her distress was as a result of losing a loved one and 
understood why she was irritated and upset. 

50. I knocked on her door to asked her how she was doing and offered her my 
condolences again. I asked her what she needed fixed in her room and ensured her 
I was there to help her to her. I proceeded to fix the maintenance issues in her room 
and also offered to assist with fixing her printer as she needed help with that as well. 
Obviously, this is outside of my role however I wanted to help her to make her feel 
better. I wanted to make sure she knew the support was there for her. I think it is 
important to smile and greet residents and make them feel that they are in a good 
place and all will be well. 

51. A big part of my job is managing my workload while still being available to speak 
with residents and appeasing individuals who are worried they may have been 
forgotten. I always try and explain to them in simple terms what we are doing and 
why there is a delay (if there is one). 

52. I am also responsible for identifying various health and safety risks throughout 
Warrigal. For example, I am responsible for assessing risks, checking fire panels 
and making sure they are isolated when building works are being undertaken. 

53. This is not only for the safety of contractors but also for the residents. It is important 
that there is minimal risk onsite as residents are fragile and easily hurt. This means 
that I have to take great care to set up barriers and make sure there aren't any trip 
hazards. 

54. I also have to adapt how I operate and communicate with residents. The key is to 
always communicate clearly and respectfully when speaking to residents in 
independent living and the Care Home itself. Their room is their home and you don't 
want to just walk in and start disrupting their space. If a resident has difficulty 
communicating, I always approach them in a friendly manner and explain what I will 
be doing in their room. This can be difficult sometimes so I also implement some 
hand gestures when necessary. 

55. Warrigal is located in a very culturally diverse area. This means that we have 
residents from various cultures including (without limitation) Macedonians, Anglo 
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Saxon, Italians and Japanese. If a resident has trouble understanding me I slow 
down my talking and use hand gestures. 

56. I have had to learn to communicate with residents from various backgrounds, 
including what may or may not be culturally sensitive. 

57. It is also important with all residents regardless of their cultural backgrounds that 
they are treated with respect. I find that by including them in my duties and job I can 
provide them with that. 

58. We also use hand gestures for people who are hard of hearing. If a carer sees the 
resident is having difficulty trying to understand us, they jump in and help us explain. 

Examples of duties and interactions with residents 

59. In or around early 2020, we had to pull down some of the blinds in the Care Home. 
While we were trying to complete this job, , a dementia resident approached us 
and started asking who we were and why we were in his house. 

60.  believed that the Care Home was in fact his personal home and not an aged 
care facility. We had to be very careful about how we responded to  as it could 
have resulted in him becoming agitated and aggressive. 

61. Working in an aged care facility, you learn over time how to communicate with 
dementia patients so Steve and I went along with  to make him believe that we 
were in his house. We spoke to him in a lowered and calm voice and said words to 
the effect of: 

(a) "Do you mind showing us around?" and/or 

(b) "Do you mind supervising us while we remove these binds?" 

62. By taking this approach and making  feel included, we were able to keep him 
calm and continue on with completing our duties without any concerns or problems 
arising. 

63. On 21 January 2020, I, along with , attended the dementia unit where we were 
required to build a special cabinet to hide and lock DVD's so that some of the more 
destructive residents weren't tempted to pick them up and throw them. 

64. When we arrived at the dementia unit, some of the residents were watching TV. 
 and I said hi to all the residents and engaged in chit chat as we know many of 

them on a personal level and it seems to make them happy when we stop to have a 
chat. 

65. One of the residents, whose name I can't now recall, engaged in a conversation 
with us and said hello when we arrived. This particular resident, despite being 
physically fit, has mental relapses where she doesn't know where she is. Usually, 
we let her tag along with us while we complete various jobs while she tries to figure 
out where she is. 

66. A regular job that we are required to attend to is collecting the rubbish bins from 
outside of the Independent Living apartments. Usually when we arrive at the 
resident's apartments, a lot of the residents will come out and say hello to us and let 
us know of various jobs that they need doing around the place. I have had to 
educate a lot of the residents on the a-Properties system and demonstrate how to 
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use it. It has taken some time to educate the residents on this but they have been 
understanding when I have explained to them that if I have 50 people tell me what 
their jobs are on my bin run then I won't remember all of the jobs that need to be 
done. 

67. On or about 21 January 2021, I was walking though the court yard of the dementia 
unit when I noticed a light bollard had been yanked out of the ground and the base 
was loose enough to be a safety concern. If I left the bollard as is, it could have led 
to electrical wires being exposed. I advised the staff of the hazard and put some 
witches' hats around the area in case any of the residents walked near it. I 
immediately contacted an electrician to attend Warrigal to fix the problem. 

68. Prior to COVID-19, I would engage with families and guests if I saw them at the site. 
You usually pass by them and stop and say hello to get to know the families of the 
residents at Warrigal. However, in the last 12 months this has been limited as family 
members were not allowed to come and visit the residents. 

Andrew Whyte 

Date: 2?../3faoz/ 
I I 
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IN THE FAIR WORK COMMISSION 
 

FWC Matter No: AM2020/99 
 

Application to vary or revoke the Aged Care Award 2010 
 

FURTHER WITNESS STATEMENT OF ANDREW WHYTE 
 

I, Andrew Paul Whyte, of , 

state as follows: 

 

1. I am a witness in these proceedings.  

2. I have filed a statement in these proceedings previously dated 23 March 2021 (My 

Previous Statement).  

3. Since filing My Previous Statement, my wife and I have both left the Aged Care 

industry in or around 12 November 2021.  

4. Even though there are so many roles in the Aged Care industry now and there is a 

huge staff shortage, my wife and I have decided we just can’t go back. We didn’t feel 

that we got paid enough for what we did and I found the work physically and 

emotionally exhausting.  

5. I have also spoken to others that have left the industry as well, and they have said to 

me that the pay is just not good enough and that is one of the reasons that they left.  

Employer Evidence 

6. I have reviewed the witness statements of the following witnesses in this case:  

(a)  Kim Bradshaw (Bradshaw Statement) (paragraphs 120 to 124); and  

(b)  Johannes Brockhaus (Brockhaus Statement) (paragraphs 138 to 141).  

7. I do not agree with the descriptions of my role as a maintenance employee in these 

statements.  

Bradshaw Statement 

8. I have reviewed the Bradshaw Statement at paragraphs 120 to 124. I am 

disappointed and surprised about the limited nature of the description of my role in 

these paragraphs.  
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9. It is not the case that maintenance employees at Warrigal only come into contact with 

residents on an infrequent basis. All of the maintenance work we do is performed in 

the residents’ home. That’s how I see it. We are entering their homes and I need to 

respect that. Accordingly, I was taught, and took great pride in treating the residents 

with respect and courtesy when we are carrying out our daily tasks. It is not the case 

that we simply walk around the Warrigal facility, ignoring residents unless we are 

required to directly interact with them.  

10. For example, when I am going to do a repair in a resident’s room, I make sure I knock 

on their door, explain why I am there, and ask permission to come in.  

11. I spoke to residents all day every day when I was performing my role, about a whole 

range of things- from their health and wellbeing, to stories about their lives when they 

were younger. Even though I am a maintenance employee, I still consider it to be part 

of my role to provide emotional support to residents, when I am able to. I will ask them 

how their day is going and sometimes this will lead to a conversation about their 

family.  

12. For some residents it is a rather lonely existence being in an aged care facility. 

Therefore, I think this part of my role is really important.  

13. As I have stated at paragraphs 59 to 68 of my previous statement, given I am 

constantly interacting with residents, I have observed that residents are particularly 

frail, and most have very limited mobility and many have dementia. This presents 

some difficulty for maintenance staff in their role, as sometimes it is difficult to explain 

why you are there or what you are doing to assist them.  

14. The example I have raised at paragraph 60 to 62 of My Previous Statement in relation 

to , is a perfect example of how maintenance staff are required to use a whole 

range of skills to manage frail and cognitive impaired residents in carrying out their 

work. In addition to the matters I have raised in those paragraphs I note the following:  

(a) Having spoken to  on many occasions I was aware that  was an ex-

police officer who had dementia. He believed the Care Home was his personal 

home that he had built with his son;  

(b) As we were replacing the blinds he approached my colleague and I and said 

words to the effect of “who authorised you to come in here”. It was clear to me 

that he was agitated and confused;  
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(c) Given I was aware that he had worked as a police officer previously, due to my 

previous interactions with him, I responded to  by stating words to the effect 

of “Oh,  sorry, the police have told us we need to fix these blinds to make 

sure everything is safe, is that ok with you”.   demeanour calmed and he 

responded by stating “Oh, I suppose so”;  

(d) To further include  in what we were doing, I then asked  to supervise 

our work as we went from room to room. Intermittently throughout completing 

the job, I asked  questions to the effect of “how do you think we are doing 

?” and “do you think we are doing a good job?’”.  

(e) After a period of time,  became tired and told us he was going to go back 

to his room. He appeared much happier than when he first joined us in his room. 

15. The interaction I had with  on this day was not unusual. It was common place 

and was an integral part of my role. Accordingly, I was required to understand how to 

interact with residents of varying cognitive abilities, in order to complete my job safely 

and respectfully.  

16. In addition, it is not the case that I only interact with residents when I am “fixing toilets”. 

I have taken the initiative to go and visit residents, independently of performing my 

maintenance tasks, to see if they are ok. In the independent living part of the Warrigal 

facility, some of the residents are there with their partners. There was an occasion 

when I learnt that a resident’s husband had passed away. I had previously developed 

a friendly relationship with the lady and her husband. I decided to knock on her door 

to have a chat with her to see how she was going, even though there was no 

maintenance work to do be done.  I made time for this. It is often the case that once 

someone dies, after a few weeks, people forget that the loved one is still dealing with 

the grief. I did this because I just thought it was the right thing to do. Also, at Warrigal 

we are told that we are all supposed to play a part in the community.  

Brockhaus Statement 

17. I do not agree with paragraphs 138 to 141 of the Bockhaus Statement. In particular 

the assertion that Maintenance staff have “very limited interactions with residents” is 

incorrect (at Warrigal). I had daily and extensive contact with residents as this was 

my and Warrigal’s preference. 
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18. In addition to the example above, I remember one lady who thought she was still in 

her 50’s when she was much, much older. I would just pretend that was the case, 

and sort of play along so that she wouldn’t get upset or agitated. With other residents, 

I would sometimes have to introduce myself 20 times a day as I was carrying out my 

role, otherwise they would forget who I was. I just had to stay calm and polite and 

engage with residents with memory loss with respect. 

Technology  

19. I have been advised that employers have submitted evidence which indicates that 

technology has made our jobs easier. This is just not the case, especially for me, 

given it is my job to maintain all of the technology and make sure it is working.  

20. It is the case that machines, including call buttons and iPhones don’t always do what 

they are supposed to do, which can make personal care workers, and maintenance 

staff’s roles very difficult. 

21. I was constantly fixing the call button system at Warrigal. All the call buttons go into 

a network and tap into an Internet Service Provider (ISP). The ISP is connected to 

software which alerts call stations when a resident presses the button if they need 

assistance. Once the resident presses the button the personal care workers would 

have a certain amount of time to reach the resident and deactivate the signal when 

they arrived. What ended up happening is that some buttons stopped connecting with 

the network. Where this occurred, we would have to disconnect it, and re set it. If this 

didn’t work we would have to contact the company who supplied the technology and 

go through a troubleshooting exercise. This of course took time and skill.  

22. However, most importantly, not having functional call buttons is a serious and 

dangerous state of affairs, particularly because you might only find out the call button 

isn’t working, if a resident has attempted to use it in an emergency and no one has 

heard it. Accordingly, in addition to the technical expertise that was required to fix this 

kind of technology, there is also a great sense of responsibility in being able to fix the 

equipment because in some cases it could mean life or death for a resident.  

23. Electrical bed mats are also used in the facility. The purpose of these mats, is to 

trigger an alert where a resident gets out of bed, or has a fall during the middle of the 

night. Often these mats would malfunction and we would have to do a diagnostic to 

try and figure out what the problem was. As with the call button network, these bed 
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mats were a really important safety device which, if left broken could lead to a resident 

incurring a serious injury.  

COVID  

24. Like all employees in the Aged Care industry, during the COVID outbreaks at the end 

of last year, our jobs became more difficult than usual and there were a number of 

challenges we needed to overcome.  

25. All maintenance staff were required to wear face masks when they were performing 

work inside the Care Home. Wearing this kind of PPE made it difficult to interact with 

residents in the way we usually would because it was difficult to communicate with 

them. In my experience, residents were particularly agitated during this time as well. 

In order to address this, I would explain who I was to each resident, to try and address 

their concerns.  

26. Further, one of the challenges I faced in my role, was making sure all outside 

contractors that we used were compliant with the COVID-19 protocols of being fully 

vaccinated. It was part of my role to go through the list of companies and make sure 

they were compliant. If the company could not guarantee their contractors were fully 

vaccinated we would not allow them onsite, and I would have to find an alternative 

solution to the problem that they were assisting with, like finding an alternate provider 

 

Andrew Whyte 

……………………… 

ANDREW WHYTE 

DATE: 21 April 2022 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF KRISTY YOUD 

I, Kristy Louise Youd, of  say as 
follows: 

1. I am currently  years old and was born on . 

2. I am employed as a part time Aged Care Employee Level 4 for Masonic Care 
Tasmania (Masonic). 

3. This statement is made from my own knowledge and belief unless otherwise stated. 
Where statements are not made from my own knowledge, they are made to the best 
of my knowledge, information and belief and I have set out the sources of my 
knowledge, information and belief. 

Employment history and career progression 

4. I have worked in aged care for approximately sixteen years. 

5. I started with Masonic Care Northern Tasmania, which is what it was called then, in 
or around August 2005 doing on-the-job training as part of my Certificate Ill in Aged 
Care. 

6. Masonic Care Tasmania is a not-for-profit Aged Care provider with three facilities 
around Tasmania. These are Fred French and Peacehaven in Launceston and 
Freemasons in Hobart. 

7. I work at the Fred French Facility in Newstead in Launceston. When I started there, 
it was split between low care and high care residents. Now almost every resident is 
high care and at least 50% of the residents have dementia or some other form of 
cognitive impairment. 

8. Masonic Care offered me a job as a casual Extended Care Assistant Level 2 four 
weeks into my training. 

9. I started work as a casual in or around November 2005. 

10. I was in that position for around ten months. 

11. In September 2006, I wrote a letter to the Director of Nursing asking if I could 
permanently pick up night shifts that I had been covering for a member of staff who 
had left Masonic Care. 

12. I got a response within about two weeks from her offering me a permanent part time 
Extended Care Assistant Level 2 position covering those shifts. 

13. Back then, I did shifts between two facilities, Fred French and Peacehaven. 
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14. I was working around eighty hours a fortnight. Twenty hours doing my guaranteed 
night shifts and the remainder, picking up other shifts to cover staff absences. 

15. The Masonic Homes of Northern Tasmania General Staff Enterprise Agreement 
2012 (and the previous agreement and/or Award) said that after a certain number of 
hours, you moved up to an Extended Care Assistant Level 3. After a certain number 
of hours more, you then moved up to an Extended Care Assistant Level 4. I moved 
up to level 3 in June 2007. I subsequently moved to level 4 sometime thereafter, 
however I am unable to say accurately when. 

16. I now work only at Fred French for one hundred and twenty-seven hours per month, 
that is, eight shifts per fortnight. I cut down to seven shifts a fortnight back when my 
son was born , but when I stopped doing night shifts two years ago I took on an extra 
shifts because of the loss in pay from stopping night shifts. I only work morning and 
afternoon shifts now. I work either day shifts which commence at 7 am and conclude 
at 3 pm or afternoon shifts which commence at 3 pm and conclude at 11 pm. I 
generally do not work on Monday or Tuesday of any week. 

17. My rate of pay is $23.70. I last had a pay rise in July 2020. 

18. Our Enterprise Agreement expired in or around January 2019. The union has been 
trying to negotiate it but Masonic Care seem to be trying to put it off. First, there was 
a new manager who was away when negotiations were due to start . Then COVI D hit 
and they've refused to bargain because of COVID. 

19. It recently came out that they had been underpaying us for three years because the 
Health and Community Services Union (HACSU) identified that the general staff 
hadn't been getting paid the right rate . I have since received backpay for the three 
years . 

Training History 

20, My first experience with the industry was through a job agency that offered a three 
week "Introduction to Aged Care" course. 

21. We went to visit Fred French. 

22. We made a resident's bed, went into the classroom at TAFE, and were given a quick 
run down of what you do in the industry and in the Certificate Ill Course. 

23. I started my Certificate Ill in Aged Care in or around June 2005 studying part-time 
doing classes from 9:30am to 2:30pm for two or three days per week. 

24. I finished that course in or around December 2005. 

25. Masonic Care required me to have that qualification to start my casual job, but there 
were existing staff who didn't have the qualification. New staff are now all required to 
hold at least a Certificate 111. 

26. I do not have any other qualifications but we were expected to participate in what was 
called the Bridge Program and is now called Altura Training or Education. It's an 
internet platform that involves education sessions on issues like hand washing , 
infection control and recognising elder abuse. 
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27. We watch a video or read through materials and then we have to answer questions 
about the video or materials. It can take between 10 and 30 minutes to complete. 

28. Work gets notified that you've done the module, and you get reminders about what's 
overdue. 

29. When COVID hit, there was a specific course we had to do on COVID. It was teaching 
us not to come into work if we were sick, the importance of our hand hygiene and 
how to correctly use and dispose of personal protective equipment. We then had to 
implement that. A lot of it was pretty stock-standard but it was more about reminding 
yourself to be really careful. This was required to be completed by 31 March 2021. 

Description of Tasks and Explanation of Skills 

30, A morning shift at work looks like the following: 

(a) I arrive at work at 7:00am and go up to my designated area. This will be the 
same each shift. We are supposed to start each shift by visiting each 
resident that we are looking after to make sure that they are okay and that 
they haven't fallen or require any other assistance. 

(b) I get my handover sheet for the day and find out which residents are due for 
a shower or a wash that day. 

(c) We then have a look at which residents will require one or two staff. We look 
at the computer to figure out who that might be or a staff member who is 
finishing their shift will give us the information. If someone has had their 
mobility change, for example because of a fall, our Clinical Nurse Manager 
will also send around an email telling staff that. 

(d) Residents will need two staff because they need a particular lift used, 
because they are very frail and because a resident has had a fall and/or 
might be feeling unsteady and/or are anxious about falling. 

(e) I then go to get my partner and hope that we're not understaffed because at, 
least half of the time, we are. 

(f) Two staff go to attend to the doubles while the third goes to do the singles if 
we are short staffed . 

(g:) This is hard, because there are three or four singles who want to get up at 
the same time. I take the approach of saying words to the effect of "I am 
sorry, I'm in with someone and I will try to get to you soon." When I do get to 
them, I'll say sorry again about the delay. We are just constantly apologising 
to residents because there is nothing we can do with the staff that we have. 
Sometimes residents will get quite angry if we are delayed and might even 
refuse care. 

(h) There's a routine of who we go to first based on our knowledge of the 
residents. For example, there is a particular resident who we have figured 
out needs to be looked after first. We also assess whether one resident might 
be a higher fall risk than another and deal with that by attending to them first. 
We will also go to the Enrolled Nurse, who then organises for them to be 
assessed by a physio if there is a decline in mobility. 
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(i) When residents get up is meant to be dictated by them, but it is impossible 
if we have seven who want to get up at 7:00am. We are often short-staffed 
and this can lead to delays in assisting residents. 

(j) We receive abuse from residents, who can be quite angry if they can't get 
out of bed without us and have to wait. After you go to the fourth or fifth 
person who is abusing you, you can be quite stressed but you need to stay 
patient and communicate in a calm way so that they understand why you 
have prioritized some residents over others. 

(k) One of the kitchen staff will usually come up to the kitchenette by 7:30am. I 
let them know who is ready to have their breakfast. They will deliver it to the 
residents, but they are meant to be out of the kitchen by between 8:30am 
and 9:00am. This means that if any residents have had a sleep in, I need to 
prepare their breakfast. 

(I) We finish up with getting them ready for the day between 10am-11 :30am. 
We have to shower them, dry them , apply certain creams for their wounds, 
blow-dry their hair, shave them and dress them. At times we don't get a 
break before we have to start bringing residents out for lunch at quarter to 
12. 

(m) We go around to their rooms and ask them what they want for lunch. They 
have two options, but whether those options are available will vary from day 
to day. 

{n) Those who are in princess chairs need to be wheeled out. Princess chairs 
are a vinyl covered chair with a reclining action , a foot rest and wheels . 

(a) We also assist the ones that walk out. 

(p) If they're staying in bed, we need to get them set up for when we bring lunch 
into them . 

(q) Most of the residents we get up. If they do stay in their rooms, we feed them 
in their beds. The kitchen staff dish the food up and if we are not feeding a 
resident at the time, we go and hand it out to the residents. If we are busy, 
the kitchen staff will take them out to the residents. If residents are not eating , 
we will report it to the EN as this might be an indication of an underlying 
mental or physical health issue. We then offer them other food options . 

(r) Lunch finishes at around 12:45pm. 

(s) At times, after that it gets a lot slower paced, and one staff member usually 
goes home. 

(t) At 1 pm, 1 member of staff goes on lunch, so we only have two of us to care 
for residents. 

(u) During the afternoon we do paperwork and/or computer work for the 
residents we are looking after.This can be up to 30 residents depending 
where in the facility you work. This takes us through to the end of our shift. 
This paperwork includes: 

(i) We need to fill out a bowel chart tracking their bowel movements. 
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(ii) We fill out Activities of Daily Living sheet, which is whether you've 
showered or sponged them and what assistance they needed in dressing 
them. 

(iii) If they're on food and fluid charting, you have to document what they eat 
and drink. 

(iv) hearing aide-based charts. These charts have the resident's name on it. 
You put a date on the left-hand side and put what time you put the hearing 
aids in . Whoever removes them of an evening has to sign the chart as 
well. 

(v) sensor beam charts. These charts have twenty-four hours marked on 
them. You have to sign to say that you have physically checked that 
resident and their sensor beam every hour; and 

(vi) behaviour charts. These charts include a section about wandering, 
physical behaviours and verbal behaviours. If the resident is yelling, we 
put down when that incident happened. 

(vii) Continence assessments. 

(viii) There is special documentation for ACFI that we need to fill in, as well as 
the care and massage log. 

(v) We have to sign to say that we are supervising the dining room during their 
meal times. 

(w) There's a lot to log because apart from feeding them , you're attending to the 
care of all the residents . 

(x) Sometimes we have to stay past 3 to finish our paperwork, and if we do stay 
past 3, we don't get paid for it. Not finishing the paperwork is not an option. 

31 . I spend so much time around residents that I now realise straight away if something 
is wrong. I also pick things up when reading the paperwork. If I find something in the 
paperwork or see something concerning, I immediately report that to the EN , who is 
at the start of the chain of command . The EN might have suggestions about what I 
can do or I might come up with options. The care staff will then implement what we 
can. We will then go to the EN to report on the outcome. If it has worked, the clinical 
staff will vary their care plan. 

32. I had a lady who repeatedly physically attacked me and other care staff. Management 
were aware of this as it went on for so long. We tried to implement strategies and 
nothing worked. This is an extreme example but usually it takes a really long time for 
things to be managed. For example, it felt like it took a year and a half for us to get 
new standing hoists to lift residents, so we had to share a single lift device between 
three separate areas of the facility . This caused untold delays and conflict. 

Supervision 

33. My supervisor is the Nurse in Charge, then the Clinical Nurse Manager, and the 
Facility Manager sits above that position . 
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34_ We go through Facility Managers quite quickly. 

35. The Clinical Nurse Manager's classification is as a Registered Nurse (RN). 

36. When we are severely short, the Clinical Nurse Manager will occasionally come out 
and help make beds. She's covered under the Nurses Agreement. The Clinical Nurse 
Manager will manage schedule 8 medication provision in the morning because it's 
usually only her and another RN who are in the building . 

37. The other nurses are more likely to come out and help on the floor. The Clinical Nurse 
Manager will usually be in her office. She'll only come out to the floor to delegate or 
if everything is very busy 

38. The cleaners and laundry staff will help make a bed if we need . 

39. There might be one day where all the managers are coming out to help and then for 
two months, no one will come out. 

40. We used to have a lot more hands on assistance. 

Changes over time 

41. Our level of responsibility has increased over time because the needs of the residents 
have gotten so much greater. 

42. We do a lot more than I did when I started . On night shift when I first started, there 
would be two carers and two nurses. That meant that if there was some clinical need 
that wouldn 't come under my scope of practice , a nurse would be there to deal with 
it. Now, it is just us carers . We need to just deal with any medical emergencies as 
best we can until a nurse can attend them , 

43. We're always on the go and haven't got as much time as we really need to chat with 
the residents and make them feel included and supported. 

44. We used to be able to do that when there were more staff on per shift and it was a 
smaller facility . 

45. There are a lot more poor behaviours from residents now than there used to be. 
think this is because they are coming into Aged Care later and when they are frailer 
or more demented. This makes them much harder to deal with both physically and 
mentally. 

46 . Residents are now a lot more demanding and are so set in their ways about how they 
want things done. 

47 , Some will scream and yell if they have to wait for care needs. 

48. When they come in, management ask what time they want their shower or what their 
personal scheduling preferences are. 

49. One resident , who has dementia, if he can get out of the door, he will go. He needs 
to be watched as much as possible. When he leaves , we are deployed to look for 
him. 
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50. A lot of the issues come back to loneliness, but we don't have the time to sit there 
and have a long chat with them. I wish we did. I always try and talk to them while I 
am performing my tasks but I have to prioritise getting all of the work done and I 
simply do not have time to spend with residents if I am not attending to their direct 
care needs. 

51 , I am on worker's compensation doing light duties at the moment so it is easier to find 
five or ten minutes to sit with the residents. 

52. Once I am off it, it will be harder to find that time. 

53, There are three residents here with a disability, one of whom can't communicate at 
all. 

54, There is an  lady who has had a stroke and has only basic English. We use a 
little flip book to communicate with her- for example- it has pictures in it like a picture 
of a drink. We can figure out what she wants by using the book, on most occasions. 
Sometimes she will get quite frustrated and will lash out. There will be times that 
there are only men working and she will refuse care if there is a man present. I try 
and work around this by working without men with her and talking to her calmly. 

55, She will hit you if she doesn't like you and yell at you. It is a bit harder to know when 
she is going to hit you . You don't get as much of a warning . You go in and then she 
will strike out at you to hit you away. On the odd occasion , she might start getting a 
bit crabby with me. I deploy the tactic of leaving the room to allow her to calm down. 
One of the residents is very hard to understand at times. It gives you a bit more 
patience, because you need to sit there and really listen when he talks so that you 
understand his needs but also so that he feels that he is being heard and engaged 
with 

56. If any tasks gets taken out, it generally gets replaced. 

57 For example, we used to have to set breakfast trays and fill up all the water jugs. Just 
before I finished working night shift, those got taken away but now, every so often, 
wheelchairs will need to be cleaned. 

58. The afternoon staff will leave out four to five wheelchairs to be cleaned. 

59. The cleaner comes through for a more thorough clean. 

60. Kitchen staff come up to the kitchenette to prepare the breakfast for the residents but 
if there is anyone who hasn't had breakfast at the same time as everyone else, I need 
to prepare their breakfast. If someone has not had their breakfast, I offer them cereal , 
porridge, toast and eggs for breakfast. They might refuse everything, and then I have 
to ask if there is another option they would like. If they say no point blank, there is 
nothing I can do but report it to the nurse. 

61. I need to cater to resident choice and know resident's food preferences and allergies. 
I might know that a resident does not like cereal but they do like porridge. If someone 
wants eggs, I have to know how to cook them to their particular liking. I need to know 
to wear gloves and hairnets while handling the food to ensure food safety. 

62 The two wings upstairs used to have five carers per wing , and now they have four. 
So, we have to do more work for more frail and demented residents with less staff. 
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63. The number of nursing staff hasn't changed . 

64. I don't have to do medication, but I do need to look after the resident's medical needs. 

COVID 

If a resident has a wound, I report it to the nurse but I also need to know what to put 
on after their hygiene care. There is a resident who has fractured her knee. I have to 
try to manage hygiene while also looking after that and that impacts on the way we 
move her around. We need to keep that protected and supported . It is the same when 
a resident breaks a hip. We need to roll them in a certain way. You need to have 
pillows and a third person. 

65. Since COVID, things have been much more centred around ensuring hand hygiene. 
We have also been trying to do a little more for residents, particularly the residents 
who are really down in the dumps about not being able to see their families. We offer 
them the use of the iPad to Skype their family. I would also wheel them to the window 
so they could talk to their families through that. I would also try to keep them occupied 
and allay the concerns they get from watching the news. I had to provide a lot of 
reassurance and tender loving care. 

66. We need to be a lot more careful about when family come to visit. We need to 
supervise and support visitors more. 

67. They need to stay in the same room as their relative, they can't be out and about. 

68. We are also doing the same infection control as we've always done. 

69. For example, if you have a hoist and you needed to use it on a resident, you need to 
make sure it's had a thorough clean beforehand. 

Dealing with violent Residents 

70. Residents will sometimes be violent with you. For example, I have had my fingers 
squeezed until my blood vessels broke. I have been spat at, kicked and had my hair 
pulled. Sometimes when you're rolling a resident, they'll pinch you or scratch you. 

71 . For example, there was a lady, , who had dementia that has since passed 
away. She would take gouges of skin out of you almost every day. She had attacked 
other residents as well. All we could do was leave her and hope that when I went 
back that she might have calmed. 

72.  was an extreme scenario as she could be so violent. Towards the end, it was 
next to near impossible to provide care for her. 

73. One of the options that we had to adopt was to go in with three or four staff so we 
knew that we could restrain her so as not to get scratched and gouged . 

74. I had to assess when we could not safely care for her anymore. I did this by observing 
her symptoms and behavior. 

75. We were coming to the nurses with blood coming out of our arms and asking them if 
we could have a doctor review her. 

10561



Page 9

76. The doctor would come and review her and the doctor would say that we should give 
her medication to sedate her. I felt terrible because I didn't want to see her like a 
zombie on the medication but it got to the point where we would need two or three 
care staff there. 

77. No one has been physically violent with me for a while, but there a couple of current 
residents who are verbally abusive. 

78. 's situation was an extreme one. But usually I manage clients who are 
physically and verbally aggressive by adopting the following strategies: 

(a) Getting to know them and building a relationship of trust; 

(b) Understanding what will triggers them and trying to avoid those triggers; 

(c) Treating them with dignity and respect; 

(d) Speaking calmly when they get aggressive; 

(e) Understanding what each resident needs if their conduct is escalating (this 
could include removing ourselves from the room, let them calm down and 
then approach later); 

(f) Implementing a strategies tailored to each individual to de-escalate. 

79. If a resident is using sexually inappropriate language, we will remind them that that 
is inappropriate. If they persist, we will leave the room and report it to the nurse. The 
biggest thing is managing it amongst the staff. Some residents prefer to be attended 
by males and some by females so if that is an issue, we will approach someone in 
the team and ask them to go to that person. We have a new system where we put a 
pinky-red sticker if the resident prefers women, a blue sticker if they prefer male 
carers and no sticker if they don't mind. Most of the time we can only do our best in 
this regard because it is impossible to accommodate at all times. 

Why I work in Aged Care 

80, Sometimes I ask myself "how could I do this for this long?". 

81 . I love what I do and what I can do for the residents because I love them. 

82. As hard as it can be, there's always that one resident who makes your day by saying 
"thank you so much", 

83, For eight hours every day, I try to treat them like my Mum and Dad. 

Date: 24 March 2021 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

REPLY STATEMENT OF KRISTY YOUD 

 

I, Kristy Youd, Aged Care Employee, , state as follows:  

1. I am a witness in these proceedings.  

2. I have previously provided a statement in respect of these proceedings, dated 24 March 

2021 (“my first statement”). 

3. I now provide the following information in addition to my first statement.  

 

Change in hourly rate  

4. I am still employed as a part time Aged Care Employee Level 4 for Masonic Care Tasmania 

(“the Facility”).  

5. Since my first statement, my hourly rate has changed from $23.70 to $24.17 an hour. 

6. On 11 November 2021, all eligible staff were advised via email that they will receive a 2% pay 

increase which will be back dated to 1 July 2021. The pay increase was awarded as an 

acknowledgement that negotiations for the Masonic Care Tasmania General Staff Enterprise 

Agreement will be time consuming and a lengthy process.  

7. I am aware that this agreement has not been negotiated yet as there have been delays due 

to COVID-19.   

 

COVID-19  

Lockdowns 

8. In 2021, there were no lockdowns at the Facility. This is because at the time there were not 

many COVID-19 cases in Tasmania. However, if a staff member was unwell, they could not 

come to work and were required to get a PCR test. Staff were not allowed to return to work 

until they returned a negative result for the PCR test and provided evidence of the negative 

result to Clinical Nurse Manager (CNM) or sometimes Payroll.  

9. These measures were taken to prevent the risk of COVID-19 transmission within the Facility.  
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10. On 19 January 2022, the Facility activated the Outbreak Management Plan following one 

resident testing positive to COVID-19. The lockdown was approximately three weeks long. 

The Facility worked closely with the Tasmanian Public Health and Aged Care Emergency 

Operations Centre. No visitors were allowed to attend the Facility.  

11. An email was sent by the Facility Manager on 19 January 2022 to all staff notifying them that 

the Facility had activated the Outbreak Management Plan.  Under this plan, visitors were not 

allowed to attend the Facility. 

12. During this lockdown, staff and residents were regularly tested for COVID-19 as advised by 

the Tasmanian Public Health.  

13. A total of 11 residents contracted COVID-19 during this lockdown. Thankfully, no residents 

passed away during the outbreak at the Facility.  

14. The initial resident that contracted COVID-19 was isolated in his room. However, three to four 

days later, an additional 3 residents tested positive to COVID-19.    

15. The lockdown was a very stressful period and onerous on care workers.  

16. At the time, one wing of the Facility was closed off from the remainder of the Facility and no 

one had access to that space as there had been discussions that the wing would be knocked 

down and rebuilt. However, due to the growing number of COVID-19 positive residents, the 

Facility prepared the wing so that it could be used as an isolation wing. I observed that 

electricians were called in and a number of other safety checks were conducted to ensure 

that the wing was safe to be used for COVID-19 positive residents.  

17. Four residents were isolated within that wing to keep other residents safe and to control the 

spread and transmission of COVID-19 within the Facility.  

18. The Facility also allocated an additional Care worker and a Nurse to assist staff during the 

lockdown period in the isolation wing. These staff members were temporarily allocated to work 

in the isolation wing and were staff already employed by Masonic. Once the residents were 

cleared of the virus, they were able to go back to their rooms.  

19. It was very difficult to keep residents isolated from one another. For example, at the Facility 

there was a couple who had separate rooms, but they could open the divider to their rooms. 

As they were husband and wife, it was particularly difficult to keep them isolated and confined 

to their rooms. As a result, they both contracted COVID-19.  
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COVID-19 testing requirements  

20. Rapid Antigen Tests (“RATs”) were completed for all residents approximately every   three to 

four days at the Facility during the lockdown under the instructions of Tasmanian Public 

Health. These tests were performed by either the Clinical Nurse Manager (CNM) or Clinical 

Nurse (CN). 

21. On 20 January 2022, staff were also advised to return a negative Rapid Antigen Test prior to 

commencing their shift. Staff were tested prior to entering the Facility. Staff were tested in the 

undercover staff carpark, which is where the staff entrance door is. We were not paid for this 

time. 

22. The Facility conducted PCR tests for residents based on the advice from Public Health. The 

PCR testing was conducted by Sonic Pathology, and they would come in every 3-4 days to 

conduct the tests on the residents.   

23. On 21st March 2022, the Facility implemented the Outbreak Management Plan again following 

2 residents testing positive to COVID-19. However, this plan was only implemented on the 

wing which had COVID-19 positive residents. Staff were provided with RAT testing kits which 

allowed them to conduct the test at home. Each Care worker was given seven RAT testing 

kits. 

24. The CN or the CNM did not check the test result. It was presumed that if a staff member is at 

work, they are negative. I always took a photo of the test result; however, it was never checked 

by the Facility. It was expected that all staff would be honest. 

 

Impact on residents  

25. COVID-19 has negatively impacted on residents’ health and wellbeing.  

26. The lockdown period and the peak of COVID-19 was very tough for residents.  

27.  The majority of residents felt scared and were always concerned that they would contract 

COVID-19. If a resident tested positive to COVID-19, it spread fear and tension amongst other 

residents within the Facility.  

28. Residents were restricted to their room and could not go to other areas within the Facility. 

This increased the feeling of isolation and loneliness for residents.   

29. Face-to-face family visits were prohibited at the Facility during the lockdown.  

30. Some residents did not understand the risk and danger of COVID-19 and refused to cooperate 

with Care workers. For example, a man at the Facility did not understand what COVID-19 was 
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and would become aggressive towards Care workers and threatened staff because he wanted 

to leave his room. When he was aggressive, staff would leave his immediate vicinity, and 

reapproach later. We would also try to distract him, though this failed majority of times. When 

de-escalation strategies failed, we left the resident alone and gave him time to settle as if we 

continued to work with him, he would get more agitated and aggressive at times.  

31. Prior to the lockdown and COVID-19, residents interacted with fellow residents and would 

engage in recreational activities such as:  

(a) coffee club;  

(b) bible study group;  

(c) craft class; and  

(d) attending activities with Activity staff.  

32. During the lockdown and peak of COVID-19, residents could not engage in any activities and 

the only face-to-face interaction they had was with Facility staff, such as a Nurse or a Care 

worker.  

33. Activity staff visited residents during the lockdown and assisted residents with doing a video 

call with their family. If their family member did not have access to video calls, they were 

facilitated with mobile phone calls.  

34. This uplifted residents and gave them motivation. For example, some residents that I 

interacted with through my shift would always mention that they were going to video call their 

family that day and would get really excited and happy.  

35. Whilst residents had access to a TV in their room, I observed that residents became bored of 

watching TV and not being able to go outside of their rooms made them stir crazy and angry. 

For example, residents said words to the effect of “how long do I have to be locked in my 

room”. I had to assess the best method to deal with angry residents and implemented it. Some 

of the strategies I adopted included:  

(a) Reassuring the resident; 

(b) Offer a magazine or book to read;  

(c) Offer to organise a call with family or friends.  

36. Due to the needs of other residents, I was unable to spend quality one on one :1 time with 

residents. 

37. I am aware that some family members of residents also became annoyed and angry at staff 

because they were restricted from face-to-face access to the residents. Many residents 
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regularly asked Care workers, including myself as to why their family could not come to see 

them and why they were unable to meet at the window. We offered lots of reassurance and 

provided explanation as to why we were in lockdown. 

38. Behaviour of some residents was worrying at times. Care workers had to tolerate the 

aggression, frustration and abuse of some residents which made it difficult to complete work 

at times.  

 

Impact on staff  

39. COVID-19 had a detrimental impact on all staff, including myself.  

40. I was mostly anxious and scared of contracting COVID-19 and passing it on to the residents, 

particularly during the outbreak in January 2022.  

41. Working throughout the lockdown period was stressful as I have young children and a partner 

at home and was always scared as I did not want my family to be exposed to COVID-19.  

42. Irrespective of wearing PPE, I did not feel safe because COVID-19 can spread easily and is 

contagious.  

43. To protect my family, when I would return home after my shift, I always entered my house 

through the back door. I would remove my dirty work clothes, change into a gown, and place 

my clothes into the washing machine. I would wash my clothes 4 times a week (after each 

shift) and took hot showers after each shift. I took these measures to prevent the spread of 

germs in my house and to reduce the risk of spreading COVID-19 to my family.  

44. This was an ongoing practice during the lockdown period.  

45. The level of engagement that I had with my family during the lockdown period was minimised.  

46. After returning from work, I would always be tired, exhausted and had no energy to do 

anything. My routine included looking after my children, doing household chores, preparing 

dinner and if I was left with time, I would watch TV for a short period of time and go to bed. I 

barely have time for myself.   

47. I was always stressed and overwhelmed with work and did not have the energy to spend 

quality time engaging meaningfully with my family.  
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Personal Protective Equipment (PPE)  

48. Staff at the Facility were required to wear Personal Protective Equipment (“PPE”) during 

lockdown and in general to control the spread of COVID-19.  

49. During the lockdown, staff were required to wear the following PPE:  

(a) N95 mask;  

(b) gloves;  

(c) gown;  

(d) disposable shoe covers in Covid positive rooms; and  

(e) protective eye wear or face shield.  

50. Each Carer was required to wear their PPE prior to entering the resident’s room. In the 

January 2022 lockdown, Care workers wore their PPE at all times. The only time they were 

allowed to remove PPE was when going on a break or going outside the Facility.  

51. Staff were required to always have their gloves on unless they were leaving a COVID-19 

resident’s room, the staff room or sitting outside of the building.  

52. Carers could choose whether they wanted to wear protective eyewear or if they preferred a 

face shield.  

53. N95 face masks only became available to Carers and other Facility staff at the beginning of 

the first lockdown in January 2022.  

54. The PPE requirements for Care workers in 2021 and during the lockdown in 2022 were starkly 

different. For example, in 2021 Care workers were only required to wear a surgical mask when 

needed. However, during the lockdown the Facility PPE requirements were strict, and it was 

mandatory on all Carers to wear the appropriate protective gear.  

55. During the lockdown, staff entered into the building using the staff entrance door located in 

the staff car park of the Facility. A table was located inside the door which contained:  

(a) gloves;  

(b) protective eye wear;  

(c) face masks;  

(d) face shield;  
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(e) hand sanitiser;  

(f) gowns; and  

(g) information sheets outlining the appropriate way to wear and remove PPE.  

56. Care workers were required to wear the appropriate PPE prior to entering the corridors of 

each wing.  

57. Prior to leaving the room of COVID-19 positive residents, Carers were required to remove all 

their PPE and dispose of it appropriately.  

58. All staff at the Facility were required to complete the COVID-19 Outbreak Management 

Course. This was an online course which contained a series of modules that educated staff 

on the correct way of washing hands, wearing PPE, removing PPE and infection control 

measures.  

59. All staff were required to have this training completed by the end of March 2021. Infection 

control training and awareness is completed on an on-going basis.  I expect that many of the 

infection control procedures such as masks, handing washing and wearing gloves will be 

maintained even after COVID-19 goes away (if it ever does). 

 

Staffing levels  

60. Staffing is an ongoing issue at the Facility.  

61. Due to low staffing levels, the workload of Carers has increased, and Carers including myself, 

are required to take up additional duties to complete the work.  

62. The Facility tried to recruit two additional staff to resolve the understaffing issues. The Facility 

recruited 2 extra staff per shift due to COVID-19 lockdown and to ease the workload. However, 

this was a temporary arrangement, and it did not resolve the understaffing issues at the 

Facility.   

63. When the Facility is short staffed, Carers are not able to spend much time with residents other 

than attending to their basic care needs.  

64. Work becomes very challenging when Carers are absent from work due to sickness or if they 

cancel their shift. For example, on 28 March 2022, 5 Carers called in sick. This left only 5 

Carers for the majority of the shift. The Facility was able to get 2 Carers to come in, but they 

could not come in straight away to the shift. By the time the 2 Carers arrived at the Facility, a 

number of residents had been waiting to be assisted with getting up and others were yelling 

and swearing at Carers. We tried to reassure the residents, apologise, and offer an 
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explanation as to why they had been waiting. Some residents accepted this, while others 

remained angry and frustrated.  

65. Carers are also required to take up the work of other Carers that are absent. This increases 

the workload considerably as each Carer is looking after double the amount of residents than 

what they normally have. Additional tasks that Carers have to complete include:  

(a) provide hygiene care to additional residents;  

(b) feed additional residents;  

(c)  attend to the call bell of more residents; and 

(d) complete double the amount of paperwork on behalf of the absent Care worker. 

Completing paperwork is a time-consuming process.  

66. To operate some equipment such as a hoist, 2 Care workers are required. I have an arm injury 

and when operating a hoist, my arm sometimes gets sore and aches in which case I have to 

stop and rest. The Care worker I am with has to cover for me when I stop and rest. This puts 

more pressure on the other Carer.  

67. There are currently no full-time Care workers at the Facility. This has been the case for many 

years.  

68. The working hours of Care workers also vary. For example, some Carers work from 7am to 

1pm and other Carers work from 7am to 3pm. Each wing has 1 Care worker that works from 

7am to 1pm. When that Carer finishes at 1pm, the Carers finishing at 3pm are required to 

complete any outstanding work.  

 

Increased workload  

69. The duties of Carers expanded during lockdown and peak of COVID-19.  

70. During the lockdown Care staff were required to be aware of current, and any new symptoms  

of residents and be extra vigilant if a resident had COVID-19. Carers were required to:  

(a) conduct regular checks on residents;  

(b) be aware of current symptoms and any changes in the symptoms of residents with 

COVID-19; and 

(c) ensure that equipment used for the care of a resident such as hoists and shower chairs 

were cleaned. I was required to wipe down equipment with an alcoholic/sanitiser wipe 

after using them. 
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71. The duties of a Care worker also increase when looking after residents with special needs or 

those that are bed ridden. In such cases, two Care workers are required for the resident. For 

example, a resident at the Facility requires dialysis. In this circumstance, it takes up to twenty 

minutes for two Carers to care for that particular resident alone and leaves 1 Carer to look 

after up to 31 residents. Care Staff are required to prepare the resident for dialysis by ensuring 

he is hoisted into a wheeled chair that reclines, is wearing appropriate and accessible clothing, 

weigh him prior to leaving the facility, and attend hygiene care as required. His dialysis is done 

external of the facility. 

72. Residents also become frustrated and angry at Carers if they do not assist them as soon as 

they ring the bell. For example, a lady at the Facility has a routine she likes to follow and has 

difficulty communicating in English. She refuses to be assisted by new Carers at the Facility.  

In that situation, I have to leave everything and attend to her. However, one particular day 

when I attended to her and asked if she needed help, she ignored me, started yelling at me 

and swinging her arms. The resident also tried to run me over with her wheelchair simply 

because her call bell had not been answered when she had initially rung, which had made her 

angry. I tried to communicate with her and explain the reasons why her bell was not answered 

as soon as she had called, to no avail. I left the room as I was concerned for my safety. I 

reported this to the CN. I tried to reapproach at a later time, but she was still angry and refused 

care.  

 

Changes over time  

73. I understand that some witnesses on behalf of employer groups have given evidence that 

the introduction of technology in certain areas has made the job of care staff easier. I don’t 

agree with this.  

74. Technology has not made the job of a carer easier.  

75. When I first started working as a Carer in 2005, it was common practice to write handwritten 

notes for each resident and it could be easily accessed. However, now you must first login to 

the computer and must type notes which takes longer to do than paperwork.  

76. I am aware that a lot of staff that I started with 17 years ago agree that it was easier when 

they had to do handwritten paperwork. We still have to do some paperwork manually, but 

mostly we use the computer.   
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------------------------ 

Kristy Youd 

Date: 19/04/2022 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF KEVIN MILLS 

I, Kevin Mills, Gardener, of  make the following 
statement: 

Employment background 

1. This statement is made from my own knowledge and belief, unless 
otherwise stated. Where statements are not made from my own knowledge, 
they are made to the best of my knowledge, information and belief and I 
have set out the sources of my knowledge, information and belief. 

2. I started work as an apprentice greenkeeper in about 1975 at Woonona
Bulli RSL Bowling Club. I completed 4 years of an apprenticeship to 
become an assistant greenkeeper. I was there for approximately 12 years. 

3. I then worked at Thirroul Bowling Club as assistant greenkeeper. I 
continued there for at least another 12 years. I finished there in 1999 when I 
was made redundant. 

4. I took a job as a Gardener at Warrigal Aged Care Facility (Warrigal) in 2000. 

5. When I commenced with Warrigal I was working at a 'run ' of facilities 
through the lllawarra and Southern Highlands. Now I am the Gardener for 
Albion Park Rail, Albion Park and Mount Warrigal Facilities. I have been 
working at these three sites for about the last 4 years. I am responsible for 
the gardens at these residential aged care facilities on my own. 

6. Albion Park Rail has the headquarters administration building Warrigal , 64 
independent living units, it has about 160 beds in the residential nursing 
facility . Albion Park has 16 villas. Mount Warrigal has about 40 beds in it's 
residential facility. 

Qualifications 

7. I hold a trade certificate in Greenkeeping. 

8. I hold a Chainsaw Operating Certificate. 

9. Additionally, I have completed training in : 

(a) Workplace Health and Safety, 

(b) Fire awareness and evacuation , 

(c) Customer relations, 

(d) Manual handling and back care, 
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(e) Providing first-aid, 

(f) Discrimination/bullying and harassment, 

(g) Elder protection, 

(h) Infection control, 

(i) Privacy legislation, and 

U) COVID 19. 

10. All of that training is relevant to my current work. I use all of my skills as a 
Greenkeeper in my role . 

11 . My trade in Greenkeeping included preparing bowling greens for play and 
maintaining surrounds and gardens, including fertilising , mowing, top 
dressing, pruning , identifying plants and pests, mulching, chemical spraying , 
and creating a safe environment for visitors and staff. 

Hours of Work 

12. I currently work 40 hours a week. I earn a flexi-day once a month. 

13. I am paid $29.05 per hour and I am classified as a Property Services 
Department - Maintenance Gardener A Annexed hereto and marked as 
KM-1 is a copy of a recent payslip. 

14. I usually work 7:30am - 4:00pm. I will generally arrive at work just after 7am. 
I work Monday-Friday. 

15. I will usually start the day at Albion Park Rail, and then will travel to the 
other sites depending on the need. I am in effect based at Albion Park Rail 
as it is by far the largest facility of the three facilities. 

Duties 

16. I am allocated jobs through the 'e-Property' system. Jobs or tasks come 
through to my phone. My ordinary work will involve the following: 

(a) I will usually start off with work on residents ' garden beds that are 
attached to the villas. 

(b) If a resident has left a villa , I will undertake a 'refurbishment' of the 
gardens. In a refurbishment I am responsible for all aspects of garden 
design, landscaping, and beautification for resale of the villa. 

(c) I lay turf from time to time. 

(d) I am responsible for about 24,000 plants. I need to maintain those 
plants, care for them and ensure they look attractive . 

(e) In addition to the villa gardens. I am responsible for the maintenance of 
the courtyard gardens in the nursing home. This includes the hardscape 
(concrete, bricks, stone and paving) and the softscape- the living element of 
the garden. 
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(f) I am also responsible for the administration garden. That involves indoor 
and outdoor plants. 

(g) I am responsible for all of the footpaths , keystone walling and other 
landscape features. 

(h) I am responsible for monitoring all of the trees. I am responsible for 
assessing the health of the trees and deciding whether there is a need for 
an arborist or other removal or lopping assistance. If that is necessary, it is 
my responsibility to make all the relevant arrangements with third parties. I 
will seek council approval for tree removal. I then arrange a quote from the 
arborist. Once I have a quote I seek approval from my supervisor, who 
discussed the matter with more senior management. 

(i) I am responsible for maintaining and ensuring the upkeep of all 
machinery and equipment. 

U) Throughout different tasks I will accumulate waste or other refuse that I 
am responsible for disposing of. I keep records of the dump loads that I 
undertake. 

(k) I am responsible for the disposal of used or irreparable equipment from 
time to time. This includes equipment such as old hospital beds or furniture. 
Th is might involve special disposal , such as 'steel loads.' 

(I) I also do some painting of outdoor furniture. 

17. All of my duties need to be undertaken with consideration and respect for 
the needs of the residents . 

18. I am reqired to use my phone daily for all computer work including: e
Property, emails, messaging, etc. All jobs have to be logged in and closed 
off by me. Other jobs are also entered by my supervisor which I have to 
close off upon completion. 

19. I have a supervisor. He is responsible for supervising the work performed 
by maintenance staff, gardening staff and othe facility issues. My supervisor 
might contact me to tell me that a particular job is a priority. Otherwise in my 
day-to-day work, I work autonomously without any direct supervision. 

Engagement with residents 

20. Residents are allocated a patch of garden. They will often , when they first 
move-in, want to take sole responsibility for their patch of garden. Over time, 
a residents health usually deteriorates and they will need more and more 
support with the care of their garden. 

21 . It is necessary in those circumstances to work directly with the resident. I 
need to gain an understanding of what their vision is for their garden and 
work out how to implement what they want in a way that is user friendly for 
them and meets their aesthetic preferences. To do this I need to take into 
account their mobility and ability. 
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22. For those residents who want to be involved, it is important that I support 
their involvement and support their agency in making the decisions about 
their garden. This can have many challenges, but I hope to maintain a 
situation where residents feel engaged with their garden, proud of how it 
looks and how it reflects their individuality. To the greatest extent possible I 
want to ensure that they are actively engaged with the garden's design and 
upkeep. 

23. I interact and engage with residents directly and frequently every day. This 
is encouraged by Warrigal as Warrigal has a resident focussed philosophy. 
After receiving an e-Property request that relates to a residence, I attend 
the resident's property and discuss with them what they require. I answer 
their questions and we come to an agreement as to what needs to be done 
and how it will be done. Different residents will want to have different levels 
of engagement with how things are to be done and I need to be alert to that 
and accommodate that. 

24. Some residents want to actively help in the gardening work. I have to 
supervise them closely, making sure of their safety. This can be quite 
challeng ing at times especially as some residents have symptoms of 
dementia. I make efforts to involve residents to the greatest extent possible. 

25. My job also requires me to manage disputes between residents over shared 
gardens and common areas. It requires a lot of patience and mediation 
ski lls to come to a joint agreement, sometimes dealing with strong feelings 
by multiple parties. 

26. Many residents take great pride in their gardens and over the course of my 
20 years of employment with Warrigal many residents have commented to 
me how professionally I have executed my duties. I have also received 
many certificates from Warrigal relating to my "Excellence in Service to 
Older People". 

Design of gardens 

27. In the design of a garden there are many factors that need to be considered. 
Far beyond how things are going to look, there are important factors I need 
to take into account at the design stage, such as: 

(a) What pathing or access needs to be provided for. The path width , incline, 
steps, other accessibility features such as railing and slip-risk reducing 
features. I need to consider what is generally necessary, what meets the 
resident's current needs and their likely future needs. Generally, I will make 
sure that when laying paths, which includes preparing groundwork, I take 
into account the resident's safety and mobility issues. For example, by 
making sure there is no uneven ground, no steps and no trip hazards from 
plants or other obstacles over pathways. 

(b) The presence of allergens or potential irritants. Older people may 
develop reactions to certain plants that they might not have had or been 
aware of in the past. Sensitive skin may be more vulnerable to certain 
irritants. 
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(c) When selecting appropriate plants in the preparation of gardens I 
consider the level of colour and other visual stimulation . This is especially 
relevant in dementia care areas. 

(d) If there are seating or rest areas on the grounds, I assess what would be 
most appropriate for those residents who have low mobility. I ensure that 
seating is available and accessible. I make sure that the seating is durable 
and sturdy, maintained and cleaned regularly. 

28. My job also requires me to try and keep to a budget. I achieve this by, 
wherever poss·ible, reusing plants, pavers and turf. I am required to do the 
purchasing of plants, soil , turf and pavers to use when required , which I pick 
up myself to save money on delivery costs. 

General assistance 

29. I am called on from time to provide general assistance to carers. I might be 
called on to assist with bed moves in the nursing homes, moving furniture 
and assisting when residents have falls , such as by calling NSW 
Ambulance and making sure that the resident does not move and is 
comfortable. I will try and provide comfort and reassuring words in these 
circumstances. 

30. I am requ ired to supervise and direct volunteers. I must also be mindful of 
their safety and ensure that they have a rewarding and meaningful 
experience in providing their volunteer assistance to the residents. This 
means having work ready to be done that is safe and skill appropriate for 
different levels of ability. 

---------
Kevin Mills 

Date: 30 March 2021 
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KEVIN MILLS (MILLKE) 

Employee: 
Department: 

K. MILLS (MILLKE) 
Maintenance 

Pay Location : 
Agreement: 

PSD Maint - Gardener A 
Support Services 

Taxable Allowances 
Ordinary 
Pub Ho! Not Worked 
Laundry Allowance 

Non Taxable Allowances 

Award 
SMG2L4 
SMG2L4 
SMG2L4 

Deductions Bank Acct 
Packaging Amount (Pre-Tax) 
P.A.Y.G. (Tax Code 2)(0/ride + 
Union - Health Services Union 
Post Tax Super$ 

Disbursements 
Direct Credit 

Pay Summary 
Total Gross Pay 
Total Deductions (Before Tax) 
Total Taxable 
Total Non-Taxable 

Bank Acct 
Branch: 

PAY.G. (Tax Code 2)(0/ride +20.00) 
Total Deductions (After Tax) 
Nett Pay 

Superannuation 
 

Employee Message: 

Member ID 
 

This Pay 
2,220.84 

625.55 
1,595.29 

0.00 
220.00 
122.20 

1,253.09 

Qty 
68.40 

7.60 
72.00 

Qty 

Employer: 
ABN: 
Pay Period: 
Payment Date: 

Rate 
29.0500 
29.0500 

0.1800 

Rate 

Warrigal 
34/002/392/636 
18/01/2021 - 31/01 /2021 
02/02/2021 

Factor 
1.0000 
1.0000 
1.0000 

Factor 

Rate Paid 

Acct Name Before Tax 
625.55 

Acct Name 

YTD 
36,014.04 
10,008.80 
26,005.24 

0.00 
3,884.00 

Leave Entitlement 
Annual Leave (Hours) 
Sick Leave (Hours) 

Accrued Day Off 

Company Messages : Be COVID safe - stay at home if unwell 

Amount 
1,987.02 

220.77 
1305 

Amount 

After Tax 

220.00 
22.20 

100.00 

Amount 
1,253.09 

Balance 
219.24 
418.77 

87.30 

Amount 
309.74 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF KATHY SWEENEY 

I, Kathy Sweeney, Administration Officer, of  

 say as follows: 

1. I am currently years old and my date of birth is . 

2. I am employed by Huon Regional Care located in Franklin Tasmania as a Level 4 

Administration employee pursuant to the Huon Regional care General Staff Enterprise 

Agreement 2019 (Enterprise Agreement). 

3. As an Administration Officer, I am responsible for the majority of the administrative 

function of the facility which is described in detail below. 

4. This statement is made from my own knowledge and belief, unless otherwise stated. 

Where statements are not made from my own knowledge, they are made to the best 

of my knowledge, information and belief and I have set out the sources of my 

knowledge, information and belief. 

Employment history and career progression 

5. I first commenced working in aged care approximately 14 years ago at this facility. 

6. I am currently paid $31. 7 4 an hour. I get paid for 76 hours a fortnight but I work 81 

hours. This is because we accrue one day off a fortnight. 

7. When I commenced working here 14 years ago, I originally worked in the kitchen. I 

was only working as a casual at that stage. I then worked in the childcare centre, until 

I got my current position in 2009. 

8. Our facility has been owned by various entities over the years. Our current owners, 

Huon Regional Care, took over in 2016. 
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Training history 

9. I have a Diploma in Business Management which I obtained in 2015. I also have a 

Certificate II and a Certificate Ill in Business Administration. I obtained my Certificate 

Ill when I commenced working in my current role. I did not receive any pay increase 

when I obtained any of these qualifications. 

Our facility 

10. The facility that I work at is a multipurpose service. I am in charge of the administrative 

duties for all of the different kinds of services, not just the residential aged care aspect 

of our facility. 

11. Our facility provides the following services: 

a. residential aged care; 

b. rural health beds; 

c. residential respite care; and 

d. a Centrelink kiosk. 

12. We also have visiting services and allied health professionals including an optometrist, 

physiotherapist, social worker, beauty therapist, hairdresser and a podiatrist. 

13. The facility has its own kitchen and laundry. 

14. Being a multipurpose service means we can use the beds anyway we like. For 

example, if we choose to have more rural health beds, we are allowed to designate 

more beds towards that particular service. 

15. We are supposed to have 21 permanent beds for residents but we only have 18 at the 

moment. We have 3 or 4 designated rural health beds. 

Description of tasks and explanation of skills 

16. I start my day at 8:00am. The phone will start ringing as soon as I arrive. 
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17. In addition to answering those calls, the first thing I do is check my emails and make 

sure I attend to anything that is urgent. 

18. One of the first things I attend to is printing the 'bed stats' which shows how many beds 

are empty on a particular day. It is important that this information is up to date so that 

if we have new enquiries or requests to admit additional residents, we know how many 

people we can accommodate. 

19. In addition to making this information available to everyone for the day ahead by 

printing it, I am also responsible for collating the information as well. I collate and 

s.ummarise the bed stats from reviewing the Registered Nurse's calculations from the 

night before. These statistics are really important and I am required to make sure they 

are accurate so they can be given to multiple people. This information is important 

from a funding perspective, and also so that we know our daily bed capacity. 

Admitting residents and patients 

20. My role also requires me to complete the admissions of residents for any one of our 

services, including our rural health service, residential aged care or residential respite 

aged care. 

Rural health bed 

21. When admitting someone for a rural health bed, I have to gather the same information 

that would be required if you were admitting someone to a public hospital. There are 

two files that I make up. One is for the care workers and one is kept in the nursing 

station. The information contained in the files includes, the patient's temperatures, 

diabetes chart and anything else a nurse would be required to know. We obtain this 

information from the resident or the patient themselves. If they get admitted to us 

through the General Practitioner's practice that is attached to our facility, the doctor is 

supposed to give me a rural health form that contains all of the relevant information. 

However, sometimes that just does not happen. If I am not provided with all of the 

information I need I will ask the resident or their family (if they do not have capacity). I 

will ensure that I make those enquiries delicately and confidentially as they relate to 

someone's health. 
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Residential Respite 

22. When someone is admitted into residential respite aged care, their information is 

collated and collected using a system called iCare which has all of their medications 

and information uploaded to their profile including who their power of attorney is. It is 

the same program we use when admitting residents into residential aged care. [ 

23. Residents who are admitted into respite care have had to have an assessment done 

before being admitted. I will typically ring the company who has conducted that 

assessment and provide the Registered Nurse {RN) with the resident's assessment. 

The RN will then decide about whether or not the facility has the capacity to care for 

them. We are not a locked dementia facility, so if someone has dementia, 

unfortunately, they are not able to use our service. 

Residential Aged Care 

24. Either the family of or the applicant them selves will enquire about entering our facility 

and be given a Residentiai Aged Care Appiication pack reievant to our facility. The 

various forms are explained and directions given of where the completed forms are to 

be sent, back to me, centrelink, OVA ect. They are given a tour of the facility where 

required and when the time comes for admission and the centrelink form has been 

sent we await the financial fee letter and then precede to organise a contract developed 

around the fee letter from centrelink which deems if the person must pay a bond. 

25. I then prepare for the persons entry by creating their file both hard copy and electronic 

along with photos for meal cards, drug charts ect. And liaise with family about what 

they might like to bring into the facility for their family member to feel more ate home 

like photos, small furniture, lamp ect and then they live happily ever after with us. 

Rostering 

26. Usually, there are shifts that need to be covered because every day staff call in sick. It 

might be that they are unwell or their kids are unwell. We always require a medical 

certificate. I am responsible for entering in their personal leave in the payroll system 

once they provide me with a medical certificate. I am responsible for arranging the 

cover so that residents get the appropriate level of care. Day shifts are not hard to 

cover but night shifts are really hard to cover. I am often ringing people or texting 

people until the very last minute to find someone to cover a shift. 
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27. Part of my role requires me to plan the rosters. The rosters are created via a program 

called INERVA. I am responsible for keeping track of everyone's availability and 

planning the roster for two weeks in advance. Most of the rosters are rotating. It can 

sometimes be challenging to manage everyone's expectations in respect of hours 

28. I am also responsible for managing the fleet of cars that our facility owns. The facility 

owns 4 cars. I am responsible for tracking the frequency of services required, 

managing the services they need (by negotiating with the drivers of the cars and the 

car service centres) and also arranging for them to have new tyres put on when 

appropriate. 

Administration Duties 

29. I alone am responsible for answering the phone at reception. The calls we receive are 

varied and numerous. Sometimes family members call and ask to speak to their family 

member who might be a resident with us. I will then typically patch the call through to 

the resident's room. 

30. However, some of our residents are just not able to operate a phone. If this is the case, 

I will need to leave reception and help them answer the call. I have come to learn which 

residents are able to take calls over time. Getting to know the residents and their 

changing needs is just part of the job. 

31 . Part of my role is conducting tours of the facility, for families who are considering 

placing one of their family members in our care. I meet the person at reception, and 

then show them around the facility and answer any questions they might have. I 

typically show them the layout of the facility, a prospective room and also where the 

activities are held. I will also introduce them to the Registered Nurse who is on duty. I 

will also answer their questions including "What are the visiting hours?" "Can I have a 

dog or a cat?" "Are we allowed to take family home on the weekends?", How much 

do certain items or services cost"? It is part of my job to answer these questions and 

also to set up new residents when they arrive. 

32. Part of my role also requires me to make appointments for the residents. For example, 

if a resident would like to see the hairdresser, or make an appointment with the 

podiatrist, I will make that appointment of them. 
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33. We hold money on trust for the residents so that they can pay for these various 

services. I oversee and look after all of the administration in respect of dealing with the 

trust account. This involves, me requesting that each resident fills out a form to 

withdraw the requisite amount from the trust account. We have a program that allows 

me to manage trust money. The resident's family can deposit monies into it. If the 

resident wants to spend some of the trust money, I withdraw it, and I do a withdrawal 

form. I then file this in the financial folder. 

34. People from the community or family members might also leave gifts for the residents. 

If that is the case, I will usually take those things to each resident's rooms. I stop and 

have a chat while I am there as the residents seem to like to have social engagement. 

35. We also have a garden program. When seeds are delivered to reception, I am 

responsible for taking those items to the residents. 

36. The part of my job that I enjoy the most is interacting with residents. I know some of 

our residents from when they lived in the community. Our community is very tight knit. 

37. In addition to the above, I also attend to administration duties such as ordering 

stationary and changing the ink cartridges in the printers. I also assist the personal 

care workers by ordering their uniforms. I have the catalogue, and staff will come and 

see me when they need to order some new items. 

Supervision 

38. I do not have a day-to-day supervisor. The most senior person I interact with on a daily 

basis is the rostered registered nurse. 

Changes overtime 

39. The residents who utilise our facility are very diverse. I think that is because our facility 

is relatively small and we service a relatively small community. For example, we have 

a 50-year-old who lives with us. She is here as part of the NDIS. 

40. One of the main changes I have seen over time is that residents have a lot more choice 

nowadays. For example, it used to be that residents would just have to eat whatever 

was on the menu. Now, they can have whatever they want pretty much. If someone 

does not like what is being cooked for dinner they can order something else. 
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41. We have residents that have told me that they really wanted to come here because it 

is a good facility. I do not consider that is due to the management, it is due to the staff 

and the care and attention that they put in. 

COVID 

42. Being responsible for front of house during the COVID-19 pandemic, required me to 

take on a range of additional tasks. Everyone who enters the facility has to fill out a 

register when they entered the facility and I am also required to take their 

temperatures. This includes visitors, and contractors. I was responsible for deciding 

who could and who could not, come into the facility by determining who had, and who 

had not had a flu shot. That was the rule. If you had a flu shot you could come in, but 

if you hadn't you weren't allowed to enter. 

43. Given our residents are in an extremely vulnerable category in respect of the health 

impact of the virus, this was a very significant responsibility. I was acutely aware that 

if someone entered the facility who had the virus, this would endanger the lives of our 

residents. 

44. In addition to this immense sense of responsibility, there were a few occasions when 

it was simply heartbreaking to deny entry to family members in certain circumstances. 

For example, I can remember one particular occasion when I was required to deny a 

resident's great grandson entry into the facility. The resident in question was in the 

final stages of his life. My decision could have possibly meant that the great grandson 

would not be able to see his family member before they passed away. This difficult 

decision was not only upsetting for the great grandson, but caused distress for the rest 

of the family. It also upset me. But it was the decision I just needed to make. I didn't 

have a choice. 

45. Dealing with families can also be challenging in other ways. For example, family 

members will often tell me things that they don't want to tell the nurse. It is then part of 

my job to tactfully tell the nurse on duty the relevant information, particularly if it is 

important to the health of the patient. 
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46. I was also required to oversee and facilitate the quarantining of gifts according to what 

material it was made out of. I was required to label it with the date and time it had to 

stay in quarantine before I was able to give it to a resident. Sometimes it would need 

to be kept in quarantine for up to a week. I set up a special room for this and called it 

the 'quarantine room'. We still have to monitor what goes in and out of it. 

Why I love my job 

47. I have grown to really like my job. I love being around the residents and I know the 

work I do for them is really important for them and their quality of life. 

Kathy Sweeney 

Date: I~ 4· 2.,\ 
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IN THE FAIR WORK COMMISSION  

FWC Matter No: AM2020/99 

Application vary or revoke the Aged Care Award 2010 

 

WITNESS STATEMENT OF JADE GILCHRIST 

 

I, Jade Gilchrist, Lifestyle and Volunteer Coordinator, of  in the 

state of Queensland, say as follows: 

1. I am currently  years old and was born in .  

2. I am currently employed as Lifestyle and Volunteer Coordinator at Clifton 
Community Health Service (CCHS). I have been employed in this role for 2 years 
and 8 months, since 11 June 2018.  

3. This statement is made from my own knowledge and belief unless otherwise 
stated. Where statements are not made from my own knowledge, they are made 
to the best of my knowledge, information and belief and I have set out the sources 
of my knowledge, information and belief.  

 

Employment and Qualifications  

4. I have been working in aged care on and off throughout my life including in 
community and leisure care and in high care as well. All up, considering the time I 
have had away from the sector I have worked in aged care for about 10 years. 
However, I have worked in diversional therapy for more than 20 years.  

5. Before commencing as the Lifestyle and Volunteer Coordinator at CCHS, I was 
teaching the modules that comprise the Certificate 3 in Aged Care at TAFE.  

6. I have the following relevant qualifications:  

(a) Certificate 4 in Leisure and Health 

(b) Certificate 4 in business and business management;  

(c) Certificate 4 in Assessment and Workplace Training; and 

(d) Bachelor’s Degree in Anthropology with Honours in 2014.  

7. I am currently studying a Masters of Health Sciences with Western Sydney 
University, majoring in Health Sciences.  

8. After I completed my  studies, I decided to do some research around the industry. 
This was supported by Diversional Therapy and Recreation Australia. I completed 
a research project on diversional therapy that has been recognised internationally.  

 

Terms and Conditions 
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9. The terms and conditions of my employment are governed by a written contract of 
employment dated 11 June 2018. I am paid an hourly rate of $34.00. At the time 
of making this statement I do not have a copy of my contract of employment.   

10. I work 4 days per week from 8:45am to 5:00pm. I decided I needed to work part 
time simply because I became very exhausted and felt burnt out by full time work. 
The work I do is both physically and emotionally draining.  Although this caused 
me to have a reduction in income, I made the decision that it was better for my 
health and wellbeing. This is despite the fact I love my job.  

11. I took a hit to my income when I went back to working in residential aged care, but 
I did this because I think it is the best way I can make a difference to people’s lives. 
Caring for our elderly Australians is something I take very seriously, and have 
dedicated my life’s work to.  

12.  I work 4 days a week and I am still eligible for a low income health care card. I am 
a single mum with my daughter. It is hard. I think I don’t feel like I am valued for 
my contribution.  In terms of income it is a hard slog to make ends meet.   

 

My Facility  

13. At CCHS, we look after about 62 residents when we are fully booked. The facility 
has a private hospital attached as well as a medical centre.  

14. CCHS is a non-for-profit provider. 

15. The reason why I chose to work at the CCHS is because we have a quite a large 
diversional therapy service. In my view it is the best supported facility compared to 
other places I have worked.  

16. CCHS employs approximately 100 staff.  

 
My duties  

17. My duties can be split up into two main areas which are:  

(a) Planning, scheduling and designing recreational activities; and 

(b) Running recreational activities.  
 

Planning, scheduling and designing recreational activities  

18. I schedule the activities as well as everything else we need for the events. I do that 
in consultation with the residents. We have monthly residents’ meetings where 
residents will provide their feedback on what activities they like and dislike. In 
addition, I am able gauge whether or not residents like the activities I am planning, 
by keeping track of how many people attend.  I also assess the physical and mental 
abilities of residents and try and design programs that they can all participate in or 
I might have a variation in an activity that will mean that the less able bodied can 
also participate but in a more modified way. This means that I need to have a deep 
understanding of the physicality of the aged and their mental faculties. 
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19. Some of the activities I plan at this facility include church visits, hymn groups, 
games of Hoy, Bingo, word games, visiting musicians, armchair travel and trivia. 
Before the COVID-19 pandemic, we also had childcare groups and school care 
groups come in as well to talk to the residents.  

20. I also play the flute, so sometimes I will play the flute for residents.  

21. Throughout my time working in aged care, I have seen a distinct change in the 
acuity of the needs of residents. Residents these days have much higher needs. 
There has been an increase in the number of residents who have dementia.  This 
is a key consideration in designing the activity schedule. For example, this means 
that we don’t do activities like bus trips anymore because residents simply can’t 
engage in those activities physically.  

22. When I am planning the roster of activities, one of my key considerations I take 
very seriously is making sure the activity preserves the dignity of the residents. 
This is something that I have learnt about throughout my years of working in the 
sector, and also throughout my time studying.  I decide what activities should be 
on the schedule, by carefully assessing whether that activity is going to preserve 
the dignity of our residents. This involves me assessing the cognitive and physical 
abilities of residents in respect of each activity.  

23. For example, often staff members will suggest that we do craft with the residents. 
However, the reality is, the residents that are currently in aged care are so old that 
they can’t cut, they don’t have the fine motor skills that are required. Most residents 
even struggle holding a paint brush or a glue stick. As a diversional therapist my 
job is to try and empower people through doing the activities. If I were to organise 
a craft session, it is likely that the products of that craft session would be of very 
poor quality. This is not an outcome that is empowering or conducive to preserving 
the dignity and self-worth of residents. It is always important to remember that we 
are dealing with adults; someone’s mother or father. It’s not appropriate to do finger 
painting or making noodle necklaces. It is important that the outcome of an activity 
is something that a resident can be proud of.  

24. People who are unfamiliar with the reality of aged care work often underestimate 
how difficult, and delicately managed, organising and running these activities is. It 
takes careful planning and consideration, and a high degree of skill to execute well. 
When done well, everything is seamless and the work looks easy – just playing 
bingo with some grandparents – but that ignores the hard and skilled work that 
goes on beneath the surface. 

 

Running/ facilitating recreational activities.  

25. I commence each day at 8:45am. When I first arrive at work, I begin the day by 
checking my emails and making sure I don’t have anything urgent to attend to. I 
then have a staff meeting and de-brief with the staff who were on the shift before 
me. We do this so that I can be informed of any behaviours or issues with the 
residents that have been observed overnight. For example, if a particular resident 
has become agitated or is upset overnight, this is something we need to be aware 
of, before we commence the relevant activity.  

26.  I typically organise 3 or 4 activities a day which occur Monday to Sunday.  
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27. Usually the morning activity will be Tai Chi. After that we facilitate morning tea, 
which is a social activity. Then we have the day’s main activity, which is followed 
by an afternoon session. The afternoon sessions are varied and can include me 
playing flute, outings (on more rare occasions since the COVID pandemic started) 
or our team visiting residents’ rooms for one on one discussions. COVID has 
introduced additional challenges in managing activities. 

28. I have two staff that report to me. Their titles are ‘lifestyle advocate’. They are paid 
$23.00 an hour. A copy of their job descriptions is annexed to this statement and 
marked JG-1.  

29. After our staff meeting, we then plate up morning tea. Depending on what the meal 
is for the day, this might involve assembling cheese and tomato on biscuits, or 
plating up pieces of cake. Accordingly, we need to be aware of whether or not 
residents have allergies or food intolerances. It can be difficult to remember every 
residents’ dietary needs and sometimes dietary needs of the elderly can change 
day to day.  

30. I then wait for the residents to come down to the common area to have morning 
tea. Some residents are able to come out to the dining room to have morning tea. 
However, other residents are not mobile and need to be brought morning tea to 
their rooms.  

31. Once we have plated up morning tea, we need to go and get the residents who 
are scheduled to attend the activities from their rooms. This requires me and my 
staff to make several trips to the resident’s rooms. We have learnt through 
experience how mobile each resident is, but this can change on a daily basis. It 
may be that a resident’s capacity to walk one day, is drastically different from the 
next. As part of my role, I am required to observe the changing mobility needs of 
each resident, in the course of retrieving them from their room and bringing them 
to the activity. If I notice any deterioration I will communicate that to the care staff 
or the RN by pressing the green button, or yellow button depending on the severity 
of my concern. I will then record that observation in my progress notes.   

32. Assisting residents with their mobility is a huge responsibility. If a resident was to 
fall, this can have devastating impacts on a resident’s health and will usually lead 
to a hospital admission. There is a significant amount of stress resulting from the 
sense of responsibility associated with carefully assisting residents to move to 
down to the activity, in a short period of time, in a way that does not disrupt the 
activity and allows it to run smoothly.  Each resident has specific needs in respect 
of their mobility. Accordingly, we are required to be aware of those individual needs 
to ensure that when we are assisting them to move, we are not causing them any 
pain.  

33. Once all of the residents are at the activity, the staff are still required to take 
residents to the toilet throughout the duration of the activity, or take them back to 
their room if they become agitated and change their minds about participating.  
This requires the staff to be particularly skilled at juggling competing priorities and 
attending to these needs as subtly as possible, so as to not disturb the activity or 
happiness of other residents.  

 

34. I have a roster of volunteers who come in to the facility to assist with the activities. 
These volunteers are crucial for the smooth running of the activity, as many of the 
residents in attendance at the activity, need a lot of assistance engaging with 
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whatever we are doing. For example, many of the residents have difficulty hearing. 
When we are engaging in a game of Hoy (a bingo like game) this can be difficult. 
We don’t have enough staff to sit with every resident and assist them. You need 
to make difficult decisions about who you help on a particular day. This can be 
very emotionally draining, if it is clear some residents need help, but there simply 
aren’t enough staff to assist.  

35. One of the most difficult parts of my job is dealing with families. Often family 
members will tell us that they would like their family member to attend activities. 
However, often their family member does not want to attend and would rather stay 
in their room and do their own thing. If they are forced to come along, often they 
will become agitated, or display behaviours that disrupt the activity for the rest of 
the group. For example, there is one resident at my facility whose wife insists he 
attends Hoy. However, that particular resident doesn’t appreciate the noise 
generated by the calling of numbers, and constantly tells everyone to be quiet. 
There is a lot of responsibility associated with making sure families feel as though 
their family members are being taken care of while gently communicating about 
resident’s preferences or abilities. I take this part of my job very seriously.  

36. These disruptive and agitated behaviours are difficult for staff to manage. In order 
to manage these behaviours, I am required to assess whether there is an unmet 
need, such as whether a resident is in pain or whether they have an emotional 
need that has not been met. Being able to perform this assessment is a skill I have 
gained over time, through observing residents’ behaviours in various situations. 
Once I have completed this assessment, and have formed the view that the 
resident needs some assistance, I would then typically call the nurse to assist if I 
am of the view that they are in pain or have a particularly urgent medical need.  

 

Paper work  

37.  I am also responsible for writing up care plans. When someone comes in we need 
to know what their needs are and I am responsible for drafting that document. I 
also review those care plans every three months to make sure they are up to date 
and relevant. I am in charge of documenting the residents interaction with a 
lifestyle activity and sometimes documenting behavioural management strategies 
and outcomes, if behaviour is of particular concern.   

38. If I am planning an outing, I am also required to do a risk assessment of the space 
before taking the residents there. This involves making sure there are accessible 
toilets and there are no safety hazards. I will record these things in a risk 
assessment form which needs to be kept on file.  

39. In respect of outings, I am also responsible for obtaining consent forms from both 
the resident and their families which need to be kept on record.  

 

Benefits of providing recreational activities to residents 

40. There are so many benefits to residents from the services my staff and I provide 
to the residents. Residents benefit on a physical, social, emotional and mental 
level.  

41. In respect of the physical, there are very few activities that a resident is not 
somehow physically involved in doing. Even when listening to music you are 
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IN THE FAIR WORK COMMISSION  

FWC Matter No: AM2020/99 

Application vary or revoke the Aged Care Award 2010 

 

REPLY WITNESS STATEMENT OF JADE GILCHRIST 

 

I, Jade Gilchrist, of , say as follows: 

 

1. I have previously filed a statement in these proceedings dated 31 March 2021 (My 

Previous Statement). In addition to the matters in My Previous Statement, I state the 

following:  

 

2. Since making My Previous Statement, I was made redundant in October 2021. Given the 

significant increase in my duties during the lockdown, and the fact that I was asking for 

additional staffing support to help me out, it was not the case that there was no longer 

work to be performed. I think my employer just wanted to reallocate my duties to other 

staff members.  

 

COVID- 19 Lockdowns  

 

3. In addition to paragraphs 44 to 48 of My Previous Statement I note the following matters 

in relation to the impact COVID-19 had on my role and working conditions.  

 

Staffing 

  

4. The facility I previously worked at, went through a period of lockdown in accordance with 

the public health orders. During this time, families were not able to visit their loved ones, 

and outside volunteers were not able to enter the facility. Of course, this had a significant 

impact on the residents’ health and wellbeing.  

 

5. As a result, for me in my role as a Lifestyle and Volunteer Coordinator, the biggest 

change in working conditions was the lack of staff and volunteers. I am reliant on 

volunteers to help assist run the activities. We usually have up to 15 volunteers on a 

roster, who assist me. However, we lost access to all of our volunteers as soon as we 

went into lockdown. Since coming out of lockdown we have permanently lost some 

volunteers as a result of them not wanting to get vaccinated. In addition, some of the 
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more elderly volunteers have declined in health themselves, as a result of them not 

being able to get out and about themselves.  

 

6. In addition to the above, reduced staffing was exacerbated by the fact that staff who 

might have been suffering the sniffles or had a headache, weren’t able to come into work 

until they got a PCR test result. This meant that almost every day we had less staff than 

we normally would.  

 

7. However, the expectation was that we would still be able to deliver the same level of 

service to the residents, and in some cases more, than we would during a period where 

there was no lockdown. This was extremely stressful for me. I think it is fair to say I had 

a bit of a breakdown because of it all towards the end of my employment. We were being 

asked to do an impossible job, in very challenging circumstances. Every day I was faced 

with the impossible task of being in three places at once, and being made to feel 

responsible for those residents that missed out on activities. I was constantly having to 

solve IT issues and think of ways to connect families with residents via variety of 

platforms with a variety of devices. At the same time, I was trying to come up with new 

ideas for in room activities while trying to plan new activities allowing for social 

distancing. 

 

Technology  

 

8. I have been advised that employers have submitted evidence in this case which 

indicates that technology has made our jobs easier. This was not correct for me in my 

role. The widespread use of technology was new at Uniting and added a whole new 

bunch of duties to my role. It required me to learn and use new skills, adapt to a new 

environment and teach other employees and residents to do the same. 

 

9. In order to be able to deliver the activities, and to allow the residents to contact their 

families during the lockdown period, my workplace introduced new technology systems.  

 

10. In our facility there are three distinct wings, but our Wi-Fi system was not accessible in 

all of them. As a result of COVID and the lockdown, I was tasked with overseeing the 

set up a new WIFI system. I had never done this before and it involved me dealing with 

external IT company who assisted me troubleshoot issues in regards to the internet 

coverage inside the facility. This cost the facility a significant amount of money so I felt 
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significant responsibility in making sure the new Wi-Fi system was functional and was 

assisting with me teaching the activities and allowing our residents to contact their family 

members. I also was required to learn how to use facetime and zoom and adapt these 

applications to iPhones and android phones. I was then required to teach other staff 

members, and residents where possible, how to use the systems.  

 

11. Whenever a staff member had a problem with the Wi-Fi system connecting to an iPhone, 

they would come to me for assistance. During the lockdown period, facetiming with 

family members was the only way residents were able to connect with them.  

Accordingly, these kinds of inquiries were frequent. Many of our staff members had not 

needed to use these applications before, so I was essentially in charge of training them 

on an ad hoc basis.  

 

12. However, it was not only the residents and staff members I was required to assist. Often 

it was the case that the family members would not know how to use the relevant 

applications. Accordingly, sometimes it would be up to me and my staff to assist the 

family member to set up facetime on their phone so that they could make the call to the 

resident. This was a time-consuming exercise, especially because I am not trained in 

IT, and had just learnt how to use the applications myself. As a result, it became part of 

my job to assist family members to download the relevant app on their phone, create an 

account, and enter their credit card details so that they could make the video call. 

Sometimes, if the family member was not able to set up the application I would just tell 

them my telephone number so they could log into my personal account to make the call.  

 

13. Most of the residents did not know how to operate facetime so me, or another staff 

member would be required to sit with them to show them what to do, and how to hold 

the device, to make sure their family member could see them. Also, the residents didn’t 

know how to hang up, so we would need to sit with them until the video call was over to 

assist them with this.  

 

14. During this period, I was also issued with a second phone, in circumstances where it 

was just not possible for family members to make a video call. Accordingly, I was 

required to stop in the middle of performing my usual duties, every time the second 

telephone rang. It was really important for residents to speak with their families during 

the lockdown period, given they were not able to see them in person, but this made my 

role in completing my usual duties more difficult because I was constantly being 

interrupted. It was not simply a matter of handing them the telephone. I was required to 

10605



 

 

wait until they finished the call before I could go back to my other tasks. A lot of our 

residents are so frail they can’t really even hold the telephone so I couldn’t just leave 

them. Sometimes, they even have difficulty hearing what is said on the other end, so 

you need to make sure it is turned up to the right volume, otherwise the resident will not 

be able to engage in the conversation.  

 

15. Whilst I was pulled away from running the activity program, the behaviour of residents 

deteriorated significantly across the board. This was because they were essentially 

sitting in their rooms all day doing nothing. They were bored.  

 

16. I was also placed in charge of adapting the facility’s technology during the lockdown 

period, so that residents could participate in activities. For example, I assisted with 

setting up a chrome cast to link with the smart TV so residents could watch a greater 

variety of programs, given their usual activities had been interrupted and were not able 

to be facilitated. I had not done this before, so I was required to learn what was involved 

in setting up this equipment. This took me away from my usual activities.  

 

Lifestyle and recreational activities  

 

17. However, in addition to taking on these tasks, I was expected to continue with my usual 

role, which had also increased in scope and responsibility given the volunteers were not 

allowed into the facility. Performing my substantive position in addition to being in charge 

of the significant shift in technology was difficult, not only because of the increase in the 

amount of work, but also because running the activities themselves was more 

challenging than ever.  

 

18. Half of the program I would usually roll out vanished overnight as soon as we went into 

lockdown. All outside entertainment was no longer able to come into the facility. 

Accordingly, the only live entertainment we were able to provide to the residents, was 

me playing my musical instrument. Other facilities wouldn’t have had that available. It is 

just lucky that I play the flute. However, playing the flute for the residents for 1 or 2 hours 

took me away from my other duties, and meant that I had less time for planning and 

organising the program for the weeks ahead.  

 

19. As a result of the reduction in volunteers, I was required to essentially redesign the 

recreational program entirely. One of the things I did instead of group activities, was plan 

individual room visits. During these visits I designed activities that I thought would be 
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particularly important during the period of lock down and social isolation. For example, 

one of the activities was a hand massage session. Physical touch is something that the 

residents were severely missing out on given they weren’t able to have hugs from their 

family or friends. These kinds of activities were far more intimate and emotionally 

draining than running a group activity such as bingo. We also distributed colouring books 

and word games, but these activities were difficult for people with cognitive decline.  

 

20. Residents were particularly socially isolated during the lockdown period which had a 

significant impact on their wellbeing. It was honestly almost like solitary confinement for 

some of them, particularly those who don’t normally engage in the group activities.  As 

a result of isolation and boredom, depression among residents hit the roof. We also 

noticed residents physically declining at the same time. One of the particularly important 

activities that was stopped during the lockdown period, was ministers of faith coming in 

to visit the residents and administer them communion, or say prayers with them. This 

stopped entirely during lock down.  As with anyone, usually when a resident isn’t doing 

well, they will talk to their priest. However, this was taken away from them as well. 

Accordingly, residents were not only emotionally fragile, but their spiritual needs were 

not being met either. This meant that the activities I was planning were particularly 

crucial to ensure that the residents were able to engage with other people.  

 

21. However, as well as this, the behaviour of residents also deteriorated. Many became 

more aggressive and agitated, despite our efforts. This impacted our ability to run the 

few activities we were able to. For example, if I was playing the flute, and a resident was 

agitated and calling out in the middle of the performance, this would disturb all of the 

other residents, and interfere with their opportunity to engage in the limited 

entertainment we could provide.  

 

22. The saddest and most emotionally exhausting part of trying to run the lifestyle program 

during the lockdown period was that it was the residents who were able to advocate for 

themselves the most, who were able to get the most out of the reduced program we 

were running. Essentially, those who probably needed it the least, had greater access 

to it. The residents who are nonverbal or are less mobile, just simply weren’t able to 

engage. This is why the one on one activities were particularly important. When 

designing the reduced program during the lockdown period, this is something that I tried 

to address, but I am only one person. The impact this had on me was significantly 

emotionally draining.  
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23. In addition, where I facilitated socially distanced group activities, once we started to 

come out of lockdown, we were required to be careful about making sure we adhered to 

the various protocols for infection control. For example, after we played a game of bingo 

I needed to wipe down all of the bingo cards every single time. Previously, we only really 

did this every couple of weeks. I also needed to wipe down all of the chairs and tables 

and any other equipment that was used. Whilst this does not seem like a challenging 

task, it is an additional task that needs to be completed on top of everything else, which 

means I would need to think carefully about how I priorit ised all of my other work to make 

sure the most important things got done. I expect that these enhanced infection controls 

will continue on until at least the end of the pandemic and possibly permanently. 

24. When we finally opened up to the public, there were still protocols that remained in place 

in respect of infection control. For example, when a choir would come in, we would need 

to check all of their temperatures and ask them if they had been to any hot spots and 

make a record of it. This was on top of all of the other things I needed to do. When you 

have a choir of 30 people coming in, this is not an insignificant task. 

DATE: 21 /04/2022 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF JOSEPHINE PEACOCK 

I, Josephine Peacock, of , NSW make the following statement which 
is true and correct to the best of my knowledge and understanding: 

Professional and Employment Background 

1. I am employed by HammondCare. I work at the Hammondville facility at 8-10 Judd 
Avenue, Hammondville 2170. 

2. I have worked in Aged Care for, at time of writing, nearly 30 years. 

(a) From 1991 to 1993 I worked in the Homecare Service of NSW as a Field Staff 
worker and Occupational Health and Safety Training Officer in Armidale. 

(b) From 1993 to 1996 I worked for Masonic Homes of NSW in Hornsby at their 
'Masonic Towers' facility as a Personal Care Worker. 

( c) From 1996 to March 2019 I worked for Harbison at their Burradoo and Moss 
Vale facilities, in the following roles: 

(i) From 1996 to 2005, as a recreational activities officer; and, 

(ii) From 2005 to March 2019 as the Diversional Therapy and Volunteer 
Manager. 

(d) From May 2019 onwards I have been employed by HammondCare as the 
Volunteer Coordinator for its Hammondville facility. 

3. I hold the following qualifications: 

(a) Bachelor of Arts (Hons), 1989; 

(b) Diploma of Education, 1990; 

(c) Bachelor of Health Science (Leisure and Health), 2005; 

(d) Diploma of Business - Frontline Management, 2009; 

(e) Diploma in Dementia Care, 2019; 

(f) Certificate IV in Training and Assessment, 2020; 

(g) Graduate Certificate in Teaching English to Speakers of Other Languages, 
1993; 

(h) Certificate Ill in Care Support Services (Nursing Assistant), 1999; 
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4. I have the following training and certified competencies: 

(a) Deliver care services using a palliative approach (CHCPAL001) and Administer 
and monitor medications (HL THPS007), 2018; 

(b) Complaints Management workshop; 

(c) Pastoral Care/Spirituality; 

(d) Volunteer Management; 

(e) First Aid Certificate, 2018 (renewed every three years; and, 

(f) Level 1 member of Diversional and Recreational Therapy Australia (ORTA). 

My Role at Harbison 

5. From 1996 to 2019 I was employed by Harbison to work at two sites, Burradoo and 
Moss Vale. 

6. Burradoo is a residential aged care facility with approximately 160 beds. Moss Vale 
is a residential aged care facility with approximately 130 beds. 

Recreational Activities Officer role 

7. From 1996 to 2005 I worked as a Recreational Activities Officer (RAO). 

8. As a RAO, I ran recreational activities provided to the residents as part of Harbison's 
lifestyle program. 

9. I also conducted comprehensive assessments of residents' lives, prepared resident 
lifestyle profiles, and drafted care plans that identified the residents' physical, social, 
spiritual and emotional interests and needs, what activities they were likely to enjoy 
and would contribute to their wellbeing, potential barriers for their participation, and 
strategies to overcome those barriers. 

10. I also reviewed the care plans I prepared for residents at least every three months, 
or more frequently if the resident's condition changed, for example, they had a stroke 
or otherwise deteriorated in some way. 

11. As a RAO, I worked Monday to Friday, in shifts of either 8:30am to 5:00pm, 9:00am 
to 5:30pm or 9:30am to 6:00pm. 

Diversional Therapy and Volunteer Manager role 

12. While working as a RAO, I studied my Bachelor of Health Science (Leisure and 
Health), which is one of the qualifications which meets the criteria for becoming a 
Diversional Therapist. 

13. Diversional therapy is a client centred practice that recognises that leisure and 
recreational experiences are the right of all individuals. 

14. Practitioners design and facilitate leisure and recreational programmes that support, 
challenge and enhance the psychological, social, emotional, spiritual and physical 
wellbeing of individuals. 
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15. To practice as a Diversional Therapist, you need an undergraduate degree in a 
course recognised by the Diversional and Recreational Therapy Association (DRT A) 
for Level 1 membership. 

16. I became a member of the ORTA in 2005. 

17. After I completed my Bachelor of Health Science and became a qualified Diversional 
Therapist, I was promoted to the role of Diversional Therapy and Volunteer Manager. 

18. In that role I oversaw the lifestyle program for the combined approximately 290 
residents living in the two facilities at Bowral and Moss Vale. 

19. My role was managerial in nature to a great extent. I managed a team of fifteen RAOs. 

20. I was also responsible for managing about one hundred volunteers. On any one day 
about fifteen volunteers would be on site. 

21. While Harbison did not require its RAOs to hold formal qualifications, I organised for 
my RAOs to complete a Certificate IV in Leisure and Health. 

22. At Harbison, RAOs were generally paid as Care Service Employees grade 2 (Aged 
Care Employee - level 3). At times, Harbison would try to treat RAOs as grade 1 
Care Workers. I always fought that because the RAOs were writing care plans, and 
it was my view that this work met the grade 2 criteria at the very least. 

23. On any given day there would be eight RAOs on duty. 

24. I would regularly step in to cover RAO vacancies that would emerge from time to 
time. 

25. In this role my hours were generally between 8.00am to 6.00pm, and often included 
unpaid additional hours. 

Harbison's lifestyle program 

26. A core part of the lifestyle program was the activities we ran for residents. I oversaw 
the programming of these activities, and at times delivered them myself, particularly 
when I was covering a RAO vacancy. 

27. Recreational activities that we ran for residents at Harbison during my time working 
there included: 

(a) Bingo/hoy; 

(b) Art/craft (individual or collective projects); 

(c) Quizzes/trivia; 

(d) Current affairs discussion groups; 

(e) Poetry reading; 

(f) Exercise programs (e.g., Tai chi, Sit and Be Fit, Folk dancing, Gentle 
Exercises); 

(g) Table games (e.g., Scrabble, Triominos, Dominoes, cards); 
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(h) Games (e.g., darts, quoits, skittles); 

(i) Reminiscing/life stories; 

0) Singing/choir/sing-a-long; 

(k) Walking group; 

(I) Church/Chapel services, Bible studies; 

(m) visits from community groups; 

(n) visits from school and pre-school groups; 

( o) High tea/Happy hour; 

(p) Pet therapy (resident or visiting animals/pets); 

(q) Cooking; 

(r) Outings (e.g., shopping, picnics, clubs, exhibitions); 

(s) Carpet bowls; 

(t) Gardening; 

(u) Shuffleboard; 

(v) BBQs; 

(w) Croquet, 

(x) Ten pin bowling; 

(y) Men's group; and, 

(z) Movies. 

28. The activities I have listed above are fairly standard recreational activities that would 

be common across many aged care facilities. 

29. What activities we ran at any given time would vary depending on the residents' 

interest. We tried to switch things up and keep things interesting, however there were 

some activities that we always ran because residents consistently enjoyed them, 

including bingo, carpet bowls and sing-a-long. 

30. My role as the Diversional Therapy and Volunteer Manager focused on assessing, 

planning, programming, facilitating and evaluating a resident centred program of 

activities. I will break down these elements in subsequent paragraphs. 

Assessment 

31. When a new resident was admitted the RAOs or myself would complete a Social and 

Lifestyle Profile/Assessment after obtaining the relevant information from the resident 

and/or their family. 
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32. I would assist the RAOs in putting together a Social and Lifestyle Profile/Assessment 

for residents, and would prepare them myself in the event that the RAOs were 
experiencing difficulty doing so - for example, the resident was presenting with 

challenging behaviours, was not forthcoming or could not be forthcoming, for 

example, because of dementia. 

33. Preparing a Social and Lifestyle Profile for a resident involves conducting a 
comprehensive assessment of the resident's whole life, including such information as 

where they grew up, where they went to school, what they studied, any skills, what 
work they did and where, what their interests and hobbies are, their family (as a child 
and once grown up), their likes, their fears, their achievements, their wishes, their 
pets, where they holidayed, travel experience, and their favourite foods, tv programs, 
books and music. 

34. The information collected from family members was particularly relevant and useful 
for residents with dementia who might not be able to express their needs. Having the 

information enabled staff to provide meaningful and relevant activities for the 
individual resident. 

Planning 

35. Once the Social and Lifestyle Profile/Assessment for a resident was completed, an 
activities care plan would be written, with input and feedback from the resident and/or 
their family members. 

36. The care plan identified the interventions required to meet the individual resident's 
needs as well as how, when, where and by whom the interventions would be 
undertaken and what outcomes were hoped to be achieved. 

37. Experienced RAOs are very good at putting care plans together, new RAOs often 
needed support or guidance. I generally would get involved in the preparation of a 
care plan for residents with high or complex needs or challenging behaviours. 

38. The care plan set out the types of activities the resident was likely to enjoy, as well 
as any special needs they might have for particular activities -for example large print 
for bingo cards. 

39. The care plans were added to the electronic documentation system and all staff could 

access them. 

40. Once a care plan had been completed for a resident, we would print out a copy of the 
lifestyle program calendar, and highlight all the activities that we thought they would 

enjoy. 

41. We often would give a copy of the highlighted calendar to the residents' family 
members as well, so they knew what their family member was doing, and when they 
would be busy. For example, family members would like to know not to visit on a 
Wednesday morning because "mum will be at bingo and you won't be able to tear 
her away". 

42. Care plans were reviewed at least every three months, or as required. For example, 

if a resident had a stroke, we would review and adjust the care plan to make sure that 
it was still appropriate and met the client's changed needs. 
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Programming 

43. As the Diversional Therapy and Volunteer Manager, I would determine the 
programming of the lifestyle program with reference to feedback received in meetings 
with residents, suggestions and feedback provided by residents to RAOs, and 
individual assessments. 

44. I scheduled activities to be conducted in small (2-5), medium (6-12), or large (13-40+) 
groups, depending on the interest level of residents. 

45. I organised for a lifestyle program calendar to be regularly distributed and publicly 
displayed so all the residents and their family members could see it. 

46. I also organised for individual support, that is, self-directed activities with resources 
provided by RAOs, to be provided, and residents were also provided with the option 
to complete individual activities with support from staff or volunteers. 

47. When preparing the lifestyle program, it was important that I took into account the 
need for variety and balance in the program whilst at the same time meeting individual 
needs: physical, social, spiritual, cognitively stimulating activities as well as emotional 
support all had to be provided. 

48. I documented the lifestyle program, along with the goals of providing physical, social, 
spiritual, cognitively stimulating activities and emotional support in an Activity Manual. 

Facilitating 

49. RAOs were generally responsible for facilitating activities, though I did this too at 
times, particular when covering a RAO vacancy. 

50. Facilitating entails ensuring the resources for the activity were available or purchased 
and that the room was set up appropriately so attendees could hear, see and interact 
as required. 

51. It also includes making sure that residents with a wide range of abilities were able to 
participate. The goal is to focus on the residents' abilities, not disabilities, and to 
enable them to do as much for themselves as possible. 

52. For example, with craft activities, you might buy special scissors so that residents 
could grip and hold them. You might buy different sized card so that those with good 
dexterity can do fine detailed work with small card, and those with diminished motor 
skills have bigger cards to work with. 

53. RAOs have to be constantly aware of everyone's abilities so that all residents can 
participate successfully. 

54. The RAOs invite, collect (some residents require wheelchairs or are in therapeutic 
chairs that needed to be pushed by staff), encourage and persuade residents to 
attend. This was particularly important for residents with dementia who would forget 
unless reminded and/or escorted to the correct room or venue. 

55. RAOs (or sometimes myself) would conduct the programmed activity ensuring 
meaningful engagement for the individual as well as fun, a self-esteem boost, and a 
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general sense of wellbeing and accomplishment was achieved in accordance with 
the activities' established goals. 

56. Following completion of the activity residents requiring assistance would be taken to 
where they wanted or needed to go next, and the activity would be packed up and 
any furniture put back where it needed to be. 

Evaluating 

57. Evaluation of the lifestyle program was done informally and formally to ensure all the 
interventions met the documented needs and goals. RAOs continually monitored the 
success of activities via resident feedback and monitoring levels of engagement 
during the activity. 

58. I conducted formal evaluations of the lifestyle program at regular intervals. I 
documented these evaluations and prepared action plans to address any issues 
identified in the evaluations as part of the continuous improvement cycle. I would 
then adjust the activity and/or program as required. 

My managerial responsibilities 

59. I had management responsibilities along with mentoring and leading a team of 15 
RAOs and approximately 100 volunteers. 

60. I was responsible for recruitment, interviewing and onboarding of new staff and 
volunteers. 

61. I was also responsible for: 

(a) Staff appraisals; 

(b) Staff training; 

(c) Team building; 

(d) Reviewing, investigating, and actioning feedback and complaints; 

(e) Programming activities; 

(f) Checking assessments and care plans written by RAOs; 

(g) Ensuring the evaluation schedule was adhered to, writing action plans and 
reports; 

(h) Liaising with community groups/entertainers/schools; 

(i) Conducting audits and compliance checks; 

U) Budgeting; 

(k) Ordering/purchasing resources; 

(I) Chairing residents' meetings; 

(m) Events management (e.g., trivia nights, carols night, anniversary celebrations); 
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(n) Report writing; 

(o) Grants submissions; 

(p) Accreditation applications pertaining to Leisure and Lifestyle; and, 

(q) Chairing staff meetings, ensuring minutes were taken and stored securely. 

62. I was responsible for arranging Criminal History Record Checks of volunteers. 

63. I was responsible for maintaining a database of training completed by staff, including 
mandatory training such as fire, infection control, manual handling and elder abuse 

and non-mandatory training, and I was responsible for tracking and ensuring that 

RAOs in my team were up to date with their mandatory training. 

64. I also kept the volunteer handbook and requisite volunteer forms up to date. 

65. I liaised with the local Volunteer Referral Service and ensured they had current 

insurance and public liability documents for the organisation. 

66. I also liaised with the local Red Cross Office who ran the Community Volunteer 

Scheme, accepted some of their volunteers into our service and sometimes referred 

volunteers to them. 

My role at HammondCare 

67. HammondCare is a specialist provider in dementia care and research. 

68. HammondCare has approximately 125 residents who live in cottages specifically 

designed for people living with dementia. These numbers are only the 

residents/clients I work with, there are many more than that at the Hammondville site. 

69. HammondCare also runs a community service called Hammond at Home, which 

currently has about 80 clients that I provide service for if required. 

70. I am employed on a part time basis as one of HammondCare's Volunteer 

Coordinators. HammondCare uses volunteers in both its residential and community 

services. 

71. My role as Volunteer Coordinator is to recruit, onboard, train and support volunteers. 

72. I train volunteers in providing life engagement activities (which are similar activities 

to those listed at paragraph 27), and I source and compile diversional therapy 

resources for volunteers to use. 

73. The role also requires me to ensure criminal history checks are completed and stored 

safely, as well as all the mandatory training and competencies that volunteers are 

required to complete. 

7 4. I need to use various computer programs including ComCare (the database for 

Hammond at Home clients), SalesForce (the database that keeps track of all 
volunteer details including their training information), and need to be able to support 

volunteers to use the training programs. 

75. I also liaise with various community groups, schools, and pre-schools. 
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76. Pre-Covid there were approximately 60 volunteers to manage but this number has 

dropped considerably, as a result my role has expanded to include management of 

the visitor screening concierge located at each cottage. 

77. The screening process is the first line of defence in ensuring visitors meet the strict 
requirements for entry. 

78. Every week since the COVID-19 outbreaks started I have also undertaken the 

concierge role and have had to manage very tricky situations where visitors, who 

didn't meet the criteria, had to be refused entry. 

79. They have then become emotional, angry and verbally aggressive and had to be 

managed sensitively, but firmly. This I have found to be emotionally challenging work. 

Complexity and depth of activities 

80. One of the greatest challenges in my work, and the work of RAOs and DTs, is to 

provide meaningful person-centred and relationship-based care through activities. It 

is sophisticated and complex work. 

81. I will use the game of Bingo as an example to highlight the complexity involved: 

(a) Firstly, the RAO or OT will have already assessed each resident to establish 
whether bingo is an activity of interest, they will also have assessed what type 
of bingo (e.g., picture/music/number) they may be interested in. 

(b) They will check/assess for any specific physical/psychological requirements 
(e.g., are they vision impaired, and do they require large print cards? What font? 
Do they need to be away from the window to avoid glare? Are they hearing 

impaired? Do they need to sit directly in front of the caller? Do they need their 
hearing aid switched over to the loop system? Do they have anxiety? Do they 
need a volunteer to sit with them for reassurance?). 

(c) The game needs to be facilitated in a way that takes into account resident ability 

and acuity. If run for frailer residents it may need to be called more slowly and/or 
the numbers repeated, if run for higher functioning residents then it may be 
called faster or the games might more complex (e.g. racecourse, top line, four 
corners configurations) to challenge the player. 

(d) In a dementia care home, consideration must be given to what is the best time 

to run the game? When are the residents most cognitively aware or alert? 

(e) The length of the game will need to be adjusted as concentration levels vary. 

What suits the residents best on one day may not necessarily work the same 
the next day the game is run. Staff must always be in-tune with what is going 
on with each resident on a day-to-day, hour-to-hour basis. 

(f) Bingo prizes need to be carefully considered - what is suitable for one resident 
may not be suitable for another (e.g., chocolate may not be suitable for a 
resident with diabetes, if the resident has dementia the staff member will need 
to be aware and alert so that that person gets a chocolate suitable for a 
diabetic). 

(g) Staff have to be aware of all individual needs, likes, preferences and dietary 
requirements. 
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Examples of making a difference 

82. Professional recreational and activity therapies provide real and meaningful benefits 
to residents of residential aged care facilities. I would like to highlight two examples 
of the benefits of diversional therapy interventions where I observed a very profound 
impact on the residents' quality of life and wellbeing, (there are many examples but 
these two residents I think of often). 

83. The first is a resident called   was relatively young (from memory, he was 
in his late 50s) when he was admitted to aged care. He had been living in the 
community on his own, socially isolated, and not looking after himself. 

84. He was diagnosed with Wernicke-Korsakoff syndrome which is an alcohol related 
dementia. He was very underweight, totally withdrawn and frail. When he was first 
admitted it was impossible to get any information from him, he was withdrawn and 
uncommunicative. 

85. Over many weeks and months, I visited him daily, I spoke quietly and gently to him, 
tried to ask him questions about his interests, hobbies, background, family, work. My 
visits were short to begin with (1-2 minutes) and then they gradually lengthened (4 
minutes), after about 6 months the visits were about 5-6 minutes. 

86. Every visit I offered support, reassurance and very, very gentle encouragement. 
 was not at this stage attending any activities or socialising with any residents 

but, slowly, I was able to build trust and develop a bit of a rapport. 

87. I managed to gain a bit of insight into his life and background and started to get some 
smiles back from him when I visited. His health very gradually improved as he was 
starting to eat, sleeping properly, and was not drinking any alcohol. 

88. He put on weight very gradually and we assisted with buying some new clothes for 
him. After approximately 12 to 18 months I had a major breakthrough, when  
came with me to watch a game of carpet bowls. We sat at the back of the room and 
simply observed for 5 to 1 O minutes, I made him a cup of coffee and once he had 
drunk it, I walked back to his room with him. 

89. For a couple of months, we repeated our walks to the activities room to watch the 
carpet bowls game and have a coffee, each visit being slightly longer than the last. 

90. I never pushed, simply invited him, and reassured him I would be there with him. He 
even began to chat to a couple of the other residents; this was big progress. 

91. After one of our visits, I asked him if he would like to have a go at bowling, he was 
very hesitant, but I reassured him I could set the mat up late one afternoon when no
one was around and he could have a go on his own, he tentatively agreed. 

92. I organised for this to happen, I walked up to the room with him and he had a few 
goes and he smiled! During all this time, I was still visiting  every couple of days, 
he had opened up a lot and told me of his interest in literature, nature, birds and that 
he had been a professional painter. 

93. He talked a bit about his family, he had been married and had two children but as the 
dementia had progressed the marriage had failed and the children had grown distant, 
he was also unable to maintain any kind of relationship due to the dementia. 
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94. About 21 months after his admission he came to his first carpet bowls game and 
played on a team, the smile and joy on his face was visible to all. 

95. The support from other residents was incredible and other staff started to see the 
'real'  We continued to have regular chats and over time  became much 
more independent and engaged, he simply needed a reminder that carpet bowls was 
on and he would come on his own. 

96. He socialised with other residents and started to join in with other activities (darts and 
painting) and he became very skilled and talented, he won many games and ended 
up being the best carpet bowls player. By this stage his children were visiting 
occasionally. 

97.  now has quality or life, a sense of wellbeing, increased self-esteem, and family 
connection. His life has changed for the better. 

98. The second example is a resident called   had spent all her life in institutional 
care. She grew up in an orphanage and had lived in various institutions and 
psychiatric hospitals. She had mental health issues, poor physical health and a 
developmental disability. 

99. The care staff and management were finding it very difficult to look after  She 
would have aggressive verbal outbursts, refuse personal care, upset other residents 
with her shouting and be nasty to staff and other residents. 

100. A collective plan was needed to manage her behaviours of concern. As the DT I was 
keen to try and focus  on activities she found enjoyable, with the goal that this 
would build her self-esteem and self-worth and to give her pleasurable things to look 
forward to and distract her from what was upsetting her. 

101. I set about building rapport slowly, giving her quality time and actively listening to her. 
I assessed her interests as best I could. I liaised with the hospital social worker and 
the previous hostel she had lived in to try and obtain some social and lifestyle history 
on her, but the information was limited. 

102. As a result of having limited information, I decided I needed to trial different activities 
to see how she went and whether she was enjoying them of not. Most of the initial 
activities did not involve other residents as there was a risk that she would not get on 
with them and she would be disruptive. She also did not want to attend group 
activities. 

103. I initially trialled doing crochet and needlework with  (as I had found out that she 
had been taught those skills by the nuns in the orphanage.) She appeared to enjoy 
doing crochet work. The crochet work that she did was donated to babies in hospitals, 
and this also gave her a sense of purpose. 

104. We also had an incubator and chick hatching program and I asked  if she could 
keep a watch over the hatching chicks.  would sit by the incubator and chick pen 
watching over them for hours, and once the chicks had grown up  was still seen 
nursing the hens in the chook pen. She also put them in a basket on her wheelie 
walker and took them for walks. 

105.  developed a sense of responsibility and care for the hens, and it was possibly 
the first time in her life she had been given such an opportunity. She thrived knowing 
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she was useful and needed, the hens needed her, and we needed her to look after 
them. 

106. She would very proudly show new staff and visitors the hens she was looking after, 
and staff in return would show her great appreciation for the good work and help she 
was providing. She felt valued and important and her behaviours of concern 
diminished markedly. 

Role of RAOs in identifying care issues 

107. It is very often the RA Os, not nurses or doctors, who pick up when something is wrong 
with a resident. The time RAOs spend with a resident means they notice changes to 
the residents' presentation or level of participation, and these changes are often a 
sign of physical, social, or emotional changes. 

108. An example would be a resident who is normally sociable and actively involved in an 
activity displaying some antisocial behaviour and being somewhat withdrawn or 
unusually confused. Such an observation would be reported to the care staff or 
registered nurse (RN) and documented. 

109. Care staff may not have noticed any changes, but they will be apparent to a skilled 
and attentive RAO when the resident is involved in activities. RAO reports of these 
changes instigate further investigation by the RN to establish whether there is any 
infection or other underlying concern present. 

110. On occasions we were the first staff to notice when a resident had a urinary tract 
infection (UTI), as we notice some of the symptoms including confusion (delirium), 
agitation or increased urination. The symptoms of a UTI are susceptible to being 
misidentified as dementia symptoms, however, because we have so much contact 
with the residents, and know them so well, we are often able to identify any slight 
change in their behaviour. 

111. Because of this, we have also noticed residents who have had transient ischemic 
attacks (TIAs), have been affected by anxiety, shown symptoms of depression or 
other mental illness that have all required medical intervention. 

112. As an example of how well we get to know residents, while I was at Harbison, there 
was a resident there who, because of her religion, always wore a headscarf and 
pantyhose. 

113. She had dementia, and eventually was moved into the dementia unit, where she 
started to develop some challenging behaviours. I went to visit her, to see if I could 
help the staff, and saw that she had been dressed in tracksuit pants, when she 
probably had never worn pants in her life. She was beside herself, and no one could 
work out why her behaviours were so bad. 

114. I suggested dressing her in pantyhose, a skirt and with a scarf, given that was how 
she had always preferred to dress. When this happened, it was clear that she felt a 
lot more settled and her behaviour significantly improved. 

Resident engagement 

115. Part of the role of a RAO or a OT includes educating the resident on the benefits of 
activities, whether they be recreational or activities of daily living. 
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116. Sometimes a resident can be extremely reluctant to join in, very withdrawn and 
socially isolated. In order to break down that barrier we use a variety of techniques 
to engage, motivate, support and encourage the resident. 

117. We take small incremental steps so that the resident is gently supported to attend, 
no resident is ever forced to join an activity. The first step is to build a rapport with 
the person by: 

(a) Finding areas of common interest; 

(b) Gently encourage maybe with a cup of tea or just a walk to have a look; 

(c) Introduce them to other residents you feel they would get on well with; 

(d) Find a 'buddy' resident for them who will provide support; 

(e) Do not make them stay any longer than they wish to (the first attendances may 
be short and gradually the length of time may be increased); 

(f) Ensure when they are at the activity you sit them with suitable other residents, 
people who may have something in common with them; and, 

(g) Understand whether they are likely to be active participants, or will they prefer 
to be passive. Explain and support them throughout the activity. 

118. Sometimes we ask family members to help settle them in at the start, or volunteers 
can also be helpful for support and encouragement. RAOs and DTs need to learn 
and understand what the motivators are for each individual, and this is then 
documented to help other staff. 

Planning and programming in a way that supports engagement 

119. Planning revolves around understanding and knowing the resident well. All of their 
likes, dislikes, preferences, and interests. 

120. Knowing all the residents well (and having that information documented so that 
reports can be run) gives us an idea of what should be included on the program. 
Programs change as residents change or interest levels change. 

121. We also rely on feedback (formal and informal) to make decisions around what to 
include or take off the program. Engagement can be achieved when you are 
providing the appropriate activities and support for residents to engage. 

122. Adaptations often have to be made to an activity to enable residents to participate 
(e.g., ramps may be required for carpet bowls for residents in wheelchairs who cannot 
bend to release the bowl, a craft activity may need to be broken down into simple 
steps with diagrams and/or demonstrations for a resident with dementia). 

123. Good, thorough planning and programming is essential for success, as is the ability 
to think on your feet and make adaptations on the run. 

124. Sometimes things do not go according to plan and you need to make changes on the 
spot, having the knowledge and skills and the ability to be flexible and adaptable are 
imperative. These skills are built up over time, with experience and training. 
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Consideration of the spectrum of resident needs in planning engagement 

125. As a DT you have the training and professional knowledge to assess individuals 
thoroughly looking at physical, psychological, social, emotional, and spiritual needs 
with the aim of engaging the person in meaningful activity. 

126. Interventions are developed for the individual to meet their individual needs. As each 
resident will have different needs, goals, and interventions the DT then must work out 
a program that will meet all their needs. Some needs will be satisfied through a variety 
of small, medium, and large group activities and some will be satisfied on a one-to
one basis. 

127. Other needs will be met through activities of daily living (e.g., the resident may like to 
help set tables in the dining room, fold clothes for laundry or care staff or sweep the 
back yard). 

128. Having residents with all their varied needs makes the job very complex. At Harbison, 
I was a sole DT for residents with low care needs through to high, complex needs. 

129. It is incredibly important that the activities provided and how they are run is 
appropriate to the needs of the residents, residents should always experience a 
sense of enjoyment, achievement, purpose when engaged in activities. 

130. If the activity is too complex for their needs the risk is that they feel failure. If it is too 
simple for their needs they feel unchallenged. 

131. I always design lifestyle programs with the goal of residents to experiencing increased 
self-esteem, self-worth, achievement and/or fun. 

History of the profession and key changes over time 

132. Diversional therapy and lifestyle programs do not stand still. New research, reports, 
government standards and models of care are released or emerge all the time. 

133. In my 29 years in aged care, I have seen a move from a clinical or hospital-based 
type model of care to a more person-centred holistic model, then it became person 
or resident-directed and now the focus has moved to a relationship-based model of 
care. 

134. Best practice dementia care has also changed over the years. The focus now is on 
the benefits of the cottage model of care where a smaller number of residents live in 
a cottage style set-up and they are all involved as much as possible in the daily life 
and running of the cottage. 

135. DTs and RAOs have to keep up to date with changes in regulatory compliance and 
the industry generally in order to meet standards as set by the Australian Aged Care 
Quality and Safety Commission. This includes changes in expectations from clients, 
changes in trends/fashions (as the generations move through care the content of 
activities needs to keep up to date with that generation). 

136. DTs and RAOs have to maintain currency, not just with standards but with trends and 
new resources. Providing activities that meet best practice is essential to the role, 
this changes over time so maintaining currency is imperative (this is achieved by 
networking, research, and attending workshops and conferences). 
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137. DTs and RAOs need to be attuned to changes in resident preferences, and this is 
where ongoing assessment and evaluation must be undertaken and actioned - the 
role is ever changing, and continuous education and training is a must. 

138. When I first started working in aged care, most of the residents were independently 
mobile, they might use a walking stick, and a few residents used wheelie walkers. 
Some residents chose to come into aged care because they wanted company, 
wanted things to do, and wanted someone to cook their meals. 

139. By the time I left Harbison, most residents needed to use at least wheelie walkers if 
not wheelchairs. They were coming into care much older and much frailer, and with 
much more complex health problems. The levels of residents with dementia in 
particular, and often complex dementia, is much higher, and residents generally have 
much higher needs. 

140. Residents also weren't living as long - most residents would die within six months to 
a year of entering care, some only lived days or weeks. They also weren't coming 
into care voluntarily, but instead, because they couldn't live independently in the 
community any more - perhaps their Parkinson's was getting too bad and they were 
falling over a lot, or their dementia had progressed enough that they were confused 
and couldn't look after themselves. 

141. These days, if a healthy and mobile older person wanted to go into aged care, they 
probably wouldn't be able to do it, because, at least in the facilities that I've worked 
in, the aged care provider will only accept residents with high needs, because those 
are the people who have sufficient government funding. 

142. In my time at Harbison there was also a huge increase in the amount documentation 
required in order to meet accreditation requirements. There was no increase in staff 
levels to address this, in fact staff numbers were cut. We worked really hard to make 
sure that these changes did not detrimentally impact the activities provided to 
residents, or the frequency of activities. The impact of these changes means that 
RAOs and DTs were incredibly busy and often worked unpaid overtime. 

143. The rate of pay for RAOs is really an appalling rate of pay. 

144. At Harbison, many of my staff struggled financially. I had a number of staff members 
who lived a long way away from work because they could not afford to live closer. 
Money was just so tight for them. 

145. I built a really stable, fantastic team, and I think that if it wasn't for that, I would have 
had a huge rate of staff turnover because the pay is so low. 

146. Particularly for my single staff, just paying bills themselves, I know it was really tough, 
and they were cutting it fine every single fortnight. There was a lot of shopping at op 
shops, and people not eating out because they couldn't afford it. 

147. Some staff could only afford to work in the aged care industry, which they loved, 
because their partners earned better money. 

148. While I am no longer covered by the Aged Care Award, I believe that the low rates of 
pay in the Award continue to affect me, in that my pay is determined with reference 
to those rates. 
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149. While working at Harbison in my manager role, I discovered that the Occupational 
Therapist who worked there, who had no managerial responsibilities, was paid 
between $8.00 to $10.00 an hour more than me. 

150. This was very upsetting and frustrating to me given the amount of work I had, the 
complexity of my work, and the significant pressures placed on myself and my team. 

151. My work, and the work of RAOs and DTs, is often viewed as unskilled, but it is the 
opposite of that. It is complex, important work and it should be compensated 
accordingly. 

Josephine Peacock 

Date: 3o{ 3 ;.2 I 
I I 
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AUSTRALIA NEW ZEALAND FOOD STANDARDS CODE    CHAPTER 3 (AUSTRALIA ONLY) 

1INTRODUCTIONFOOD STANDARDS AUSTRALIA NEW ZEALAND   FOOD SAFETY PROGRAMS 

Introduction 

What is the purpose of the guide? 

This guide to Standard 3.2.1 Food Safety Programs aims to help people who are responsible for 
enforcing the Australia New Zealand Food Standards Code (the Code) to understand the intent of 
the clauses contained in Standard 3.2.1. It has been developed by Food Standards Australia New 
Zealand (FSANZ) in accordance with section 7(1)(c) of the Food Standards Australia New Zealand 
Act 1991. A copy of Standard 3.2.1 is included in this guide at pages 9 to 12. The entire Code is 
available on the FSANZ website at www.foodstandards.gov.au. 

What is the scope of the guide? 

The guide has been developed to help enforcement officers understand the general intent of 
individual clauses in Standard 3.2.1. It does this by providing, in general terms, an explanation of the 
legally defined terms and the individual clauses. It also includes examples, where appropriate. This 
guide does not provide specific guidance on how businesses should develop and implement food 
safety programs. Enforcement officers seeking more guidance on how to enforce Standard 3.2.1 for 
food businesses required to comply with this standard should refer to the range of tools, templates 
and guides developed by the Australian Government and individual state and territory food 
authorities. (See Appendix 1 for information on how to obtain this guidance material.) 

Is the information in this guide legally binding? 

No. The guidance provided in the guide is not legally binding—only the clauses in the standard are 
legally binding. Persons who are uncertain about the meaning of a clause in Standard 3.2.1 can refer 
to the explanation in this guide for clarification. 

As Standard 3.2.1 forms only a part of Australian food legislation, state, territory and enforcement 
officers should refer also to other standards in the Code and to their state’s or territory’s legislation, 
as these may also contain food safety program requirements. For example, in Victoria, all food 
businesses must already have a food safety program in place (except retail businesses selling low-
risk pre-packaged food). 

The guide includes examples where these may be helpful in explaining the meaning of a clause. 
However, neither the explanations in the guide nor the examples are legal requirements for food 
businesses. The examples given in this guide are used to illustrate how the clause might apply. They 
should not be taken to be the only instances where the standard would apply. 

Can I provide feedback on this guide? 

This edition of the guide will be reviewed and amended as necessary. Readers are invited to contact 
FSANZ if they have suggestions that would improve the guide, or if they believe additional 
explanation should be included. Feedback should be sent to the addresses on page ii. 

FSANZ disclaims liability for any loss or injury directly or indirectly sustained by any person as a 
result of relying on this guide. Food businesses should seek independent legal advice if they have 
any queries about their legal obligations under food standards. 
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How do I use this guide? 

This guide provides an explanation of each clause of the standard, in the same order in which they 
appear in the standard. This interpretation of the standard begins on page 13. A copy of the complete 
standard (Standard 3.2.1) is on pages 9 to 12. 

The definitions in Standard 3.2.1 have also been explained at the beginning of the interpretive 
section. An alphabetical listing of other definitions that are contained in Standards 3.1.1 
Interpretation and Application, 3.2.2 Food Safety Practices and General Requirements and 
3.2.3 Food Premises and Equipment and are of relevance to this standard have been included in 
the Glossary. 

The intended outcome for each clause of the standard is set out in a shaded box that precedes the 
explanation for that clause. For example, for clause 2 Application of this Standard, the outcome is: 

This clause specifies the food businesses that must comply with this standard. 

These outcomes are not legally binding. They have been included to explain the purpose of each 
clause. 

The text of each clause of the standard is included in bold type throughout the interpretive sections 
of the guide. The clause, subclause and paragraph numbering and lettering are the same as those in 
the standard. 

For example: 

(3) A food business must: 

(a) systematically examine all of its food safety handling operations in order to 

identify the potential hazards that may reasonably be expected to occur; 

An explanation of paragraph 3(a) then follows this bolded text. In some instances, clause and subclause 
numbering has been repeated where it is helpful for readers. 

Examples are titled and are set out in shaded boxes throughout the text. These examples serve to 
illustrate the intent of the requirements. For example, within the clause on auditing an example has 
been included on auditing frequency to illustrate that frequency can change depending on the results 
of the audit. The example is: 

Example of auditing frequency 

A state government (that allows third-party auditors) determines that food safety 

programs for hospitals are to be audited, initially, twice a year. All hospitals in  

this state would therefore need to arrange for their food safety program to be 

audited, initially, at least twice a year. Audits could then be done more often  

(up to four times a year) or less often (once a year), depending on the results  

of the audit. 

Examples have been included for illustrative purposes only and are not legally binding.
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Background to the development of Standard 3.2.1 

Why were national food safety standards developed? 

Australia has one of the safest food supplies in the world. However, foodborne illness is an ongoing 
problem and one that state, territory and Australian governments are working together to minimise. 
The national food safety standards specify the requirements that food businesses need to follow to 
ensure food sold in Australia is safe to eat. These national standards replaced prescriptive food 
hygiene measures that did not solely focus on food safety and differed across each state and territory. 
The national food safety standards manage food safety more effectively. They focus on measures to 
reduce the incidence of foodborne illness and help those food businesses that trade across states and 
territories by requiring them to follow only one set of food safety requirements. 

What is Standard 3.2.1? 

Standard 3.2.1 is one of the national food safety standards in Chapter 3 of the Australia New 
Zealand Food Standards Code (the Code) that outline the responsibilities of food businesses—for 
premises, equipment and food safety practices—to ensure that the food these businesses produce is 
safe. 

What food safety standards were developed? 

Four food safety standards were initially developed: 

Standard 3.1.1 Interpretation and Application 

Standard 3.1.1 sets out the interpretation and application provisions that apply to the other food 
safety standards. For example, it defines terms that are used across more than one of the food safety 
standards such as ‘safe food’, ‘suitable food’, ‘food business’ and ‘sell’. 

Standard 3.2.1 Food Safety Programs 

Standard 3.2.1 specifies the requirements for food safety programs and is the subject of this guide. 
Only certain businesses are required to comply with this standard. See pages 5 and 6 for further 
explanation of the businesses that need to comply. A food safety program is a written document 
indicating how a food business will control the food safety hazards associated with the food 
handling activities of the business. 

Standard 3.2.2 Food Safety Practices and General Requirements 

Standard 3.2.2 sets out specific food handling controls related to the receipt, storage, processing, 
display, packaging, transportation, disposal and recall of food. Other requirements relate to the skills 
and knowledge of food handlers and their supervisors, the health and hygiene of food handlers, and 
the cleaning, sanitising and maintenance of the food premises and equipment within the premises. If 
complied with, these requirements should ensure that food does not become unsafe or unsuitable. 

Standard 3.2.2 does not require the food business to keep any records demonstrating compliance 
with this standard. This is the purpose of Standard 3.2.1. Effectively, Standard 3.2.1 requires the 
business to set out in a documented food safety program how it will comply with Standard 3.2.2, 
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how it will monitor compliance with the food safety program, and what action it will take if 
monitoring finds the food safety program is not being complied with. 

All food businesses are required to comply with Standard 3.2.2. However, for some requirements in 
the standard, there are exemptions for charities and community groups, and also for businesses 
operating from temporary food premises and from private homes. 

Standard 3.2.3 Food Premises and Equipment 

Standard 3.2.3 sets out the requirements for food premises, fixtures, fittings, equipment and food 
transport vehicles. Food businesses that comply with these requirements will find it easier to meet 
the requirements of Standard 3.2.2. However, as per Standard 3.2.2, for some requirements in the 
standard there are exemptions for businesses operating from temporary food premises and from 
private homes. 

All food businesses are required to comply with Standard 3.2.3. 

When were the food safety standards adopted? 

In August 2000, three of the national food safety standards were adopted into Chapter 3 of the Code 
for application in Australia only. These are: 

Standard 3.1.1 Interpretation and Application 

Standard 3.2.2 Food Safety Practices and General Requirements 

Standard 3.2.3 Food Premises and Equipment 

These three standards have now been incorporated into state and territory law and therefore all food 
businesses must comply with these standards. 

The fourth standard, 3.2.1 Food Safety Programs, was not adopted in August 2000 because 
governments wanted more work to be done on the costs and benefits of food businesses 
implementing food safety programs. 

When was Standard 3.2.1 adopted into the Code? 

While awaiting the outcome of the additional work on the costs and benefits of food businesses 
implementing food safety programs, Ministers agreed in November 2000 to gazette Standard 3.2.1 
as a model standard. This was to allow states and territories that wanted to introduce a food safety 
program requirement for some classes of food businesses (earlier than being proposed nationally) to 
do so by adopting Standard 3.2.1. 

In December 2003, when the work on costs and benefits of food safety programs was completed, the 
Australia New Zealand Food Regulation Ministerial Council endorsed the Ministerial Policy 
Guidelines on Food Safety Management in Australia (Ministerial Policy Guidelines).1 These 
guidelines identify those food businesses that should be required to have a food safety program as 
defined in Standard 3.2.1 based on the food safety risk they pose. The following four food industry 
sectors were identified as being high risk: 

• food service in which potentially hazardous food is served to vulnerable populations 

                                                 
1 This guideline is available from the Food Regulation Secretariat’s page of the Department of Health and 

Ageing’s website www.health.gov.au. 
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• the harvesting, processing and distribution of raw oysters and other bivalves 

• catering operations serving food to the general public 

• the production of manufactured and fermented meat. 

In determining the businesses that should be required to have a food safety program, the following 
was referred to: 

• data from a national surveillance system called OzFoodNet2 that keeps track of and reports on 
outbreaks of foodborne illness, its incidence in Australia and its causes 

• a report called Food safety management systems: costs, benefits and alternatives (May 2002)3 
that examined closely the costs for businesses in having a food safety program, the benefits for 
consumers of this approach and other systems that might deliver a similar level of food safety 

• the findings of the National Risk Validation Project (May 2002)4 that identified the food 
handling sectors in Australia that posed the greatest food safety risk. 

Who must comply with Standard 3.2.1 and by when? 

High-risk sectors 

In accordance with the Ministerial Policy Guidelines, FSANZ has developed standards requiring 
food safety programs in three of the four high-risk sectors identified above. A standard for the 
remaining high-risk sector, catering, is still under development. Further detail is provided below. 

1. Food service in which potentially hazardous food is served to vulnerable populations 
On 5 October 2006, FSANZ gazetted Standard 3.3.1 Food Safety Programs for Food Service to 
Vulnerable Persons. This standard requires food businesses that prepare food for service to 
vulnerable persons to implement a food safety program in accordance with Standard 3.2.1. This will 
normally include food businesses providing food to hospital patients, aged care residents and 
children in child care centres. It will also normally apply to businesses that deliver meals, that is, 
organisations that prepare food for delivery to vulnerable persons. Food businesses required to 
comply with this standard have until 5 October 2008 to have a food safety program in place. 

2. The harvesting, processing and distribution of raw oysters and other bivalves 

On 26 May 2005, FSANZ gazetted Standard 4.2.1 Primary Production and Processing Standard for 
Seafood, which is currently being implemented by the states and territories. This standard requires 
food safety management systems for the production and processing of raw oysters and other 
bivalves. To comply with the requirement for a food safety management system, businesses can 
comply with Standard 3.2.1. However, Standard 4.2.1 also lists other compliance options such as 
implementing the Codex Alimentarius Hazard Analysis Critical Control Point (HACCP) system. 
HACCP and the Codex HACCP system are further explained on pages 13 to 17. 

                                                 
2 More information on OzFoodNet is available from the website at www.ozfoodnet.org.au. 

3 This report was prepared by the Allen Consulting Group Pty Ltd for the Department of Health and Ageing. It is 
available from this Department’s website at www.health.gov.au. 

4 This report was prepared by Food Science Australia and Minter Ellison Consulting for the Department of 
Health and Ageing. It is available from this Department’s website at www.health.gov.au. 
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3. Catering operations serving food to the general public 
FSANZ is currently working on a standard to require businesses that engage in certain off-site and 
on-site catering activities to develop and implement a food safety program in accordance with 
Standard 3.2.1. An advisory group comprising industry, government and consumer representatives is 
assisting FSANZ with this proposal (P290 – Food Safety Programs for Catering Operations for the 
General Public). When a standard is gazetted, food businesses covered by the standard will be 
required to have a food safety program in place two years from the date of gazettal. 

4. The production of manufactured and fermented meat 

On 26 November 2005, FSANZ gazetted requirements for producers of manufactured and fermented 
meats in Standard 4.2.2 Primary Production and Processing Standard for Poultry Meat and 
Standard 4.2.3 Production and Processing Standard for Meat. Producers of manufactured and 
fermented meats have two years to comply with these requirements, that is, 26 November 2007. 
These requirements do not require compliance with Standard 3.2.1. Businesses to which Standards 
4.2.2 or 4.2.3 apply must develop a food safety management system in accordance with these 
standards and therefore need to refer to Standards 4.2.2 and 4.2.3. 

Other food businesses 
FSANZ is also developing other standards for the primary production sector. Within these standards 
primary production businesses may be required to implement a documented food safety program as 
defined in Standard 3.2.1 or this may be one of several options for implementing a food safety 
system. On 5 October 2006, Standard 4.2.4 Primary Production and Processing Standard for Dairy 
Products was gazetted. This standard begins on 5 October 2008. Dairy businesses to which this 
standard applies are required to implement a documented food safety program as defined in Standard 
3.2.1. Primary production standards currently under development are those for the poultry and egg 
sectors. Standards will also follow for the meat and horticultural sectors. 

Irrespective of this work, all food businesses in Victoria must already have a food safety program 
(except retail businesses selling low-risk pre-packaged food). For more information refer to 
www.health.vic.gov.au/foodsafety. 

Other jurisdictions may also require businesses to have HACCP-based food safety systems in place. 
Therefore, all food businesses need to check with their local authority for the requirements that 
apply in the state or territory where the business is located. 
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Standard 3.2.1 

Food Safety Programs 
 

(Australia only) 

Purpose 
This Standard is based upon the principle that food safety is best ensured through the 
identification and control of hazards in the production, manufacturing and handling of food as 
described in the Hazard Analysis and Critical Control Point (HACCP) system, adopted by the 
joint WHO/FAO Codex Alimentarius Commission, rather than relying on end product standards 
alone. This standard enables states and territories to require food businesses to implement a 
food safety program based upon the HACCP concepts. The food safety program is to be 
implemented and reviewed by the food business, and is subject to periodic audit by a suitably 
qualified food safety auditor. 

Contents 
Division 1 — Interpretation and application 
1 Interpretation 
2 Application 

Division 2 — Food safety programs 
3 General food safety program requirements 
4 Auditing of food safety programs 
5 Content of food safety programs 
6 Fund raising events 

Division 1 — Interpretation and application 
1 Interpretation 

In this Standard – 

auditing frequency means the most recently determined frequency of auditing 
determined by the appropriate enforcement agency, or a food safety auditor, 
in accordance with the Act. 
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food safety program means a food safety program that satisfies the requirements of 
clause 5. 

food safety auditor means a person approved as a food safety auditor under the Act as 
a person competent to audit the relevant class of food business. 

Editorial note: 

Jurisdictions may approve environmental health officers, private contractors, or a 
mixture of the two as food safety auditors. 

monitoring includes checking, observing or supervising in order to maintain control. 

2 Application of this Standard 

(1) This Standard applies to food businesses in Australia in accordance with Standard 
3.1.1 and subclause (2). 

(2) This Standard applies to all food businesses that are determined by the appropriate 
enforcement agency under the Act to be within a priority classification of food business from 
the commencement date for that priority classification of food business. 

Replacement subclause 2(2) to commence on 26 May 2006 

(2) Unless expressly provided elsewhere in this Code, this Standard applies to all food 
and primary food production businesses that are determined by the appropriate enforcement 
agency under the Act to be within a priority classification of food business from the 
commencement date for that priority classification of food business. 

Editorial note: 

Under the Act, the appropriate enforcement agency must determine the priority 
classification of individual food businesses. 

Jurisdictions may determine the mechanism by which a priority classification 
system and date of commencement is established, i.e. by regulation or declaration. 

Division 2 — Food safety programs 
3 General food safety program requirements 

A food business must: 

(a) systematically examine all of its food handling operations in order to identify 
the potential hazards that may reasonably be expected to occur; 
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(b) if one or more hazards are identified in accordance with paragraph (a), 
develop and implement a food safety program to control the hazard or 
hazards; 

(c) set out the food safety program in a written document and retain that 
document at the food premises; 

(d) comply with the food safety program; and 

(e) conduct a review of the food safety program at least annually to ensure its 
adequacy. 

4 Auditing of food safety programs 

A food business must: 

(a) ensure that the food safety program is audited by a food safety auditor at the 
auditing frequency applicable to the food business; 

(b) make the written document that sets out the food safety program, and the 
appropriate records referred to in paragraph 5(f), available to any food safety 
auditor who has been requested to conduct an audit of the food safety 
program; and 

(c) retain copies of all written reports of the results of all audits of the food safety 
program conducted by a food safety auditor within the last four years, for 
inspection upon request by a food safety auditor who audits the food safety 
program or an authorised officer. 

Editorial note: 

ANZFA has developed food safety auditor approval criteria for food safety auditors 
in conjunction with the states and territories. 

5 Content of food safety programs 

A food safety program must: 

(a) systematically identify the potential hazards that may be reasonably expected 
to occur in all food handling operations of the food business; 

(b) identify where, in a food handling operation, each hazard identified under 
paragraph (a) can be controlled and the means of control; 

(c) provide for the systematic monitoring of those controls; 

(d) provide for appropriate corrective action when that hazard, or each of those 
hazards, is found not to be under control; 

(e) provide for the regular review of the program by the food business to ensure 
its adequacy; and 
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(f) provide for appropriate records to be made and kept by the food business 
demonstrating action taken in relation to, or in compliance with, the food 
safety program. 

6 Fund raising events 

A food business does not have to prepare a food safety program in accordance with this 
Standard in relation to fundraising events conducted by the food business, that is, events that 
raise funds solely for community or charitable causes and not for personal financial gain. 
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Interpretation of Standard 3.2.1 Food Safety Programs 

Purpose 

This standard is based upon the principle that food safety is best ensured through the 

identification and control of hazards in the production, manufacturing and handling of 

food as described in the Hazard Analysis and Critical Control Point (HACCP) system, 

adopted by the joint WHO/FAO Codex Alimentarius Commission, rather than relying on 

end product standards alone. This standard enables states and territories to require 

food businesses to implement a food safety program based upon the HACCP concepts. 

The food safety program is to be implemented and reviewed by the food business, and is 

subject to periodic audit by a suitably qualified food safety auditor. 

The above section appears at the beginning of Standard 3.2.1 and explains the purpose of the 
standard. Further explanation of this section, and thereby the purpose of the standard, is provided 
below. 

What is HACCP? 

HACCP, or the Hazard Analysis Critical Control Point system, is a way of ensuring that food is 
safe. It provides a formal method for food businesses to manage the safety of food as it is prepared 
and processed within the business. It requires businesses to: 

• identify what food safety problems could occur (food safety hazards) at each stage of food 
production. For example, if cooked food is cooled too slowly, food poisoning bacteria can grow 
to dangerous levels 

• identify where these food safety problems can be controlled (that is, the steps during the 
production of the food where controls can be put in place), for example the cooling step 

• put in place specific controls, including the criteria which separates acceptability from 
unacceptability, to make sure that these food safety problems do not occur. For example, 
establish a cooling procedure that cools cooked food from 60C to 21C within 2 hours and 
from 21C to 5C within a further 4 hours, such as using shallow trays for cooling in the 
refrigerator 

• monitor these controls to make sure that they are in place and working. For example, check that 
the cooling procedure is being followed 

• take action if monitoring finds that a control is not working and consequently a food safety 
problem could have occurred (this is referred to as corrective action). For example, if 
monitoring finds that the cooling procedure has not been followed, discard the food and carry 
out a follow-up investigation to determine why the procedure was not followed so that any 
problems can be resolved 

• keep records of monitoring and corrective actions so that the business has confidence that the 
food safety controls in place are working correctly and can demonstrate this to others, for 
example government enforcement officers 
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• regularly review the entire HACCP system to make sure that it is being followed, it covers all 
the food handling activities of the business and any necessary changes are made for the system 
to maintain the safety of the food handled by the business. 

Food businesses already take steps to make sure that the food they produce is safe. However, 
HACCP provides a formal documented system for businesses to ensure that nothing is missed. 

Where did the HACCP concept come from? 

HACCP was developed in the 1960s in the United States by the Pillsbury Company for the National 
Aeronautics and Space Administration (NASA), to ensure the safety of the food provided for the 
astronauts. The existing system of testing a sample of food for safety was not considered adequate 
enough for astronauts, as testing a sample of a batch of food does not guarantee the safety of the 
entire batch. NASA wanted a system that ensured all food provided to astronauts was safe all the 
time. The HACCP system ensured this by requiring the companies that manufactured food for 
astronauts to systematically control all potential food safety hazards at every step of the food’s 
manufacture, and to keep records to demonstrate this was occurring. 

What is ‘Codex HACCP’? 

‘Codex HACCP’ is the HACCP system specified within the Basic texts on food hygiene, third 
edition.5 This document was developed by the Codex Alimentarius Commission (Codex). Codex 
was created in 1963 by the Food and Agriculture Organization (FAO) and the World Health 
Organization (WHO) to develop international food standards, guidelines and related texts such as 
codes of practice under the Joint FAO/WHO Food Standards Programme. The Codex Alimentarius, 
or the food code, has become the global reference on food standards. The HACCP system specified 
within the Basic texts on food hygiene is therefore the international reference to HACCP. 

The Codex HACCP system consists of the following seven principles: 

1 Conduct a hazard analysis.6 

2 Determine the critical control points (CCPs).7 

3 Establish critical limit(s).8 

4 Establish a system to monitor control of the CCP. 

5 Establish the corrective action to be taken when monitoring indicates that a particular CCP is 
not under control. 

6 Establish procedures for verification to confirm that the HACCP system is working effectively. 

7 Establish documentation concerning all procedures and records appropriate to these principles 
and their application. 

                                                 
5 For a copy of this document, see <www.codexalimentarius.net> under ‘Official standards’—‘Special 

publications’. 
6 A hazard analysis is the process of collecting and evaluating information on food safety hazards and conditions 

leading to their presence to decide which are significant for food safety and therefore should be addressed in the 
HACCP system. 

7 A critical control point is a step during food production at which control can be applied and is essential to 
prevent or eliminate a food safety hazard or reduce it to an acceptable level. 

8 A critical limit is a criterion that separates acceptability from unacceptability. 
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Why is Standard 3.2.1 based on Codex HACCP? 

The requirements of Standard 3.2.1 are not identical to the principles of HACCP as set out within 
the Codex Basic texts on food hygiene. However, the outcome is the same: a documented system in 
place that identifies and controls potential food safety hazards. The table below compares the seven 
principles of HACCP with Standard 3.2.1. The main differences are then further discussed. 

Table 1: Comparison between the seven principles of Codex HACCP and  
Standard 3.2.1 Food Safety Programs 

Seven principles of HACCP Comparison with Standard 3.2.1 

1 Conduct a hazard analysis. Paragraph 3(a) requires a food business to 

systematically examine all of its food handling 

operations in order to identify the potential 

hazards that may reasonably be expected to 

occur. 

2 Determine the critical control points (CCPs). 

 (Codex recommends businesses have in 

place prerequisite programs (or support 

programs) before they implement HACCP 

and therefore it is primarily the CCPs that 

should remain.) 

Paragraph 5(b) requires a food safety program 

to identify where, in a food handling operation, 

each hazard identified can be controlled. CCPs 

do not need to be identified separately. 

This means the food safety program must 

identify the point where all hazards (reasonably 

expected to occur) can be controlled. This will 

include the use of support programs to control 

hazards that are common across food handling 

steps.  

3 Establish critical limits. Paragraph 5(b) requires a food safety program 

to identify the means of control. 

This would mean establishing the criteria that 

separates acceptability from unacceptability at 

each of the control points. If the control is 

through a support program, the program would 

have to specify these criteria.  

4 Establish a system to monitor control of the 

CCP. 

Paragraph 5(c) requires a food safety program 

to provide for the systematic monitoring of 

those controls. 

This would include monitoring compliance with 

support programs. 

5 Establish the corrective action to be taken 

when monitoring indicates a particular CCP 

is not under control. 

Paragraph 5(d) requires a food safety program 

to provide for appropriate corrective action 

when that hazard, or each of those hazards, is 

found not to be under control. 

 Continued 
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Seven principles of HACCP Comparison with Standard 3.2.1 

6 Establish procedures for verification to 

confirm that the HACCP system is working 

correctly. 

Paragraph 5(e) requires a food safety program 

to provide for the regular review of the program 

by the food business to ensure its adequacy. 

7 Establish documentation concerning all 

procedures and records appropriate to these 

principles and their application. 

Paragraph 5(f) requires a food safety program 

to provide for appropriate records to be made 

and kept by the food business demonstrating 

action taken in relation to, or in compliance 

with, the food safety program. 

Explanation of main differences between Codex HACCP and Standard 3.2.1 

Standard 3.2.1 requires the business’s food safety program to identify and control all potential 
food safety hazards whereas Codex HACCP focuses on the critical hazards and controls. 

It is essential that businesses control all potential food safety hazards that may reasonably be 
expected to occur in the food handling operations of the business. 

Codex HACCP achieves this by recommending businesses have in place prerequisite programs (or 
support programs) before they implement a HACCP system. Examples of support programs include 
staff health and hygiene, cleaning and sanitation, pest control, approved supplier, food disposal, 
equipment calibration and maintenance. These programs normally control hazards that apply across 
the food handling activities of the business. For example, a pest control program controls the 
microbiological and physical hazards of pest infestation of food. 

Standard 3.2.1 achieves this by requiring the food safety program to identify and control all 
potential hazards (reasonably expected to occur). This means the food safety program must include: 
• documented support programs to control the hazards that apply across food handling activities 
• documented controls for the remaining hazards that are more specific to the food handling 

activities of the business. Hazards specific to a food handling step such as storage and cooking 
are normally controlled at the step and set out in a table. 

The outcome of both systems is the same. All hazards must be documented and controlled. 

Standard 3.2.1 requires all hazards identified to be controlled; Codex HACCP requires a 
hazard analysis to be conducted to focus controls on critical hazards. 

Standard 3.2.1 requires all identified hazards to be controlled within the food safety program. As 
stated above, this is to ensure that the food safety program includes documented support programs. 
Because Codex recommends that these support programs be put in place before the business 
implements Codex HACCP, Codex HACCP need only focus on the critical hazards as all other 
hazards should already have been controlled by the support programs. 

Standard 3.2.1 includes additional requirements to Codex HACCP. 

Standard 3.2.1 includes additional requirements, as it is a legal standard that will be enforced to 
assess whether food businesses are meeting its requirements. For example, it requires food 
businesses to comply with the food safety program and to set out the program in a written 
document. Codex HACCP is not a legal standard, but a code of practice outlining the principles of 
HACCP and how it can be implemented. 
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Why are food safety programs being mandated for certain categories of 
businesses? 

While all food businesses must comply with the food safety practices specified within Standard 
3.2.2 Food Safety Practices and General Requirements, it is considered necessary for businesses 
that are identified as high risk and where the benefits of implementing a food safety program 
outweigh the costs to comply with the additional requirements of Standard 3.2.1. Essentially this 
requires the business to demonstrate that it is complying with Standard 3.2.2 by writing this down in 
a food safety program, and monitoring this program to make sure that the program is being 
followed. Specifically, the business must: 

• carefully examine all its food handling operations to identify any potential hazards 

• if one or more hazards are identified, develop a food safety program to control the hazard(s) 

• set the food safety program in a written document and retain that on the premises 

• comply with the program 

• conduct a review of the program at least annually to make sure it is adequate. 

See ‘Who must comply with Standard 3.2.1 and by when?’ on pages 5 and 6 for an explanation of 
the businesses that must comply with this standard. 
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Division 1 — Interpretation and application 

1 Interpretation 

This clause defines words applicable to this standard only. 

The definitions in Standard 3.1.1 Interpretation and Application also apply in this standard. If a 
term is not defined in this standard or in Standard 3.1.1, the most recent edition of The Macquarie 
dictionary, published by The Macquarie Library Pty Ltd, should be referred to. 

Some definitions and clauses refer to the ‘Act’. This means the relevant state or territory Act that 
refers to the Australia New Zealand Food Standards Code as legislation in that jurisdiction. This is 
usually the state’s or territory’s food Act or primary production Act. 

1 In this Standard – 

auditing frequency means the most recently determined frequency of auditing 

determined by the appropriate enforcement agency, or a food safety auditor, in 

accordance with the Act. 

How often a food business is audited is decided by the enforcement agency that has 
jurisdiction. Auditing frequency may be specified within state or territory legislation, in 
guidelines or in another instrument. 

food safety program means a food safety program that satisfies the requirements of 

clause 5. 

Clause 5 states: 

A food safety program must: 

(a) systematically identify the potential hazards that may be reasonably 

expected to occur in all food handling operations of the food business; 

(b) identify where, in a food handling operation, each hazard identified under 

paragraph (a) can be controlled and the means of control; 

(c) provide for the systematic monitoring of those controls; 

(d) provide for appropriate corrective action when that hazard, or each of those 

hazards, is found not to be under control; 

(e) provide for the regular review of the program by the food business to ensure 

its adequacy; and 

(f) provide for appropriate records to be made and kept by the food business 

demonstrating action taken in relation to, or in compliance with, the food 

safety program. 

A detailed discussion of the intent of clause 5, subclauses (a) to (f) is contained on pages 31 to 
40 of this guide. 
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food safety auditor means a person approved as a food safety auditor under the Act as a 

person competent to audit the relevant class of food business. 

A food safety auditor is a person approved under the state or territory food Act where the 
business is located to carry out a food safety audit for a particular class of business. For 
example, an auditor may be approved to audit seafood businesses but not hospitals. This is 
because the audit competencies required are different for these types of businesses. 

There is an editorial note in clause 1 of Standard 3.2.1 that ‘jurisdictions may approve 
environmental health officers, private contractors, or a mixture of the two as food safety 
auditors’. Each jurisdiction is responsible for approving auditors. This may be in accordance 
with agreed national criteria. State and territories may provide information, on their websites, 
on the auditors that have been approved within their jurisdiction. 

The duties of food safety auditors and the reporting requirements are specified within each state 
or territory food Act. 

Normally the duties of a food safety auditor are to: 

• carry out initial audits of food safety programs at the frequency determined by the 
enforcement agency 

• determine subsequent audit frequencies within the range appropriate for the priority 
classification of the business (that is, whether it is classified as high-, medium- or low-risk) 

• assess food businesses for compliance with the food safety standards (including the food 
safety program requirements) 

• carry out follow-up action to ensure that nonconformances (matters where the business 
does not comply with the food safety standards, including the food safety program 
requirements) have been rectified 

• report the outcomes of the audit to the appropriate enforcement agency. 

monitoring includes checking, observing or supervising in order to maintain control. 

Monitoring is a way of making sure that identified hazards are kept under control. For example, 
the practices of staff can be observed to assess whether food safety procedures are being 
followed. Monitoring activities need to be written down so it can be demonstrated that the 
identified hazard has been controlled or that corrective action has been taken when a hazard is 
found not to be under control. For example, a check list can be used to indicate whether staff 
are following correct procedures. This check list should allow for enough room to write down 
what action is taken if it is observed that the correct practices are not being followed. 

2 Application of this standard 

This clause specifies the food businesses that must comply with this standard. 

2(1) This Standard applies to food businesses in Australia in accordance with 

Standard 3.1.1 and subclause (2). 

Standard 3.1.1 says that the standards within Chapter 3 apply to all food businesses in Australia 
but not in New Zealand. With respect to Standard 3.2.1, it means the standard can be applied in 
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Australia in accordance with subclause (2) below. A ‘food business’ is defined and does not include 
‘primary food production’. However, while the Chapter 3 standards do not normally apply to 
primary food producers, subclause 2(2) permits Standard 3.2.1 to be applied to primary food 
production businesses. 

Information about food safety programs in New Zealand is available on the New Zealand Food 
Safety Authority’s website at www.nzfsa.govt.nz. 

2(2) Unless expressly provided elsewhere in this Code, this Standard applies to all 

food and primary food production businesses that are determined by the appropriate 

enforcement agency under the Act to be within a priority classification of food business 

from the commencement date for that priority classification of food business. 

Subclause 2(2) allows Standard 3.2.1 to be applied to a food business or primary food production 
business based on a priority classification system. Priority classification is a system that classifies 
food businesses into risk categories based on the type of food, activity of the business, method of 
processing and customer base. The method of classification is decided by the state or territory where 
the food business is located and may be based on a national model. For example, a particular state or 
territory could decide that all food businesses within the state or territory that are classified as high-
risk must comply with this standard. In Victoria, all food businesses must already have food safety 
programs in place (except retail businesses selling low-risk pre-packaged food). See 
www.health.vic.gov.au/foodsafety for more information. 

At a national level, the Australia New Zealand Food Regulation Ministerial Council agreed to the 
Ministerial Policy Guidelines on Food Safety Management in Australia in December 2003. These 
guidelines propose that food safety programs be mandatory for four high-risk food industry sectors 
(in Australia only). The four high-risk sectors are: 

• food service, where potentially hazardous food is served to vulnerable populations 

• the harvesting, processing and distribution of raw oysters and other bivalves 

• catering operations serving food to the general public 

• the production of manufactured and fermented meat. 

To make it compulsory for these high-risk food industry sectors to implement food safety programs, 
FSANZ has written separate standards for each sector rather than using this subclause to apply 
Standard 3.2.1 to these sectors. This enables FSANZ to include the definitions necessary to apply 
the standards and other requirements or exemptions specified within the Ministerial Policy 
Guidelines or other matters considered necessary during the development of each standard. 

The new standards are: 

1 Standard 3.3.1 Food Safety Programs for Food Supplied to Vulnerable Persons 

2 Standard 4.2.1 Primary Production and Processing Standard for Seafood 

3 Standard 3.3.2 Food Safety Programs for Catering 

4 Standard 4.2.2 Primary Production and Processing Standard for Poultry Meat (Division 3 — 
Production of ready-to-eat poultry meat) and Standard 4.2.3 Primary Production and Processing 
Standard for Meat (Division 3 — Production of ready-to-eat meat). 

See ‘Who must comply with Standard 3.2.1 and by when?’ on pages 5 and 6 for further explanation 
of these standards and the businesses that must comply with Standard 3.2.1. 
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Division 2 — Food safety programs 

3 General food safety program requirements 

If a food business identifies one or more hazards in its food handling operations, it must: 

• develop a written food safety program 

• follow the five steps specified in this clause 

• comply with that food safety program and regularly review it. 

Clause 3, subclauses (a) to (e) list five things a food business must do when developing its food 
safety program. Clause 3 (what the business must do) sits closely alongside clause 5 (what should be 
in the food safety program). 

Merely having a documented food safety program is not sufficient. The food business must be able 
to show that it: 

• has systematically identified all of the food handling activities of the business 

• has identified and written down any hazards, and has identified the control measures necessary 
to control those hazards 

• has written the document in English and in a form that meets the requirements of clause 5 of 
Standard 3.2.1 

• is complying with its food safety program, and provides for the regular review of that program. 

The five key steps in developing a food safety program are discussed below in more detail. 

3 A food business must: 

3(a) systematically examine all of its food handling operations in order to identify 

the potential hazards that may reasonably be expected to occur; 

The food business must, in a systematic way, examine all of its food handling activities to identify 
any potential hazards. To ‘systematically examine’ food handling operations, the food business 
should list all the steps in its food operations, beginning with receiving food (including ingredients) 
into the business and finishing with the final step. 

‘Food handling operation’ is defined in Standard 3.1.1 as ‘any activity involving the handling of 
food’ and can include delivery, storage, preparation, cooking, chilling, reheating, serving, display 
and transportation. This is not an exhaustive list and food businesses need to look closely at all the 
food handling activities of the business, as these will vary from business to business according to the 
work done. 
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Example of systematically examining food handling activities 

A hospital kitchen identifies the following food handling steps: 

1 food receipt (includes assessing food for safety and suitability when it is 

received from suppliers to assess its compliance against the business’s 

specifications) 

2 food storage: placing food into dry or cold/frozen storage 

3 food preparation: includes washing, chopping/slicing/mincing, adding other 

ingredients, mixing 

4 cooking 

5 cooling for cooked foods that are to be cooled 

6 storing prepared foods in cool rooms (when not served immediately) 

7 reheating 

8 plating and identifying meals on trays 

9 delivery to patients 

10 return of leftover food. 

The food handling steps in the above example can be illustrated in the form of a flow diagram (see 
the diagram opposite). A food business can use guidance material to help it identify the steps in its 
operations. If guidance material is used, however, the business must make the necessary 
modifications to include all of the steps identified for the business. For example, the business may 
need to add extra steps or make amendments to ensure that the steps accurately reflect what the 
business does. 

When the business has listed the steps in its food operations, it must look carefully at each step to 
identify potential hazards that may be reasonably expected to occur for each step. 

‘Reasonably expected to occur’ means the hazard is foreseeable, typical or likely to occur due to the 
specific nature, storage, transportation, preparation or handling of the food. For example, a potential 
hazard that is reasonably likely to occur during cooking is survival of food poisoning bacteria. The 
examining of potential hazards that may be reasonably expected to occur is further explained under 
clause 5(a) on pages 31 and 32. 

Hazards not reasonably expected to occur do not need to be considered. For example, if a business 
sources all of its water to be used on the premises from the mains water system and this water is of 
drinkable standard, potential hazards are not likely to occur from the use of this water. However, if 
water is sourced from non-mains supplies such as tanks, then the water may be a source of hazards 
and controls need to be considered. 
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Figure 1: Example of a flow diagram for a hospital kitchen supplying food to patients 
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3(b) if one or more hazards are identified in accordance with paragraph (a), 

develop and implement a food safety program to control the hazard or 

hazards; 

A food business must write and follow a food safety program if there are any potential hazards 
identified in the food handling activities of the business. Food businesses that are required to 
comply with this standard will be able to identify potential hazards (see pages 5 and 6 for an 
explanation of the businesses required to comply with this standard). The content of a food safety 
program is outlined in clause 5. 

In writing the food safety program, the business must list any potential hazards associated with the 
key food handling steps already identified under clause 3(a). 

3(c) set out the food safety program in a written document and retain that 

document at the food premises; 

The food safety program must be a written document, in English, that is kept on the premises. An 
enforcement officer will want to see the food safety program, either in writing or on a computer 
system readily available on the premises, in order to be satisfied that this program contains the 
information required in clause 5 of this standard. 

The food safety program document needs to be held at the food business’s premises at all times. The 
Commonwealth Electronic Transaction Act 1999 allows records and documents to be kept in an 
electronic form. If the food safety program is in an electronic form, staff of the business must be 
able to access it on the premises at all times (that is, a computer on-site). The food safety program 
must be available to an auditor under paragraph 4(b). 

When a food business is sold and the nature of the business remains unchanged, a food safety 
program could be transferred to the new owner/proprietor. However, this would be part of the 
commercial arrangements of the sale of the business. If a food safety program is transferred to a new 
owner, the new owner is responsible for ensuring that it meets all the legal requirements and 
accurately reflects the food handling activities of the business. Therefore, if any changes are made to 
the business’s operations, these must be reflected in the food safety program. 

If the management of the business changes (but not ownership), the food safety program and all 
relevant documentation such as records and audit reports must be retained by the owners of the 
business to satisfy their legal obligation to have a food safety program in place and appropriate 
records. 

3(d) comply with the food safety program; and 

To meet the requirements of clause 3(d), the food business must follow the food safety program it 
has developed. Activities that an enforcement officer might want to see as evidence (by observing 
the practices of the business and examining its records) that the food business is complying with its 
written food safety program include that the business is: 

• following the control steps for each identified food safety hazard 

• monitoring these control steps in the way described in the food safety program 

• implementing the corrective actions if a hazard is found not to be under control 

• keeping records of monitoring and corrective actions as indicated in the food safety program 

• complying with the review procedure specified in the program. 
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As part of complying with its food safety program the business will need to: 

• tell employees what their responsibilities are within the food safety program 

• train employees in how to follow the food safety program 

• supervise employees as necessary to make sure they follow the program 

• modify the food safety program (following the review procedure) so that it continues to 
accurately reflect the food handling activities of the business and controls the potential hazards 
of these activities 

• provide the necessary equipment so that the program can be followed, for example by 
supplying soap and single-use towels for hand washing. 

3(e) conduct a review of the food safety program at least annually to ensure its 

adequacy. 

To meet the legal requirement of clause 3(e) the food safety program must indicate that the program 
will be reviewed at least annually and when (approximately) this review will take place. This means 
that the program must be reviewed within the first 12 months of the program having been 
implemented, and then at least every 12 months from then on. 

What is the purpose of a review? 

A review ensures the food safety program is achieving its objective of controlling all potential food 
safety hazards that are reasonably likely to occur during the food’s production. 

A review is necessary because the activities of food businesses are not static; they change over time, 
for example when new equipment is purchased and menu items change. These factors may mean that 
the food safety program no longer controls the hazards that were identified by the business when the 
program was first developed. It may also mean that there are new hazards that need to be controlled to 
make sure the food is safe. When changes take place that affect the food safety program, food 
businesses need to review the plan immediately, regardless of when the next review is scheduled. 

There are two parts to a review: validation and verification. 

Validation 

Validation is the action taken by the business to confirm that the control measures are 
effective in controlling the hazards (that is, they prevent, eliminate or reduce a food safety 
hazard to an acceptable level). 

The validation of a food safety program needs to occur before it is implemented as it confirms 
whether the proposed controls will be effective. Therefore, when control measures are being 
determined during the development of the food safety program (as required under paragraph 5(b)), 
these control measures need to be validated and this is discussed further under this paragraph (see 
pages 32 to 35). However, as part of reviewing a food safety program, ongoing validation of this 
program must also be conducted. This needs to include the following checks: 

• all potential hazards that are reasonably expected to occur have been identified 

• the controls in place are effective. That is, they are capable of preventing, eliminating or 
reducing a food safety hazard to an acceptable level (while controls may have been validated 
when the program was first developed, any changes to these controls or the introduction of new 
controls should initiate re-validation of the food safety program). 
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Verification 

Verification is the action taken by the business to confirm that the practices and procedures in 
the food safety program are happening. 

Verification of a food safety program needs to occur after it has been implemented to check that it is 
operating as it should. The business must check that control measures (including support programs), 
monitoring activities, corrective actions and record keeping are actually happening in practice. 
Examples of actions the business can take to verify its food safety program include: 
• checking that all of the food handling activities of the business are covered within the food 

safety program 
• examining the records kept to ensure that food handlers are completing them correctly, 

including the recording of any non-conformances and the subsequent corrective action taken 
• observing whether food handlers are complying with measures in the food safety program, for 

example by wearing correct protective clothing and washing and drying hands as required 
• checking that contractors have performed the work for which they were engaged, for example 

that pest control baits are checked as specified in the pest control program. 

When should the review take place? 

The business must conduct a full review of its entire food safety program at least annually, and 
should specify in the food safety program the date for this review. However, the food safety 
program will also need to be reviewed during this 12-month period if there is any change in the 
business’s food handling activities or if other matters occur that may affect the food safety program. 
However, unlike the annual review, this review need only be on the sections of the food safety 
program affected. 

Prompts to carrying out a review include: 

1 Internal factors in the business, for example: 
– an internal audit (audit conducted by the business) finds non-conformances 
– new or different types of equipment are used to process foods, for example a new type of 

oven may affect cooking times and temperatures 
– changes made to chemicals used for cleaning and sanitising 
– changes made to ingredients, additives or menu items 
– results of microbiological testing indicates that controls may not be adequate 
– customers complain of illness, which may indicate that handling operations including 

processing are inadequate or ineffective 
– food recalls, for food safety reasons, involving the business’s products. 

2 External factors include: 
– new information on hazards or control measures 
– changes to legislation, and new or amended codes of practice, templates or other food 

safety guidance material 
– audits by enforcement agencies find non-conformances 
– reports of illness outbreaks in the media. 
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Enforcement agencies may help businesses determine whether a review is necessary by advising 
them of changes to legislation, improvements in controlling hazards, and new hazards that may 
occur in foods. Businesses should investigate immediately any customer complaints relevant to food 
safety to assess whether the food safety program requires any amendment, and should act on any 
advice or information from industry associations or other reliable sources of information. 

What evidence should a business provide to show that a review has been 
conducted? 

The enforcement agency must be satisfied that a food business has conducted a review to assess the 
adequacy of the food safety program. If the review indicates that there are problems with the 
program, the enforcement agency must be satisfied that action has been taken to correct or amend 
the program. 

Records must be kept of the review to indicate: 

• when the review took place 

• what was reviewed, that is, the entire program or only certain parts 

• the outcome 

• what action, if any, was taken as a result of the review. 

Note that while the program can be reviewed in parts, the entire program must be reviewed every 
twelve months. 

Example of monitoring and review 

In a hospital kitchen, staff follow cooking times and temperatures for the different 

types of food that are being cooked. These cooking times and temperatures 

have been validated to ensure the safety of the food and that the food appears 

cooked. For example, the business has determined that its lasagne needs to be 

cooked at 180C for 35 minutes to ensure that the centre of the lasagne reaches 

at least 75°C and it looks cooked (that is, brown on top). Staff ensure the 

lasagne is not removed from the oven until the cooking times and temperatures 

have been reached and it looks cooked.  Additionally, once a week, at the end of 

cooking, staff must measure the internal temperature of the lasagne and record 

these temperatures. If it is found that the cooking times and temperature do not 

ensure that the internal temperature of the lasagne reaches at least 75°C or that 

the lasagne appears cooked, the cooking times and temperatures will need to 

be readjusted. Every six weeks, management conducts a check of selected 

record keeping to ensure that staff are keeping the records specified in the food 

safety program and carrying out any corrective action where necessary. 

Continued 
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A check of procedures indicates that staff have not kept records for the past 

three weeks although they have been monitoring the temperatures. 

Management directs staff to keep these records and conducts follow-up checks 

to ensure this occurs. Management also decides to conduct additional staff 

training on record keeping to ensure that staff know that keeping records 

demonstrates monitoring, allows for appropriate corrective action, and is 

required for auditing purposes. 

4 Auditing of food safety programs 

Food safety programs are audited by a food safety auditor at the frequency determined 

by the enforcement agency. 

4 A food business must: 

4(a) ensure that the food safety program is audited by a food safety auditor at the 

auditing frequency applicable to the food business; 

A food safety auditor is defined in the standard as ‘a person approved as a food safety auditor under 
the Act as a person competent to audit a relevant class of food business’. The Act is the relevant 
state or territory food Act or other legislation that has jurisdiction. 

‘Auditing frequency’ is defined as ‘the most recently determined frequency of auditing determined 
by the appropriate enforcement agency, or a food safety auditor, in accordance with the Act’. It is 
the responsibility of each state and territory to decide on the auditing frequency for food businesses 
within their state or territory. This frequency may be based on nationally agreed criteria. Food safety 
auditors may determine audit frequencies for individual businesses within the range appropriate for 
the priority classification of the business, as determined by the state or territory. For further 
explanation of priority classification, see the interpretation provided for subclause 2(2) on page 20. 

Normally, higher risk businesses will need to be audited more frequently than lower risk businesses. 
However, how often a business is to be audited depends on how well the business has met the food 
safety standards in the past. For example, a business can be audited more often if audits find non-
conformances, particularly serious non-conformances, and less often where the business has a good 
history of meeting the standards. 

A food business must find out from its local enforcement agency how often it needs to be audited. It 
must then arrange for its food safety program to be audited at this frequency. This mainly applies 
where the enforcement agency permits third-party auditors to be used by the business. A third-party 
auditor is a person who has been certified by an accredited certification company as meeting the 
approval criteria for auditing, in this instance, particular classes of food businesses, and has state or 
territory approval to practice as a food safety auditor for the purposes of the Act. 

If the enforcement agency does not allow for third-party auditors, the agency will audit the business 
using government-employed auditors (referred to as second-party auditors) at the determined 
auditing frequency. 
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The table below defines the different types of auditing. 

Definition of types of audits 

A first-party audit is an audit that the business conducts itself to assess if the food safety program 

is being followed. First-party audits are not recognised as audits under this clause. These audits 

must be conducted by a government-approved auditor. 

A second-party audit is an audit conducted by a government-employed or government-contracted 

auditor. 

A third-party audit is an audit conducted by an independent certified auditor.
9
  

Specific auditing arrangements may apply in the state or territory where the business is operating. 
For example, in Victoria, businesses will need to check with their enforcement agency (normally the 
local council) for the auditing arrangements that apply to their business. Further information is also 
available on the Victorian Food Safety Unit’s webpage, www.health.vic.gov.au/foodsafety. 

Example of auditing frequency 

A state government (that allows third-party auditors) determines that food safety 

programs for hospitals are to be audited, initially, twice a year. All hospitals in this 

state would therefore need to arrange for their food safety program to be 

audited, initially, at least twice a year. Audits could then be done more often 

(up to four times a year) or less often (once a year) depending on the results 

of the audit.
10

 

4(b) make the written document that sets out the food safety program, and the 

appropriate records referred to in paragraph 5(f), available to any food safety 

auditor who has been requested to conduct an audit of the food safety 

program; and 

All relevant documents, including the food safety program and the records the business keeps to 
show that it does what is in its food safety program, must be available to the food safety auditor who 
is auditing the program. An auditor is likely to view the food safety program before doing an on-site 
assessment of the business. The food safety program and any other relevant documents must 
therefore be made available to the auditor on request. 

The records and food safety program can be in either hard copy or electronic form. Electronic 
documents comply with this paragraph if they are readily available to the auditor upon request. 
Generally, an auditor would expect records to be available on-site, but a business and auditor may 
come to an alternative arrangement. The business is expected to help the auditor with the business’s 
record-keeping system. 
                                                 
9 These auditors are certified by private companies that themselves have been accredited by the Joint 

Accreditation System of Australia and New Zealand (JASANZ). JASANZ is the government-appointed 
accreditation body for Australia and New Zealand responsible for accrediting private certification companies. 

10 These auditing frequencies are for illustration purposes only. All businesses that are required to implement food 
safety programs in accordance with this standard must check with their local enforcement agency to find out 
what auditing arrangements apply.  
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4(c) retain copies of all written reports of the results of all audits of the food 

safety program conducted by a food safety auditor within the last four years, 

for inspection upon request by a food safety auditor who audits the food 

safety program or an authorised officer. 

Copies of the food safety audit results must be kept for four years and made available upon request. 
This applies to a business where ownership has not changed. If a food business is sold, the food 
safety program and corresponding records may be passed onto the new owner. However, if they are 
not, the new owner need only keep records from the date this person(s) or company took ownership 
of the business. If the management of the business changes (but not ownership), the audit reports 
must be transferred to the new managers. 

A ‘food safety auditor’ is defined and explained on page 19. An ‘authorised officer’ is defined in 
Standard 3.1.1 to mean a person authorised or appointed under the Act or other legislation for the 
purposes of enforcement of the Act, or similar purposes, such as an ‘authorised officer’, 
‘environmental health officer’ or ‘inspector’. 

The audit reports may be kept in electronic form, provided they are available upon request. 

5 Content of food safety programs 

A food business has a written food safety program that controls the food safety hazards 

of the business. 

Standard 3.2.1 requires that a food safety program must include certain information and these legal 
requirements are outlined in clause 5, subclauses (a) to (f). Below is a brief explanation of these 
requirements to assist with interpretation. Businesses are advised to access specific guidance 
material if required to develop a food safety program. Enforcement officers may want to refer to 
these materials also for enforcement purposes. (See Appendix 1 for advice on how this guidance 
material can be accessed.) 

While not legally required, food businesses are likely to find it useful to include the following 
additional information in their food safety program. 

Details of the business 
• business name and licence/registration information where applicable 

• name of proprietor(s) (this means the person(s) or company that owns the business) 

• address and contact details of the business. 

A general description of the nature of the business 
• a clear outline of the nature or activities of the business. 

While normally obvious, including a broad description of the business’s activities assists the 
business ensure all facets of the business are covered by the food safety program. For example, 
a hospital may supply food to other businesses such as an organisation that delivers meals to 
housebound people in need (for example ‘Meals on Wheels’). Where a description is included, 
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any key changes in the nature or activities of the business, such as type of food handling operations, 
gives an early indication of a possible need to review the food safety program. 

Key personnel 
• a list of all key personnel (for example managers or supervisors) and their roles and functions in 

terms of the food safety program. 

Such a list ensures that all key roles and functions are covered and all staff understand their 
responsibilities, and gives an early indication of a need to review the list should staff leave the 
business or functions change. 

Development of the food safety program 
• a brief description of how the food safety program was developed. 

Details might include whether the food business used a government-provided template, industry 
training packages, external consultants, or developed the program in-house. The description, with 
contact details, helps new staff understand the process and where to go should updates to the 
program be required, and may also assist in an audit. 

Auditing of the food safety program 
• the food safety program should contain information on how often the program is required to be 

audited and who will be conducting the audit, based on information obtained from the relevant 
state or territory enforcement agency. 

The business may also want to identify the relevant local government authority responsible for 
monitoring the activities of the business, and up-to-date contact details of this authority. 

5 A food safety program must: 

5(a) systematically identify the potential hazards that may be reasonably 

expected to occur in all food handling operations of the food business; 

Under paragraph 3(a) referred to earlier in this guide, the business must systematically examine its 
food handling operations to identify any potential hazards that may reasonably be expected to occur 
within these operations. In the explanation of 3(a), it was suggested that the business ‘systematically 
examines’ its food handling operations by listing the steps used to produce food in the business in a 
logical, progressive sequence, that is, from the receipt of food until its final step for sale. Paragraph 
5(a) requires the business to write down in the food safety program the potential hazards (reasonably 
expected to occur) already identified for each of the food handling steps within the business. 

A ‘hazard’ is defined in Standard 3.1.1 as ‘a biological, chemical or physical agent in, or condition 
of, food that has the potential to cause an adverse health effect in humans’. Examples of these 
hazards are listed below. 

Microbiological 
• Food poisoning bacteria such as Salmonella spp., Campylobacter jejuni, Escherichia coli, 

Listeria monocytogenes, Staphylococcus aureus, Bacillus cereus and Clostridium perfringens. 

• Foodborne viruses such as hepatitis A and noroviruses. 
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• Foodborne parasites such as Cryptosporidium parvum and Giardia lamblia. 

• Toxin-producing moulds such as Aspergillus flavus, which produces aflatoxin. 

Chemical 

Food can become contaminated with unwanted chemicals such as cleaning agents, pesticides, 
fungicides, fertilisers and veterinary chemicals. For example, food could become contaminated with 
cleaning agents if care is not taken to store and use the chemicals correctly. 

Physical 

Food can be contaminated with physical objects such as glass, metal, plastic, insects, adhesive 
dressings and jewellery. If these things are found in food they may introduce microbial hazards and 
may also result in physical harm to the consumer, for example choking, laceration and broken teeth. 

It is only necessary for potential hazards to be identified if they are ‘reasonably expected to occur’, 
that is, that the hazard is foreseeable, typical or likely to occur due to the specific nature, storage, 
transportation, preparation or handling of the food. For example, it is reasonable to expect that food 
that is being directly handled by food handlers could become contaminated with Staphylococcus 
aureus, as this bacterium can be found in the normal microflora of the nose, throat, perineum or skin 
of humans. However, it is not reasonable to expect businesses to identify hazards that have not yet 
been identified, such as new poisonous bacteria. 

Businesses may use guidance material to help them identify these potential hazards. 

One way to document the potential hazards is to set them out in a table. For each potential hazard, 
the corresponding control, monitoring and corrective action can be set out in columns. This is 
illustrated further in the example tables that follow, from Example 1 to 4. The final example, 
Example 5, includes the required records for the monitoring and corrective actions. Note that only 
the final completed table would be inserted into the business’s food safety program. 

 
 

 Example 1: Potential hazards set out in a table 

A catering business identifies the following potential hazard for the 

cooling step in its food operation. 

Key steps in food operation Potential hazards (likely to occur at the key step) 

Cooling of cooked food
11

 Microbiological (growth of food poisoning bacteria) 

Microbiological and physical (contamination of food) 

 

5(b) identify where, in a food handling operation, each hazard identified under 

paragraph (a) can be controlled and the means of control; 

Food businesses are required to write down in the food safety program how each hazard identified 
under paragraph 5(a) is to be controlled and where it is to be controlled. Hazards can be controlled 
by support programs or at the specific food handling step. Businesses may use guidance material to 

                                                 
11 The business would need to indicate what type of foods this control applied to, for example rice, casseroles. 
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help them identify appropriate controls, including support programs (see Appendix 1 for 
information on guidance material available). These controls (alone or collectively) must be effective 
in preventing, eliminating or reducing the hazard to a safe, acceptable level. Ensuring that these 
controls are effective is termed ‘validation’. 

Controlling hazards through support programs 

Hazards that are common across food handling steps are normally controlled within support 
programs. For example, the microbiological and physical hazards from food handlers need to be 
controlled at several food handling steps (such as food preparation, cooking, plating and serving). 
Instead of repeating the controls for these hazards for each of these steps, the controls can be set out 
in a health and hygiene support program. Examples of support programs and the hazards they 
control are listed below. 

Hazards Support programs Comment 

Microbiological, physical and 

chemical hazards associated 

with foods and packaging 

materials supplied to the 

business 

Approved supplier Problems that could arise from foods and 

ingredients supplied to the business are 

controlled. 

Microbiological, physical and 

chemical hazards that arise 

from staff handling 

unpackaged food 

Staff health and 

hygiene 

Contamination of food with pathogens 

from sick food handlers, contamination 

from hands of food handlers and from 

jewellery, hair and clothing are controlled. 

Microbiological and physical 

hazards arising from pest 

infestations 

Pest control Infestations by pests are controlled and 

contamination by, for example, birds, 

insects and rodents (hair, faeces, urine) 

are prevented. 

Microbiological, physical and 

chemical hazards associated 

with using the premises and 

equipment in the premises. 

Cleaning and 

sanitation 

Contamination of food from premises and 

equipment is controlled. 

Chemical hazards associated 

with the use of cleaning 

chemicals 

Storage and use of 

chemicals 

Chemicals are stored and used in 

accordance with manufacturers’ 

instructions and action is taken to prevent 

contamination, for example from 

spillages. 

To ensure support programs are effective at controlling the hazards identified, they must be 
monitored and corrective action must be taken if the support program is not being followed. The 
monitoring and corrective actions for each support program can be described within the support 
program itself. Support programs can also be referred to within a table, together with the 
corresponding monitoring and corrective actions for this program. An example of a support program 
is included at Appendix 2. 
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Controlling hazards at the food handling step 

Hazards specific to a food handling step are normally controlled at the step and set out in a table. 
For example, the hazard of food poisoning bacteria surviving cooking is controlled by specific 
cooking times and temperatures that apply to a particular food item. In this example, the table could 
specify the specific cooking times and temperatures to be met or alternatively refer to a cooking 
procedure to be followed as the method of control. Other examples of procedures that a food 
business in a hospital kitchen could write include food delivery, cooling of cooked food and delivery 
of food to patients. All procedures referred to in a table need to be included as attachments to the 
food safety program. 

Validation of controls 

Some controls for food safety hazards are specified in legislation. For example, in subclause 7(3) of 
Standard 3.2.2 Food Safety Practices and General Requirements, food businesses must cool cooked 
potentially hazardous food within certain times and temperatures. Other controls may be specified in 
guides or templates on developing food safety programs. Where businesses put in place controls 
specified in the food safety standards, food safety program guides or templates recognised by the 
relevant enforcement agency, businesses are not required to validate these controls. 

However, in many instances, the business will put in place its own procedures to meet these 
controls. For example, a cooling procedure to ensure the specified cooling times and temperatures in 
subclause 7(3) are met. All procedures that control food safety hazards must be validated by the 
business to ensure they are effective in preventing, eliminating or reducing the identified hazard to a 
safe, acceptable level. In the cooling procedure example, the business must validate that its method 
of cooling (for example, placing food in shallow trays to a depth of no more than 5 cm) achieves the 
times and temperatures required by subclause 7(3). The business is then assured that its cooling 
procedure is controlling the microbiological hazard of pathogenic bacteria growing to dangerous 
levels during the cooling process. 

If a business is carrying out food handling operations where controls are less well known or are 
more complex, it may have to contact industry associations or scientific bodies for advice on 
appropriate controls to put in place and how to validate these controls, for example in preparing less 
well established products such as vegetables in oil, or in cook–chill operations. 

Once controls have been validated to confirm that the control measures are effective in controlling 
the hazards, they may need to be re-validated if there are any changes to the food business’s 
operations that could affect a control that is in place. Changes to a business’s operations that may 
affect controls in place are: 

• new or different types of equipment 

• introduction of new menu items or changes to existing recipes 

or 

• if concerns arise that controls in place may not be effective, for example as a result of 
microbiological testing or complaints about illness occurring. 
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 Example 2: Hazards and controls set out in a table 

Key steps in 

food operation 

Potential hazards (likely 

 to occur at the key step) 

Control (for each identified 
hazard) 

Cooling of 

cooked food
12

 

Microbiological (growth of 

food poisoning bacteria) 

Microbiological and physical 

(contamination of food)  

Cooked food is to be placed in 

stainless steel cooling trays within 

30 minutes of cooking to a depth 

of no more than 5 cm.
13

 

Trays must be covered with cling 

wrap and labelled with date and 

time food cooked and time placed 

in refrigerator on racks to allow air 

circulation. 

(The above information could be 

contained within an attached 

procedure.) 

 

5(c) provide for the systematic monitoring of those controls; 

Monitoring is defined as including ‘checking, observing or supervising in order to maintain control’. 
The aim of monitoring is to assess whether the control chosen to manage a hazard is occurring in 
practice. 

The food safety program must indicate out how each control measure will be monitored. This 
includes support programs. Examples of monitoring are: 

• inspecting food as it is delivered to the premises to ensure packaging is still intact 

• measuring with a thermometer to ensure that cooking temperatures have been achieved, for 
example roast chickens 

• checking that raw food is stored separately from ready-to-eat food in the coolroom 

• observing whether food handlers are washing and drying their hands thoroughly before food 
preparation. 

For each monitoring action, the food safety program must indicate: 

• what monitoring is to be done 

• who will do the monitoring 

• when the monitoring is to be done (for example every batch, twice daily, weekly). 

 

                                                 
12 The business would need to indicate what type of foods this control applied to, for example rice, casseroles. 

13 The business must have validated that this procedure ensures the food is cooled in accordance with subclause 
7(3) of Standard 3.2.2 Food Safety Practices and General Requirements, which requires cooked potentially 
hazards food to be cooled from 60°C to 21°C within 2 hours and from 21°C to 5°C within a further 4 hours.  
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 Example 3: Hazards, controls and monitoring set out in a table 

Key steps 

in food 

operation 

Potential hazards 

(likely to occur at 

the key step) 

Control  

(for each identified  

hazard) 

Monitoring  
(of each control) 

Cooling of 

cooked 

food
14

 

Microbiological 

(growth of food 

poisoning bacteria) 

Microbiological and 

physical 

(contamination of 

food)  

Cooked food is to be 

placed in stainless 

steel cooling trays 

within 30 minutes of 

cooking to a depth of 

no more than 5 cm.
15

 

Trays must be covered 

with cling wrap and 

labelled with date and 

time food cooked and 

time placed in 

refrigerator on racks to 

allow air circulation. 

(The above information 

could be contained 

within an attached 

procedure.) 

What 

Check to ensure cooling 

procedure is being 

followed 

Who 

Person in charge of 

shift 

When 

Once per day 

 

(d) provide for appropriate corrective action when that hazard, or each of those 

hazards, is found not to be under control; 

If monitoring finds that the control step in place to manage a hazard is either not working or is not 
being followed, corrective action must be taken. A corrective action generally consists of two stages. 

First, immediate action needs to be taken for any food that may now be unsafe because the hazard is 
not under control. For example, if monitoring (through observation) shows that a food handler has 
used the same knife for slicing raw and ready-to-eat food, the ready-to-eat food should be discarded 
as it may be contaminated with food poisoning bacteria. 

Second, there needs to be an investigation into the cause of the ‘loss of control’ of the hazard so that 
steps can be taken to make sure this ‘loss of control’ does not happen again. For example, the food 
handler may have used the same knife because it was during a busy period and no clean knives were 
readily available. To prevent a repeat of this mistake, the business would re-train the staff member 
on the importance of always using a clean and dry knife for ready-to-eat food and could also 
purchase more knives. 

The table opposite includes the column for ‘corrective action’. This completes the required 
information for controlling the potential hazard used in this example. 

                                                 
14 The business would need to indicate what type of foods this control applied to, for example rice, casseroles. 

15 The business must have validated that this procedure ensures the food is cooled in accordance with subclause 
7(3) of Standard 3.2.2 Food Safety Practices and General Requirements, which requires cooked potentially 
hazards food to be cooled from 60°C to 21°C within 2 hours and from 21°C to 5°C within a further 4 hours.  
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 Example 4: Hazards, controls, monitoring and corrective action set 

out in a table 

Key steps 

in food 

operation 

Potential 

hazards (likely 

to occur at the 

key step) 

Control  

(for each 

identified  

hazard) 

Monitoring  

(of each 

control) 

Corrective 
action 

Cooling of 

cooked 

food
16

 

Microbiological 

(growth of food 

poisoning 

bacteria) 

Microbiological 

and physical 

(contamination 

of food)  

Cooked food is to 

be placed in 

stainless steel 

cooling trays within 

30 minutes of 

cooking to a depth 

of no more than 

5 cm.
17

 

Trays must be 

covered with cling 

wrap and labelled 

with date and time 

food cooked and 

time placed in 

refrigerator on 

racks to allow air 

circulation. 

(The above 

information could 

be contained within 

an attached 

procedure.) 

What 

Check to 

ensure cooling 

procedure is 

being followed 

Who 

Person in 

charge of shift 

When 

Once per day 

Food found not 

to have been 

cooled in 

accordance with 

this procedure is 

to be discarded. 

If food is not 

covered, it must 

be discarded if it 

is contaminated 

or reasonably 

suspected of 

being 

contaminated. 

Otherwise it is to 

be covered. 

Unlabelled food 

to be discarded 

unless the 

information 

required can be 

determined and 

hence the food 

labelled as 

specified under 

control. 

Staff to be re-

trained in correct 

procedures. 

 

5(e) provide for the regular review of the program by the food business to ensure 

its adequacy; and 

The food safety program must include information about the review of the program, such as: 

• the person or persons in the business responsible for the review 

                                                 
16 The business would need to indicate what type of foods this control applied to, for example rice, casseroles. 

17 The business must have validated that this procedure ensures the food is cooled in accordance with subclause 
7(3) of Standard 3.2.2 Food Safety Practices and General Requirements, which requires cooked potentially 
hazards food to be cooled from 60°C to 21°C within 2 hours and from 21°C to 5°C within a further 4 hours.  
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The person should be someone familiar with the food safety program, the business’s operations 
and with the authority to check records and act on the outcomes. 

• when the review is to be carried out 

This must be at least annually (see pages 25 to 27 of this guide for more information on review) 
but may be more frequently than annual, particularly where a loss of control is discovered, or 
may be ongoing, prompted by changes in the business, complaints or other ‘prompts’ described 
under clause 3. 

• the scope of the review 

The business must conduct a full review of its entire food safety program at least annually. 
However, the food safety program will also need to be reviewed during this twelve month 
period when there is any change in the business’s food handling activities or other matters 
occur that may impact on the food safety program. 

The scope should describe the food handling operations covered by the review, procedures and 
records to be checked, and whether any equipment is to be checked for accuracy. 

• the records of the review to be kept 

Subclause 5(f) requires the food safety program to include appropriate record-keeping 
procedures. These records should include information on the review, for example, they should 
indicate who carried out the review, dates of reviews and their scope and outcomes, including 
action to correct any non-conformances. Records could be in the form of a checklist. 

5(f) provide for appropriate records to be made and kept by the food business 

demonstrating action taken in relation to, or in compliance with, the food 

safety program. 

The food safety program must include what records will be kept and the business must keep these 
records. At a minimum, records will need to be kept for: 

• monitoring actions 

• corrective actions 

• the review of the program, specifically when the review took place and the outcome. 

These records must be ‘appropriate’, that is, they must provide sufficient information to show that 
the business is complying with the food safety program. At a minimum they need to be legible and 
indicate: 

• what the record relates to (for example, that it relates to cooking temperatures and, where 
relevant, what type of food and what batch) 

• who made the record 

• the date and, where relevant, the time the record was made 

• the result of what is being recorded (for example cooking temperatures) 

• any action taken as a result of the recording (for example, the corrective action taken if 
monitoring found that cooking temperatures had not been reached within the specified time). 

All records will need to be kept at least until the food safety program has been externally audited, 
either by a second- or third-party auditor as required by the enforcement agency. Records can be 
kept electronically, provided the auditor can access them. When the audit is complete, all audit 
reports must be retained as required under clause 4(c) of the standard, that is, for the last four years. 
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The table that results from following the step approach in the examples now includes the records 
that are kept, as illustrated below. 

 
 

 Example 5: Hazards, controls, monitoring, corrective action and 

records set out in a table 

Key steps 

in food 

operation 

Potential 

hazards (likely 

to occur at the 

key step) 

Control  

(for each 

identified  

hazard) 

Monitoring  

(of each 

control) Corrective action 

Cooling of 

cooked 

food
18

 

Microbiological 

(growth of food 

poisoning 

bacteria) 

Microbiological 

and physical 

(contamination 

of food)  

Cooked food is to 

be placed in 

stainless steel 

cooling trays within 

30 minutes of 

cooking to a depth 

of no more than 

5 cm.
19

 

Trays must be 

covered with cling 

wrap and labelled 

with date and time 

food cooked and 

time placed in 

refrigerator on 

racks to allow air 

circulation. 

(The above 

information could 

be contained within 

an attached 

procedure.) 

What 

Check to 

ensure cooling 

procedure is 

being followed 

Who 

Person in 

charge of shift 

When 

Once per day 

Records 

See attached 

record sheet 

Food found not to 

have been cooled 

in accordance with 

this procedure is to 

be discarded.  

If food is not 

covered, it must be 

discarded if it is 

contaminated or 

reasonably 

suspected of being 

contaminated. 

Otherwise it is to 

be covered. 

Unlabelled food to 

be discarded 

unless the 

information 

required can be 

determined and 

hence the food 

labelled as 

specified under 

control. 

Staff to be re-

trained in correct 

procedures. 

Records 

See attached 

record sheet. 

 

                                                 
18 The business would need to indicate what type of foods this control applied to, for example rice, casseroles. 

19 The business must have validated that this procedure ensures the food is cooled in accordance with subclause 
7(3) of Standard 3.2.2 Food Safety Practices and General Requirements, which requires cooked potentially 
hazards food to be cooled from 60°C to 21°C within 2 hours and from 21°C to 5°C within a further 4 hours. 
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Example of a recording sheet for the cooling of cooked food 

Record for cooling cooked food for period … 
Cooling procedure 

Cooked food is to be placed in stainless steel cooling trays within 30 minutes of cooking to a depth of no more than 

5 cm. 

Trays must be covered with cling wrap and labelled with date and time food cooked and time placed in refrigerator 

on racks to allow air circulation.  

Validation of cooling procedure 

This procedure was validated on (insert date) for all the foods to which it applies to ensure these foods are cooled 

in accordance with subclause 7(3) of Standard 3.2.2 Food Safety Practices and General Requirements.  

Corrective action 

Food that has not been cooled in accordance with the procedure stated above must be discarded. 

If food is not covered, it must be discarded if it is contaminated or reasonably suspected of being contaminated. 

Otherwise it is to be covered. 

Unlabelled food to be discarded unless the information required can be determined and hence the food labelled as 

specified under control. 

Staff to be re-trained in correct procedures.  

Food 

Food in correct trays 

for cooling, not 

overfilled, covered 

and labelled as per 

above procedure  

Food placed in 

fridge within 

30 minutes of 

cooking 

Date and time 

food checked  

Action taken 

if procedure 

not being 

followed 

Name of 

person 

Rice      

Beef goulash      

Sweet and sour 

pork 

     

List additional 
foods to be 
cooled 

     

Reviewed by Food Service Manager …………………………………………….. Date…..…………………………… 
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6 Fundraising events 

Fundraising events for community or charitable causes that are staffed exclusively by 

volunteers are excluded from the requirement to have a food safety program. 

6 A food business does not have to prepare a food safety program in accordance 

with this standard for fund raising events conducted by the food business, that is, 

events that raise funds solely for community or charitable causes and not for personal 

financial gain. 

This intention of this clause is to exempt food businesses from the requirement to have a food safety 
program, if they are conducting fundraising events for community or charitable causes and not for 
personal financial gain. However, many businesses are not currently required to have a food safety 
program—only those identified as high-risk. See ‘Who must comply with Standard 3.2.1 and by 
when?’ on pages 5 and 6. Therefore, this exemption is only relevant to those businesses that are 
required to have a food safety program in place. 

The definition of food business (in Standard 3.1.1) includes the selling of food on one or more 
occasions, and includes organisations of a charitable or community nature. 

This clause applies to any fundraising event where there is no resulting personal financial gain. An 
‘event’ can be a regular, irregular or one-off occurrence. 

A ‘fundraising event’ is an event that: 

• intends to raise funds 

• donates all funds raised solely to a community or charitable cause. 

The phrase ‘not for personal financial gain’ emphasises that proprietors or staff of the business do 
not receive income or other financial reward from the funds raised at the event, as all the funds are 
donated to the community or charitable cause. 

Some community or charitable organisations operate as food businesses in direct competition with 
‘commercial’ catering services. While these organisations may be holding events that raise money 
for community or charitable causes, it is unlikely that only volunteers staff them. It is more likely 
the case that there is a person (or persons) who receives a salary to manage the business. The funds 
raised are therefore not solely for a community or charitable cause and the events do not qualify for 
an exemption (that is, the organisation must have a food safety program for these events). 

To qualify for an exemption under this clause, two criteria need to be met. 

1 The purpose of having the event must be to raise money for community or charitable causes 

The event must be a fundraising event for a community or charitable cause. Examples of raising 
money for a community cause could be moneys raised for schools, childcare facilities, sports 
groups and religious institutions. A charitable cause would be the raising of money for needy 
persons in the community such as for the sick, people with disabilities, the homeless or other 
persons who are underprivileged. 

2 All the funds raised at the event must be used for a community or charitable cause and there 
must be no personal financial gain made from the running of the event. 
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All the money raised must be used for a community or charitable cause. However, the costs of 
running the event can be taken from the moneys raised, provided there is no personal financial 
gain. 

Note that if a business does qualify for an exemption under this clause, that is, they do not have a 
food safety program for the event, they are still obligated to comply with Standards 3.2.2 Food 
Safety Practices and General Requirements and 3.2.3 Food Premises and Equipment. 

 
 

 

 Examples 

Activity Comment 

Requires a food 

safety program? 

1 A catering business holds a 

barbecue once a year, 

donating staff time and food. 

It charges the public to 

attend and donates all the 

funds to a children’s charity. 

The BBQ is an event that is 

raising funds for a charitable 

cause and the business 

makes no financial gain from 

it. The business is not 

required to include the food 

handling activities for this 

BBQ in its food safety 

program. 

Meets criteria 

1 yes 

2 yes 

 

No food safety 

program required for 

this event 

2 A charitable organisation 

offers catering to raise funds 

for the charity. While most of 

the monies collected are 

donated to the charity, some 

is retained to pay the 

executive officer and an 

events coordinator. 

The charitable organisation 

requires a food safety 

program for the catering 

operation because there is 

personal financial gain. 

Meets criteria 

1 yes 

2 no 

 

Requires a food 

safety program 

3 A charitable organisation 

offers catering to raise funds 

for the charity. All persons 

involved in the running of this 

business are volunteers and 

receive no payment. 

Expenses for supplies are 

deducted and all of the 

remaining funds go to the 

charity. 

There is no personal financial 

gain resulting from the events 

that this organisation holds—

no wages are paid and any 

profit goes towards the 

charity. 

 Meets criteria 

1 yes 

2 yes 

 

No food safety 

program required 

 

10681



 

AUSTRALIA NEW ZEALAND FOOD STANDARDS CODE    CHAPTER 3 (AUSTRALIA ONLY) 

43APPENDIX 1FOOD STANDARDS AUSTRALIA NEW ZEALAND   FOOD SAFETY PROGRAMS 

Appendix 1 

Food safety program resources 

Food safety program resources developed by Australian governments 

Australian Government Department of Health and Ageing 

For copies of the tools listed below contact the Australian Government Department of Health and 
Ageing; phone: 02 6289 5131; email: foodsafety@health.gov.au 

Tool for the development of a food safety program for delivered meals organisations 

Tool for the development of a food safety program for children’s services operations 

Tool for the development of a food safety program for commercial food service establishments 

Tool for the development of a food safety program for cold smoking fish 

Tool for the development of a food safety program for cooking prawns on trawlers 

Tool for the development of a food safety program for shucking oysters 

Australian Government Department of Agriculture, Fisheries and Forestry 

For guidance on HACCP-based food safety programs for the dairy, meat, fish and egg primary 
production sectors, see the website links below: 

Dairy: www.daff.gov.au/aqis/export/dairy/guidelines 

Meat: www.daff.gov.au/aqis/export/meat/elmer-3 

Fish: www.daff.gov.au/aqis/export/fish/guidelines 

Eggs: www.daff.gov.au/aqis/export/eggs 

New South Wales 

Industry guide to developing a food safety program (hospitals and aged care): NSW Food 
Authority, PO Box 6682, Silverwater, NSW 1811; phone: 1300 552 406; website: 
www.foodauthority.nsw.gov.au 

South Australia 

Food safety program template for hospitals 

Food safety program template for aged care facilities 

Food safety program template for child care centres 

Food safety resources CD  

Bug Busters food safety training DVD and questionnaire 

Government of South Australia, Department of Health, PO Box 6 Rundle Mall, Adelaide, SA 5000; 
phone: 08 8226 7100; website: www.dh.sa.gov.au/pehs/Food/food-safety-programs.htm 
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Queensland 

For available resources please contact Government of Queensland, Department of Health, 
GPO Box 48, Brisbane, Qld 4001; phone: 07 3234 0938  

Victoria 

Food Safety Program Template for Retail and Food Service Businesses: Government of Victoria, 
Department of Human Services, GPO Box 1670N, Melbourne, Vic. 3000; phone: 1300 364 352; 
website: www.health.vic.gov.au/foodsafety/ 

FoodSmart (interactive web-based food safety program template for retail and food service 
businesses): Government of Victoria, Department of Human Services, GPO Box 1670N, Melbourne, 
Vic. 3000; phone: 1300 364 352; website: www.health.vic.gov.au/foodsafety/ 

International food safety program resources 

Basic texts on food hygiene. Third edition. Codex Alimentarius Commission; website: 
www.codexalimentarius.net—see ‘Official standards’ – ‘Special publications’ 

Food Safety Enhancement Program: Canadian Food Inspection Agency; website: 
www.inspection.gc.ca 

Food quality and safety systems: a training manual on food hygiene and the Hazard Analysis and 
Critical Control Point (HACCP) System: Food and Agriculture Organisation of the United Nations; 
website: www.fao.org/docrep/W8088E/w8088e00.htm 

Safer food better business: Food Standards Agency, United Kingdom; website: 
www.foodstandards.gov.uk 
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Appendix 2 

Example of a support program: pest control 

Name of pest control 

company 

Insert company name 

Contact name(s) Insert contact name(s) 

Address of company Insert address 

Phone no. Insert phone number 

Additional contact details Insert mobile number 

Contract period Insert start and finish dates of contract 

Agreed review date Insert date program to be reviewed (must be at least annually) 

  

Purpose/hazard • Prevent physical and/or microbiological contamination introduced 

by pests, e.g. insects, rodents. 

Control • Pest control company contracted to carry out activities deemed 

necessary to control pests on the food premises (list or attach 

agreed controls and frequency), e.g. regular spraying, setting bait 

stations. 

Monitoring • Food business to ensure the pest control company carries out 

activities as contracted, including returning to the premises at the 

agreed time intervals. 

• Food business to also conduct regular internal checks of evidence 

of pests. 

Corrective action • If pest company contracted to control pests is not meeting its 

obligations under the agreed contract, draw this to the attention of 

the company for appropriate action. If problems continue to occur, 

reconsider contract. 

• If there is any evidence of pests observed, contact the pest control 

company for immediate action. 

Review • At least annually and in consultation with the pest company 

contracted, review the adequacy of the pest control program and 

revise if necessary.  

Records • Refer to where records are kept of all monitoring, corrective actions 

and reviews undertaken. 
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Glossary of legally defined terms 

Following is a glossary of terms that are legally defined within Standard 3.1.1 Interpretation and 
Application and Standard 3.2.1 Food Safety Programs that are of relevance to this standard. 

appropriate enforcement agency 
An enforcement agency prescribed by the regulations under the Act for the purposes of 
enforcement of the Act or similar purposes. (Standard 3.1.1) 

auditing frequency 
The most recently determined frequency of auditing determined by the appropriate enforcement 
agency, or a food safety auditor, in accordance with the Act. (Standard 3.2.1) 

authorised officer 
a person authorised or appointed under the Act or other legislation for the purposes of 
enforcement of the Act, or similar purposes, such as an ‘authorised officer’, ‘environmental 
health officer’ or ‘inspector’. (Standard 3.1.1) 

contaminant 
any biological or chemical agent, foreign matter, or other substances that may compromise food 
safety or suitability. (Standard 3.1.1) 

contamination 
the introduction or occurrence of a contaminant in food. (Standard 3.1.1) 

food business 
a business, enterprise or activity (other than primary food production) that involves – 
(a) the handling of food intended for sale; or 
(b) the sale of food; 
regardless of whether the business, enterprise or activity concerned is of a commercial, 
charitable or community nature or whether it involves the handling or sale of food on one 
occasion only. (Standard 3.1.1) 

food handler 
a person who directly engages in the handling of food, or who handles surfaces likely to come 
into contact with food, for a food business. (Standard 3.1.1) 

food handling operation 
any activity involving the handling of food. (Standard 3.1.1) 

food premises 
any premises including land, vehicles, parts of structures, tents, stalls and other temporary 
structures, boats, pontoons and any other place declared by the relevant authority to be premises 
under the Food Act kept or used for the handling of food for sale, regardless of whether those 
premises are owned by the proprietor, including premises used principally as a private dwelling, 
but does not mean food vending machines or vehicles used only to transport food. (Standard 
3.1.1) 
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food safety auditor 
a person approved as a food safety auditor under the Act as a person competent to audit the 
relevant class of food business. Jurisdictions may approve environmental health officers, private 
contractors, or a mixture of the two as food safety auditors. (Standard 3.2.1) 

food safety program 
a food safety program that satisfies the requirements of clause 5. (Standard 3.2.1) 

food safety standards 
the standards contained in Chapter 3 of the Australia New Zealand Food Standards Code. 
(Standard 3.1.1) 

handling of food 
includes the making, manufacturing, producing, collecting, extracting, processing, storing, 
transporting, delivering, preparing, treating, preserving, packing, cooking, thawing, serving or 
displaying of food. (Standard 3.1.1) 

hazard 
a biological, chemical or physical agent in, or condition of, food that has the potential to cause 
an adverse health effect in humans. (Standard 3.1.1) 

monitoring 
includes checking, observing or supervising in order to maintain control. (Standard 3.2.1) 

primary food production 
the growing, cultivation, picking, harvesting, collection or catching of food, and includes the 
following: 
(a) the transportation or delivery of food on, from or between the premises on which it was 

grown, cultivated, picked, harvested, collected or caught; 
(b) the packing, treating (for example, washing) or storing of food on the premises on which it 

was grown, cultivated, picked, harvested, collected or caught; and 
(c) any other food production activity that is regulated by or under an Act prescribed by the 

regulations for the purposes of this definition. 
However, primary food production does not include: 
(d) any process involving the substantial transformation of food (for example, manufacturing 

or canning), regardless of whether the process is carried out on the premises in which the 
food was grown, cultivated, picked, harvested, collected or caught; or 

(e) the sale or service of food directly to the public; or 
(f) any other food production activity prescribed by the regulations under the Act for the 

purposes of this definition. (Standard 3.1.1) 

proprietor of a food business 
the person carrying on the food business, or if that person cannot be identified – the person in 
charge of the food business. (Standard 3.1.1) 

sell 
(a) barter, offer or attempt to sell; or 
(b) receive for sale; or 
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(c) have in possession for sale; or 
(d) display for sale; or 
(e) cause or permit to be sold or offered for sale; or 
(f) send, forward or deliver for sale; or 
(g) dispose of by any method for valuable consideration; or 
(h) dispose of to an agent for sale on consignment; or 
(i) provide under a contract of service; or 
(j) supply food as a meal or part of a meal to an employee, in accordance with a term of an 

award governing the employment of the employee or a term of the employee’s contract of 
service, for consumption by the employee at the employee’s place of work; 

(k) dispose of by way of raffle, lottery or other game of chance; or 
(l) offer as a prize or reward; or 
(m) give away for the purpose of advertisement or in furtherance of trade or business; or 
(n) supply food under a contract (whether or not the contract is made with the consumer of the 

food), together with accommodation, service or entertainment, in consideration of an 
inclusive charge for the food supplied and the accommodation, service or entertainment; or 

(o) supply food (whether or not for consideration) in the course of providing services to 
patients or inmates in public institutions, where ‘public institution’ means ‘public 
institution’ as defined in the Act, if it is so defined, or 

(p) sell for the purpose of resale. (Standard 3.1.1) 

10687



10688



10689



10690



10691



WITNESS STATEMENT OF LYN COWAN

I, Lyn Maree Cowan of  say that:

1. I am  and was born on .

2. I am currently employed as a Personal Care Worker (PCW) at Bolton Clarke 
Residential Aged Care (Bolton Clarke) at 83 Bolsover St, Rockhampton QLD 4701

Education/qualifications

3. I have attained the following qualifications/certificates:

(l.a) Certificate III Aged Care;

(l.b) Certificate IV in Aged Care;

(l.c) Certificate IV in Dementia Care 

(l.d) Certificate in Food Handling;

(l.e) Certificate IV in Workplace Health and Safety (WHS);

(l.f) Certificate in CPR;

In order to stay current with the latest and most effective life saving 
techniques, I attend regular training at AWB First Aid First in Proserpine 
Queensland and renew this certificate every 12 months.

(l.g) Certificate in First Aid;

In order to remain competent and stay informed of any changes or new 
knowledge in first aid, I renew this certificate every 3 years.

(l.h) Certificate to Recognise Healthy Body Systems;

(l.i) Working with Children Card (Blue Card);

(l.j) Working with Adults with Disability Card (Yellow Card); and

(l.k) Assist with Client Medication Certificate.

Employment history/career progression

4. I began my career in the Aged Care and Disability industry in or about 2016.

Employment with Whitsunday Leisure Activity Centre

5. I initially commenced as a permanent part-time cook at the Whitsunday Leisure 
Activity Centre (the centre).

6. The centre works with seniors and people with a disability to help them live as 
independently as possible. The centre offers various leisure activities catering for

1
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individual needs, interests and capabilities including; crafts, music, bingo and 
shopping. Clients will live independently or in a care home and come and visit the 
centre to participate in the leisure activities.

As a cook, my duties included:

(l.a) preparing and cooking morning tea, lunch and afternoon tea for clients;

(l.b) preparing meals to meet special dietary requirements, including 
allergies/intolerances and texture-modified meals;

(l.c) maintaining a high standard of food hygiene and safety;

(l.d) maintaining a clean kitchen and service area; and

(l.e) serving food.

The food is prepared in the kitchen and served and presented in a bain marie 
pans. Staff then assisted guests by plating food for them as they selected it.

Every client who attended the centre had different diets and different likes and 
dislikes. As a cook, it was my job to ensure that every meal met those 
individual requirements. For example, many clients were diagnosed with 
coeliac disease, were lactose intolerant or diabetic.

When I first started at the centre, I noticed those with food allergies were often put 

into a difficult social position. They would have to eat their own special boring treats, 
which meant they were less likely to socially connect at meal times. For example, at 
lunch time, those without intolerances ate chocolate cake for dessert, whilst those 
with intolerances were given ice-cream and jelly.

As a cook, I studied everyone’s unique food allergy and intolerances and modified 
recipes to suit a range of dietary requirements. I did this by researching alternative 
foods and then modifying recipes by substituting the allergenic foods with an 
alternative food substitute. This would often involve experimenting with different 
ingredients and different quantities of ingredients to maximise taste and texture.

In my experience, food allergies are becoming a common problem for older people. 
Their immune systems are affected as a result of age-related changes and they are 
at a higher risk of food allergies.

Texture modification was also important in my job. I had to learn a lot about how to 
prepare a menu for a soft, pureed or ‘vitamised’ diet.

I vitamised food for anyone who attended the centre and had difficulty swallowing if 
the food was too hard. To vitamise food, I would blend it, so that it was smooth in 
texture, but not runny, like a thick saucy or gravy.

Another common nutritional problem for those diagnosed with dementia was 
keeping an account of who had eaten and who had not. People suffering from 
dementia either forget to eat, or forget that they have eaten. In order to track this, I 
implemented a procedure whereby I would serve in a particular order, top to bottom 
tables, left to right.
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14. Clients with dementia also engage in repetitive behaviour, like asking “what’s for 
lunch" up to twenty times a day. It was challenging having to respond to repetition 
without letting your frustration show in your voice. I quickly identified that if you 

didn’t answer or answered with a frustrated voice, that clients would get upset and 
their behaviour would escalate. I learnt to modify my language to use simple words 
and a calm but warm tone. This kept clients happy.

15. In or about May 2014, whilst working at the centre, I attained my Certificate III in 
Aged Care. I completed the course in my own time, however the course fee was 
paid for by the Centre. I understand that the Centre may have been funded or 
subsidised some or all of the course cost.

16. Once I obtained the Certificate III in Aged Care, my manager started asking me to 
help with providing personal care, including:

(l.a) Toileting;

This would involve, depending on the person’s mobility;

• walking them to the toilet;

• helping them sit or stand;

• helping them remove their clothes;

• passing them toilet paper; or

• cleaning them using toilet paper or wet wipes if they could not manage 
it themselves.

(l.b) showering; and

This would involve, depending on the person’s mobility:

• helping them undress;

• stepping them into the shower (ensuring there were non-skid mats and 
rails close by);

• helping them sit on a shower chair or stool;

• washing them using a wash cloth or sponge or letting them wash 
themselves, if they were able;

• whilst they were in the shower, checking their skin for any marks or 
rashes or sores;

• helping them wash their hair, paying particular attention not to get 
soap in their eyes; and

• giving them a towel to dry off and helping them dry off in areas they 
could not reach.

(l.c) feeding clients

3
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This would involve helping a client using utensils and eating aids to eat, or 
even encouraging them to eat.

17. I was also directed to transport seniors and special needs clients to and from the 
centre in a chair lift equipped bus, which was often challenging, because there were 
sometimes operational issues with the bus. Boarding clients with disabilities on to a 
bus could be challenging and would also sometimes cause me to run behind 
schedule.

18. As a bus driver, I had to maintain order among clients, by arranging seating to 
ensure safety and minimise any behavioural outbursts. For example, I would need 
to identify whether a client being transported had behavioural concerns and 
therefore could not be seated next to another client with specific behavioural 
concerns, including screaming, yelling and swearing. I would also have to de- 
escalate clients if they had an outburst. I did this by stopping the bus, trying to calm 
them down and confirming behavioural expectations. For example, I would say “I 
need you to stop that, we are just around the corner". I had to be mindful to always 
use a positive tone, and to communicate clearly.

19. I would also have to conduct pre-trip inspections to assess departure and arrival 
points to identify adequate access, parking and hazards. I did this having regard to 
the physical capabilities of each resident. I would then implement a safe travel plan 
to work around any issues coming out of my inspection.

20. I resigned from my employment at the centre, effective as of 26 July 2017.

Employment at Integrated Living

21. I commenced my employment as a PCW at Integrated Living in or about September 
2017. I was employed on a part-time basis.

22. Integrated Living provides a range of health and wellbeing options such as aged 
care and disability support for individuals.

23. In my role, I performed ‘in-home’ care, involving attendances at client’s homes to 
assist them to perform activities of daily living and other day to day activities, 
including, bathing, dressing, preparing meals, taking them to appointments and 
keeping them company. I would use my own vehicle to travel between client’s 
homes and to transport clients to and from appointments.

24. Integrated Living had a system in place to ensure all motor vehicles used to 
transport clients held a valid registration and that drivers had a current licence and 
comprehensive insurance. This information was requested when I was first inducted 
into the organisation.

25. I was also advised that I had to ensure that my vehicle was maintained to a legally 
roadworthy standard.

26. I received shifts from Integrated Living for a period of 3 months, after which time I 
received a call from a representative of Integrated Living informing me that I would 
no longer receive shifts as my vehicle was unregistered.

27. I offered to provide Integrated Living with documents confirming that my car was 
registered but they advised me it was unnecessary.
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Employment at Adventist Retirement Plus

28. In or about October 2017, I commenced employment at 7-day Adventist, 
150 Rockhampton Road Yeppoon QLD 4703 as a casual PCW.

29. I understand 7-day Adventist changed its name to Adventist Retirement Plus.

30. Adventist Retirement Plus is a not-for-profit organisation that offers assisted living.

31. Assisted living is usually an option for those who are faced with health challenges 
and while they can no longer live entirely independently, they do not require 
constant medical care. They can live in their own unit or apartment but may have 
shared meals or activities.

32. Although travel was a crucial part of my role, I was only required to use my car to 
take residents to and from appointments or to help them with tasks such as 
shopping or banking.

33. Whilst at Adventist Retirement Plus, I have also completed my Certificate IV in Aged 
Care.

34. Attainment, by staff, including me, of the Certificate IV in Aged Care was 

encouraged by Adventist Retirement Plus, however not mandatory. I completed the 
course in my own time, however the course was paid for by Adventist Retirement 
Plus. I understand Adventist Retirement Plus may have been funded or subsidised 
for some or all of the course cost.

35. The Certificate took me approximately 2 months to complete, and I did not receive 
any increase in pay when I obtained the Certificate.

36. The qualification has provided me with further skills necessary to work in a range of 
contexts in an ageing support setting.

37. As a casual PCW, I worked shifts as short as one hour, and could have one, two or 
more split shifts a day.

38. In a week, I worked roughly 30 hours. Typically, I was rostered to work weekdays, 
however there were occasions where I was required to work weekends.

Employment at Bolton Clarke

39. I resigned from my Adventist Retirement Plus effective from about October 2018 
and commenced my employment at Bolton Clarke, formerly RSL Care, as a casual 
PCW.

40. Bolton Clarke is a provider of various living services including residential aged care, 
respite care and retirement living.

41. When I commenced my employment at Bolton Clarke I do not recall receiving a 
copy of the industrial award applicable to my employment.

42. My employment is also covered by an Enterprise Agreement, the RSL Care 

Enterprise Agreement 2015 ('Agreement'). Annexed hereto and marked as LC-1 is 
a copy of the Agreement.

5
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43. I am employed as a PCW and paid in accordance with the classification ‘Care 
Service Stream - Level 3’.

44. I am paid $23.15 per hour. I also get penalty rates and overtime.

My Duties

45. Throughout my employment at Bolton Clarke, my duties have varied depending on 
the specific clients I have been assigned to care for. My duties have included:

(l.a) driving to client’s homes;

(l.b) providing care in both independent living units and in private homes including, 
general housekeeping, personal hygiene activities and tasks;

(l.c) transporting clients to and from medical appointments and leisure activities;

(l.d) monitoring and reporting on client’s conditions, if required;

(l.e) providing information and feedback to facilitators, family and other health 
professionals, if required; and

(l.f) making recommendations for changes and improvements to a client care 
plan.

46. In or about January 2019, I was offered, and accepted permanent part-time 
employment at Bolton Clarke. As I was working more hours and required to 
transport more clients, Bolton Clarke offered me the use of a company vehicle. The 
company’s insurance covered me in the event of an accident and Bolton Clarke 
made certain the car was always registered.

47. Having my own car provided by work means I don’t have to worry about paying for 

new tyres, scheduled maintenances, fuel or insurance when I had previously paid 
for these so I could transport clients. These were major expenses which I had 
previously had to pay for.

Qualifications

48. My employment at Bolton Clarke was contingent on completing a number of pre
employment checks including; providing a copy of my Certificate III in Aged Care, 
Certificate in CPR and First Aid and conducting a criminal background check.

Hours of work

49. In a typical fortnight, I am rostered to work 76 to 101 hours.

50. Typically, I am rostered to work on weekdays, however there are occasions where I
am asked to perform work on a Saturday or Sunday.

51. The hours I work vary, as does the pattern in which I work them.

52. Over the course of my employment at Bolton Clarke I have had to work a number of 
days with no days off, including for periods of up to 12 days in a row.

53. I attend work according to the rosters set by the Bolton Clarke, which stipulate the 
days I work and the clients I see.
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54. I am typically rostered to work with clients who live in independent living units within 
a residential aged care setting, as well as clients who live in private residences.

55. My individual roster is made available to me through a web-based application called 

‘Comcare’ where a roster spreadsheet is created and stored online and can be 
accessed via my phone. I have to review the roster daily, as it changes frequently.

56. As a permanent part-time employee, I am asked to confirm my availability outside 
my guaranteed minimum hours. This means that I can be contacted to take on 
additional shifts, if required.

57. If a client cancels a scheduled visit, I am not paid for that visit and am required to 
make up the lost time by picking up additional shifts. This creates a degree of 
uncertainty in my hours and pay.

58. Typically, I am rostered to work from 7:30 am to either 4:00 or 6:30 pm.

59. I am paid $23.15 per hour and receive approximately $1,500 to $2,000 net per 
fortnight, depending on the number of hours I work.

60. Recently, I was encouraged by my manager to apply for the role of casual facilitator. 

The role of the facilitator is to act as the key point of contact for PCW’s who require 
emergency or complex care support. The role of the facilitator is also to arrange and 
monitor services provided to clients.

61. As the role of facilitator offered reduced working hours, I asked if I could work 3 
days a week as a facilitator and work part-time as a PCW the remainder of the 
week. I was told the request could not be accommodated as the different roles paid 
two different rates of pay. I did not apply for the role.

Care Plans

62. A care plan is a document that care providers use to coordinate and manage patient 
health care goals, needs and services.

63. Care plans are reviewed, evolved and updated to ensure they continue to be 
effective and meet the patients care needs.

64. Typically, a care plan will categorise a client’s care needs in levels i.e. level 1, 2, 3 
or 4. Level 1 signifies that a client requires basic care, whereas level 4 signifies that 
a client has high level care needs. The client’s ‘level’ is determined following an 
assessment by a physician or care assessment team.

65. It is common for a client to progress from level 1 to 4 as they get older.

66. A PCW has no say or control over the clients they are assigned. For example, I 
cannot request that I only visit level 1 clients. I understand that the four levels also 
confirm the levels of government assistance available to clients.

67. The frequency of evaluating a care plan depends on the nature of the patient’s 
condition.

68. Being alert to even subtle changes to how a client is feeling, both mentally and 
physically, is an ongoing part of my role. This is because as a PCW, it is my job to 
provide quality care to my clients.
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69. As a PCW, I spend a great deal of time speaking to clients to ensure that their care 
plan is appropriate. I start with talking to them, and, most importantly listen for any 
changes in complaints that seem to be new or serious. For example, on one 
particular occasion I had a client who was complaining of fatigue. I had to assess 
the problem by speaking to him and listening to changes in his routine. As a PCW 

we have to be alert to even subtle changes in our clients, as the change may be a 
symptom of a bigger underlying health problem. This might trigger a change to a 

care plan.

70. At times, clients are not as forthcoming or able to convey how they are feeling. In 
these circumstances I have to rely on careful observations to detect any changes in 
body language or behaviour that may indicate that they are in pain or discomfort.

71. For example, some seniors can be observed having difficulty climbing stairs, which 
can be a sign of poor balance, grip strength or a deterioration in their condition. 
Other clients may present with bruises, which in most cases has been caused by an 
injury or fall.

72. Serious changes in a client’s condition are immediately reported to the facilitator 
who then contacts the physician or the client’s family to make appropriate changes 
to their care plans. In addition, a PCW can make recommendations to alter a care 
plan which can then be reviewed and considered by a physician in consultation with 
the client and family member.

73. An effective and comprehensive care plan requires coordination with a family 
member, health professionals and in particular, PCWs who act as the eyes and ears 
of clients.

A typical day

74. As a PCW, I have a range of different roles and duties depending on my visits. In a 
typical day I make approximately 5-8 client visits.

75. Usually, I get up early as most of my clients will need help either getting out of bed 
or getting breakfast ready.

76. When I get to a client’s residence, I will offer them a smile and a greeting. If I 
haven’t met them before, I will introduce myself. I will then ask them a few a few 
basic questions, like whether they have slept well or if they have eaten. I try to 
always be respectful and maintain eye contact when speaking to a client. I am also 
careful to remain respectful of hearing challenges the resident might have and try to 
speak slowly and clearly, using short sentences.

77. Some of the residents I visit are extremely lonely, this can be due to their declining 
health or their reduced mobility, which prevents them from engaging in social 
activities or because they have very few friends or family nearby.

78. Spending a few moments to have a conversation with these clients is often enough 
to put a smile on their face. Sometimes, I can sit down with residents while they 
recall people in photographs or play music that has a special meaning in their life. 
Spending time with residents is one important aspect of my role.

79. Bathing and dressing are also common activities that most of my clients need help 
with and need to be performed early in the morning.
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80. Currently, I have a regular client who I visit every morning who is blind. When I 
approach her door in the morning I always introduce myself before I enter her home 
using a keysafe.

81. A keysafe is a discrete metal lockbox which stores keys to the home. It is typically 
secured on the wall at the front door. There is a keypad used to enter the code, 
which, if correct, will unlock the safe and reveal the compartment that holds the 
keys.

82. The keysafe is also beneficial in emergency situations. If a client is unresponsive 
rather than having to force myself into the properly I can use the keysafe access 
code to enable access to the property.

83. Most mornings, I will engage in conversations with the client to verify any 
complaints that seem to be new or serious. I will then offer to assist the client to 
bathe.

84. Whenever we bathe a client, we have to consider the client’s mobility limitations and 
any mobility aids or hoists. We also have to ensure the bathroom floor is free from 
clutter and ensure that the water temperature is appropriate.

85. After bathing, I will ensure she is completely dried off and assist her dress. While I 
am bathing and dressing her, I am observing and assessing her mental and 
physical health. I do this by listening to her and observing her facial expressions. 
For example, I know if she is sad, disgusted or surprised when her lip, cheeks or 
eyebrows are raised. She is also very vocal, so she will tell me if she is 
uncomfortable. For example, she might say ‘‘that’s itchy”.

86. After bathing I will also conduct a quick skin exam, for any unusual bumps, 
scratches, bruises or tears. If I see a bruise that was not there the day before, I will 
ask her ‘‘do you remember hitting your leg yesterday?". If the bruise, lesion, bump 
or marking is bad or unusual, I will take a close-up photo and send it to the nurse, 
who will then do a follow up, which may include an exam or tests.

87. I will also ensure the bathroom is clean and left in a safe state. With this particular 
client, I have to be mindful not to relocate objects or furniture without telling her.

88. After bathing, I will ask her if she would like assistance with preparing breakfast. 
Breakfast is often a good time to chat and investigate any physical, psychological or 
emotional changes.

89. Whilst she is having breakfast I will also take the opportunity to do some basic 
housework. Housework is often something that elderly or those suffering from a 
disability find challenging. I perform various tasks from vacuuming, making the bed 
or washing the dishes for clients.

90. I will then ask her if she needs assistance with anything else before visiting the next 
client.

91. During the afternoon, depending on the particular client I have to visit, I perform 
various tasks, including; housework, laundry, taking a client to their appointment or 
carrying out their shopping by visiting the local supermarket. When I take a resident 
out of their home, I have to be conscious of their mobility and the weather. For 
example, if I take a resident out shopping I will take them to a location they have 
previously visited. I will also try to go when I know it won't be too busy. Travelling
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with elderly people requires planning and sometimes persuasion, when they don’t 
want to leave their home.

Culturally competent care

92. It is important to remember that every client is different and it is important to review 
the care plan.

93. PCWs are expected to provide competent personal care while also meeting the 
cultural social and religious needs of patients and family members.

94. I will always consult the care plan, talk to them, engage with them and observe the 
client to identify any religious and cultural preferences they have, to assist me in 
providing culturally sensitive care. For example, I have a Filipino client who typically 
follows the tradition of removing shoes before entering the house. I have another 
client who only prefers to be assisted by a male PCW.

95. Some clients also have small shrines in their home. They often feature a statue, 
candles and an offering of food or other gifts. It is disrespectful to remove or handle 
objects placed at the shrine or to clean it without their permission so I make sure I 
don’t do this.

96. Sometimes I will enter a home following a recent death and will need to be careful 
of touching or cleaning out items in the home, as this can be emotionally distressing 
for the client. If a door is closed, I will often ask before entering or moving any items 
in the room.

Medication

97. Although nurses and doctors manage client medication, a large part of our role 
involves prompting clients when it is time to take their medication.

98. We are permitted as a PCW to hand clients their medication as scheduled or 
prescribed. Usually, there will be a written order by a medical practitioner which 
documents the guidelines to be followed. I need to read and understand this so I 
can make sure that the client is having the right medication at the right time in the 
right dose.

99. I have to be particularly careful when I administer medication, because I am the last 

person to check to see if the medication is being given to the right person at the 
right time.

100. This is particularly stressful where there are two or more people with identical or 
similar surnames in a unit.

101. As clients become more unwell they will usually take more medication to manage 
their conditions. This means that medication is taken at different times of the day or 
even week

102. On or about 10 October 2017, I obtained my ‘Certificate to Recognise Healthy Body 
Systems’ and ‘Certificate to Assist Client with Medication’.
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103. Attainment, by staff, including me, of the certificates is encouraged however is not 
mandatory. I paid for the certificates and completed the course in my own time. I did 
not get paid any more once I had the certificate.

104. The certificate provides PCWs with the skills and knowledge to prepare for, and 
administer medication to a variety of clients and to support a client to self-administer 
their medication.

105. Having completed the courses, I better understand the side effects of medication. I 
am also able to assist patients with administering certain medications including eye 
drops or applying topical creams, which are not prescribed by a doctor.

106. When providing clients with their medication, I will often use a Pill-Bob to remove 
pills from a Webstar-pak which holds the client’s medication.

107. Sometimes, clients refuse to take their medication. When this occurs, we can only 
recommend, advise, suggest or urge that a client complies with their treatment plan.
I do this with care and respect. The most common response to medication refusal is 
counselling the client on the benefits of the medication and explaining the potential 

side effect if they don’t take them. In order to do this, I need to know the general 
side effects and be able to explain them in simple easy to understand language. 
When this form of counselling fails, I will usually notify the facilitator of the client’s 
family.

108. In my opinion the 'Certificate to Assist Client with Medication’ is invaluable and 
should be required by all PCWs, to protect vulnerable and aged care residents from 
inappropriate medication use.

Post-surgery care/recovery

109. As a PCW, I am often required to assist patients recovering from surgery or 
procedures. For example, I recently assisted a client redressing a surgical wound. 
This helped prevent infection and ensured no complications arose so that the client 
could recover with little to no impact on their day to day life.

110. On another occasion, whilst at a doctor’s appointment a client was provided with a 
plastic specimen container to collect and transport a urine sample. It was my job, as 
the PCW, to place the container near the toilet bowl and monitor it to ensure the 
client collected a sample of his urine. It was then my job to place the sample in a 
bio-hazard bag and deliver it to the collection centre.

111. I also often assist with putting on and taking off compression socks or compression 
stockings after surgery.

112. In my view, PCWs have to be adept in the medical side of assisting clients whilst 
also helping make their day to day life easier.

Supervision

113. Often, I am required to work alone with some of the most vulnerable people. I am 
also required to work in distressing and difficult situations. For example, on one 
occasion, I entered a resident’s home to find him naked on the couch. He was 
touching himself inappropriately and said something inappropriate. I did not react 
by replying to his comment, walking away or yelling. I remained calm and tried to 
distract from his action by changing the conversation.
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114. I also experience joy and laughter with my clients.

115. I am predominately supported by my care facilitator , who I can 
contact in case of an emergency or an inquiry. Otherwise, I work independently and 
largely unsupervised.

116. Sharing with colleagues is also made possible in our monthly meetings, which for 
the past 10-12 months, due to COVID-19 have been predominately via telephone,

117. Bolton Clarke also uses a “buddy system” as an integral part of its employment 
process for new employees. The “buddy” attends home visits with the new 
employee until they are confident to perform the role independently.

Safety

118. If there is one thing I have learned over the years working in this industry is that 
every client differs in respect of temperament, expectations and attitude.

119. Some clients are easy to manage and others are not. I recall one client, who had 
dementia told me to “fuck off" when I arrived at the home and later, when I was 
inside asked me “what the fuck are you doing here" in a raised aggressive voice.

120. I was unaccompanied at the time and replied “I am here to take care of you".

121. What I have learned is that there is often a reason for behaviour. It may be their 
condition, their medication or a particular trigger. Sometimes a client needs rest and 
sometimes they want to be left alone. Regardless of the reason, I always try to 
avoid anything that can trigger a client into doing things that would make both my 
life and theirs difficult. I do this by getting to know my clients and their triggers and 
tailoring my communication and conduct to avoid triggers.

122. I recall another client who, unbeknownst to me at the time, preferred that I enter the 
property through the back door and to arrive on time. When I arrived at the front 
door 10 minutes early, I was confronted by verbal abuse. I later learned I had not 
been sent the client’s service details.

123. Service details are kept at Bolton Clarke and provide details of the client’s needs 
and the family’s preferences. They are usually provided to a PCW via Comcare 
prior to an appointment.

124. The work of a PCW is also physically demanding and can require having to transfer 
heavy clients. Some jobs require two PCWs, others require a PCW to use a hoist 
when moving a client. A hoist is usually used when there is a client with very poor 
mobility or a client who requires a high degree of help when they are being 
transferred. I always ensure that I report health and safety concerns and take 
appropriate steps to minimise the risk of hurting myself or the client. For example, if 
I attend a client’s property and don’t know how to use a particular lifting hoist, or 
disability or rehabilitation equipment, I will contact the facilitator or arrange for help.

125. Bolton Clarke also do regular health and safety tests which PCW’s are required to 
pass. The test is composed of some questions relating to workplace health and 
safety. For example, the question may include a video and ask the PCW to identify 
any health-related issues or risks. If a PCW fails the test, they are required to retake 
it again until they pass.
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Changes in the industry

126. One thing that I have noticed over the years is the higher staff turnover in this 
industry. People who get into this industry quickly discover that the work is difficult 
and not particularly pleasant. It can involve everything from changing incontinence 
pads, cleaning stomach churning mess, and having to undress and wash those who 
cannot do it themselves.

127. I have also noticed that the vast majority of elderly and vulnerable people are 
preferring to receive at home care. It promotes positive health impacts. They also 
have greater independence and control over their day to day lives.

128. More and more children and extended family members are also getting involved in 
developing a care plan for their loved ones. For example, I have one family member 
who insists that their mother use a circulation booster to promote blood circulation.

129. The nature of the work in this industry has also changed in the last 5 years. We now 
provide a tailored service to our client so that we can help maintain their 
independence and their wellness. For example, one client might tell me that she 
doesn’t want assistance with cleaning and would prefer that I weed her garden or 
take her rubbish out or clean out her pantry. Although gardening isn’t technically a 
job for a PCW, I try as much as possible to keep client’s happy and comfortable so I 
do it.

130. Social participation is also becoming increasingly recognised as an important factor 
influencing welfare. We are commonly being asked by family members to take 
clients for walks, shopping or bingo. Recently, I asked a client whether she would 
be interested in going to a concert I saw advertised in the local paper.

131. With the rise in age related illness and an emphasis on providing tailored care for 
clients, PCWs are having to increasingly deal with complex, social and emotional 
needs.

COVID-19

132. Since the COVID-19 outbreak, Bolton Clarke have taken significant measures to 
ensure the safety of clients.

133. I am aware that the risk of serious illness from COVID-19 increases with age. The 
highest fatalities have been among the elderly.

134. To keep care of clients and to avoid exposure of COVID-19, Bolton Clarke have 
insisted that PCWs:

(l.a) wear appropriate Personal Protective Equipment (PPE), including protective 
eyewear, masks, boot/shoe covers;

(l.b) appropriately discard PPE in a waste bag after every visit;

(l.c) constantly use hand sanitizer;

(l.d) prepare food with gloves;
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(l.e) disinfect vehicles where the client has sat or touched; and 

(l.f) maintain a 1.5-metre distance with clients at all times.

135. I understand that measures in the preceding paragraph will be reviewed when the 
pandemic has run its course. I am of the opinion that following this review some of 
the procedures may become standard, given the risk to clients.

136. One thing I have found particularly difficult is following the correct procedure for 
putting on and taking off PPE.

137. The new measures to protect clients means that I am often running 5 or 10 minutes 
late to client appointments.

138. As a PCW I also have to be particularly alert to any COVID-19 related symptoms 
clients have, which has been difficult. For example, with people living with 
dementia, the ability to alert others of potential symptoms can be a challenge. This 
is especially so where there is a limited capacity to communicate verbally or 
express pain or discomfort. As a result, I am constantly having to remain alert to 
even the subtlest changes.
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Fair Work Act 2009 
s.185—Enterprise agreement

RSL Care Limited T/A RSL Care
(AG2015/7876)

RSL CARE ENTERPRISE AGREEMENT 2015

Aged care industry

COMMISSIONER JOHNS MELBOURNE, 15 MARCH 2016

Application for approval of the RSL Care Enterprise Agreement 2015.

[1] On 29 December 2015 RSL Care Limited T/A RSL Care (RSL) made an application 
for approval of the RSL Care Enterprise Agreement 2015 (Agreement). The application was 
made pursuant to s.185 of the Fair Work Act 2009 (Cth) (FW Act). The Agreement is a 
single-enterprise agreement.

[2] The Agreement was lodged within 14 days after it was made. 

[3] On 30 December 2015 the Queensland Nurses’ Union of Employees (QNU) filed a 
Form 18 Statutory Declaration in relation to the application for approval of the Agreement.  In 
answer to the question “Does the Union support the approval of the Agreement by the Fair 
Work Commission?” the QNU answered “No”.

[4] The QNU opposed the approval of the Agreement on the basis that the Commission 
cannot be satisfied that every employee to whom the Agreement would apply and who is 
covered by the Nurses Award 2010 (the Award), will be better off overall under the 
Agreement than under the Award because of the detrimental or less beneficial terms of the 
Agreement as follows:

a) Clause 1.8 of the Agreement stipulates that some shift workers would be deprived 
of 1 weeks annual leave per year;

b) Clause 2.3 of the Agreement provides lesser minimum engagement for casual 
employees;

c) Clause 2.3 provides that overtime would be payable at ordinary rates.

d) Clauses 3.1 and 3.1.6 would allow the employer to engage employees for a limited 
term whereas the Award does not.

e) Clause 3.6.5 of the Agreement includes an abandonment of employment provision 
which would permit an employee to be dismissed where they are unavoidably or 
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justifiably absent from employment (e.g. in hospital, unconscious) for 10 days, 
whereas the Award would not permit such a dismissal.

f) Clause 3.1.2 (c) of the Agreement provides for an automatic reduction to an 
employee's weekly hours e.g. from 74 to 20 hours per fortnight, cutting their 
ordinary fortnightly wages by 73% whereas the Award would not allow the 
ordinary hours and wages of part-time employees to be reduced without the 
employee's agreement in writing. Moreover Clause 3.1.2 (c) also imposes 
restrictions (which do not exist in the Award) upon employees, who are mostly 
part-time, as to when they would be able to change the days of the week upon, or 
times at which, they would be available to work.

g) Clause 4.1.6 provides that employees who requesting a roster change which is 
refused by the employer would subsequently forego "those hours, even where that 
would result in the employee working less than the minimum hours.”

h) Clause 3.1.4 (c) provides that the 25% casual loading is only provided in addition 
to ordinary hours, exclusive of overtime.

i) Clause 4.1.1 (d) provides ordinary hours may be up to 10 per day (or up to 12 by 
agreement) which deprives part-time employees of up to 2 hours overtime 
penalties per day. The rostered daily ordinary full-time hours for RSL employees 
are often 8 hours per day, or otherwise fewer than 10 hours.

j) The Agreement provides for ordinary hours to be increased to 12 hours by 
agreement, and that such agreement may be only verbal in circumstances that may 
occur frequently. This creates the potential for employees to be verbal led about 
whether they so agreed and deprived of up to 4 hours or more of overtime 
penalties per day. That potential for detriment to employees does not exist under 
the Award.

k) Clause 4.1.3 provides that employees would be forced to work broken shifts 
without mutual agreement and allows employees to be made to have an unpaid 
break between broken shifts of up to 10.75 hours.

l) The Agreement provides for no afternoon shift penalty whereas The Award
provides for a shift penalty of 12.5% for an afternoon shift, which is one 
commencing not earlier than 12.00 noon and finishing after 6.00 pm on the same
day. The Agreement provides instead for a penalty for work only after 8pm in 
community care, or after 6pm in residential care, of 23.5 %. Many employees in 
community care either never work after 8pm. Most work by employees in 
residential care is done between 6am and 6pm. Many employees sometimes work 
in residential care after 6pm on weeknights but work a lot more hours between 
12pm and 6pm on weekdays when no penalties would be payable under the 
Agreement, than they do after 6pm.

m) Clause 4.1.6 (f) of the Agreement provides that the employer will provide a 
community care employee with as little as 24 hours’ notice or even less i.e. only 
before the end of the employee's previous shift, of a change to the staring time of 
the next shift. The Award requires 7 days’ notice for the employer to change an 
employee's roster, except in the case of illness, emergency or mutual agreement.
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n) Clause 4.1.7 provides that 'hours' worked may be 'banked' "at the rate that applied 
at the time the employee worked". This is a scheme to delay the payment of 
wages, to an unlimited extent, that would otherwise be payable on the fortnightly 
payday following the working of the hours. The Award requires wages to be paid 
fortnightly unless otherwise agreed up to monthly maximum period.

o) The Agreement does not describe or define an employee who is covered by the 
Award (which defines the employee as a shift worker for the purposes of the NES) 
as a shift worker for the purposes of the NES, in contravention of s.196 (2).

p) The Agreement contains non-permitted matters. 

q) Clause 3.6.5 of the Agreement contains an unlawful term in that it purports to
permit an employee to be dismissed where he or she is unavoidably or justifiably 
absent from employment e.g. in hospital, unconscious, for 10 days, which modifies 
the application of such an employee's protection from dismissal under Part 3-2 of 
the Act in a way which is detrimental to such an employee.

r) The proposed Agreement was not sufficiently explained to employees.

[5] On 30 December 2015 the Australian Nursing and Midwifery Federation (ANMF) 
filed a Form 18 Statutory Declaration in relation to the application for approval of the 
Agreement.  In answer to the question “Does the Union support the approval of the 
Agreement by the Fair Work Commission?” the ANMF answered “Yes” and “No” making the 
same submissions as the QNU opposing the Agreement, but indicating that it wishes to be 
covered in the case that the Agreement is approved by the Commission.

[6] On 4 January 2016 the Australian Workers’ Union (AWU) filed a Form 18 Statutory 
Declaration in relation to the application for approval of the Agreement.  In answer to the 
question “Does the Union support the approval of the Agreement by the Fair Work 
Commission?” the AWU indicated that it neither supports nor opposes the approval of the 
proposed Agreement. The organisation indicated that it wanted to be covered in the event that 
the Agreement would be approved by the Commission.

[7] On 5 January 2016 Together Queensland filed a Form 18 Statutory Declaration in 
relation to the application for approval of the Agreement.  In answer to the question “Does the 
Union support the approval of the Agreement by the Fair Work Commission?” Together 
Queensland answered “No.”

[8] Together Queensland opposed the approval of the Agreement as follows:

a) Clause 2.3 of the Agreement provides that employees be required to attend work 
for a minimum of one hours pay. Clause 10.4 of the Award provides for a 
minimum engagement of 3 hours.

b) Clause 3.1.2 of the Agreement provides for the automatic reduction of minimum 
hours for part time employees when there are changes of availability. The Award 
indicates agreement on a regular pattern of work will be recorded in writing and 
variations will be made by mutual agreement and recorded in writing.
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c) The Agreement provides that changes to hours whilst mutually agreed to have no 
requirement that they be recorded in writing.

d) Clause 4.1.6 of the Agreement states where an employee requests a roster change 
and it is not operationally viable for the employer to provide those rostered hours 
at another time within the roster period, the employee shall forgo those hours, even 
where that would result in the employee working less than the minimum hours for 
that roster period." This effectively causes an employee to be penalised for merely 
requesting a change to the roster and in its current form is an unlawful provision.

[9] On 12 January 2016 United Voice filed a Form 18 Statutory Declaration in relation to 
the application for approval of the Agreement.  In answer to the question “Does the Union 
support the approval of the Agreement by the Fair Work Commission?” United Voice 
answered “Yes” and “No” indicating that it wishes to be covered in the case that the 
Agreement is approved by the Commission. However United Voice also opposed the 
Agreement as follows:

a) Clause 2.3 of the Agreement provides for a minimum engagement of only one 
hour to attend compulsory meetings, whereas the Award provides for a minimum 
engagement of two hours for a casual employee and does not contemplate 
employees being called into work for only one hour.

b) Clause 2.3 of the Agreement also provides the one hours of pay will be at ordinary 
rates, even if the meeting attendance is in overtime, whereas an employee under 
the Award who is required to work, including by attending a meeting during 
overtime, must be paid at time and a half, double time, or double time and a half 
depending on the circumstances. 

c) Clauses 3.1 and 3.1.6 of the Agreement provides for limited term employment 
whereas the Award does not. The Agreement would therefore allow an employee's 
employment to be terminated without good cause or compensation simply by the 
employer fixing an expiry date for the employment. Clause 3.1.6 makes no 
provision for limited term employment to occur by way of contract or otherwise by 
agreement with the employee.

d) Clause 3.1.2(c) of the Agreement provides that the employer may automatically 
reduce a part-time employee's weekly hours e.g. from 74 to 20 hours per fortnight, 
whereas the Award does not allow the ordinary hours and wages of part-time 
employees to be reduced without the employee's agreement in writing. This 
provision also imposes restrictions on roster flexibility which do not exist in the 
Award. 

e) Clause 3.1.4(c) of the Agreement provides that a 25% casual loading is only paid 
on ordinary hours, not overtime. The Award provides for a 25% loading which 
must be paid for all hours worked including overtime. 

f) Clause 4.1.1(d) provides that ordinary hours for part-time employees may be up to 
10 per day (or up to 12 by agreement) which deprive these employees of up to 2 
hours of overtime penalties per day. The rostered daily ordinary full-time hours for 
RSL employees are often 8 hours per day, or otherwise fewer than 10 hours.
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g) The Agreement allows employees to be made to have an unpaid break between 
broken shifts of up to 10.75 hours. This would require employees to either remain 
at the work premises for up to 10.75 hours without pay or go home or elsewhere, 
increasing the commute time to work also. The 2 additional journeys will usually 
incur additional travel expenses for the employee.

h) The Agreement provides that the employer will provide a community care 
employee with as little as 24 hours' notice of a roster change, or even less i.e. only 
before the end of the employee's previous shift, of a change to the starting time of 
the next shift. The Award required 7 days' notice for the employer to change an 
employee's roster.

[10] On 1 February 2016 RSL provided written undertakings (Exhibit RSL1) addressing 
some of the concerns raised by the above mentioned Union Organisations as well as concerns 
raised by the Commission, as follows:

a) Clause 3.6.5 (Abandonment of Employment) of the Agreement will be applied in a 
manner that complies with the National Employment Standards (Undertaking 1).

Or in the alternative if this is not sufficient to address the concerns of the FWC, 
the following undertaking will apply.

b) Clause 3.6.5 (Abandonment of Employment) of the Agreement will not be applied 
and therefore will have no effect. (Undertaking 2)

c) Clause 3.1.4 (Casual Loading) of the Agreement will be applied in such a manner 
that all Casual employees shall be paid an additional casual loading of 25% for 
each hour worked (other than public holidays) (Undertaking 3).

[11] On 9 February 2016 the Commission sought approval from the Unions involved of the 
Undertakings provided by RSL. Directions were subsequently made and the matter was listed 
for hearing for Thursday, 25 February 2016 at 2.30 pm after the various Union Organisations 
involved presented a range of issues opposing the approval of the Agreement. 

[12] On 11 February 2016 QNU gave written notice that it accepted Undertaking 2 but not 
Undertaking 1 or Undertaking 3 as follows:

a) Undertaking 1 is not meaningful because it is too general and vague. The 
undertakings does not even identify to which NES provision it relates. The 
employer’s submissions do not demonstrate any understanding of how subclause 
3.6.5 Abandonment of Employment could be applied in breach of an NES or could 
be less beneficial for employees than any of the NESs. If RSL does not understand 
how the clause is ‘broken’ they will not know how to use their extremely general 
proposed undertaking number 1 to ‘fix’ the ‘broken’ clause. That proposed 
undertaking is therefore not meaningful, even to RSL and is therefore unlikely to 
ever be applied by RSL. 

Incidentally, the employer’s relevant submissions are wrong insofar as they imply 
that every absence from work without authority or prompt explanation is 
misconduct. The employer has failed to consider that a failure to make contact in 
relation to an absence may be outside the employee’s control e.g. due to serious 
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illness or injury or lack of access to, or breakdown of, telecommunications 
equipment e.g. in a remote area.

b) Undertaking 2 is much more certain and would assuage the QNU’s concerns that 
subclause 3.6.5 is unlawful and contributes to the Agreement failing to meet the 
BOOT.

c) There are 2 deficiencies in Undertaking 3. One is that the phrase “(other than 
public holidays)” in it will mean the casual loading is not paid for any work on 
public holidays (both ordinary hours and overtime) whereas the Nurses Award 
2010 (Clause 10.4) requires the 25% causal loading to be paid for each hour 
worked including on public holidays because such requirement is general and no 
other term of the Award denies payment of the casual loading on public holidays. 

The other deficiency arises from the inclusion of the phrase “will be applied in 
such a manner.” Subclause 3.1.4 of the Agreement (as voted upon) is not a clause 
which can be applied to overtime hours in acceptable manner as well as an 
unacceptable manner. Every application of subclause 3.1.4 to overtime hours 
would have resulted in non-payment of the casual loading. The way in which 
subclause 3.1.4 is less beneficial for employees than the Award is, therefore, not in 
the manner in which it is applied, but is in the very essence of the subclause itself. 
The undertaking ought to be “All casual employees must be paid an additional 
casual loading of 25% for all hours worked (including overtime) despite subclause 
3.1.4 of this Agreement.”

Even with Undertaking 2 and an acceptable undertaking concerning subclause 
3.1.4, the Agreement will still fail the BOOT and other approval requirements as 
outlined in the QNU’s objections in the F18.

[13] On 11 February 2016 the AWU gave written notice of its acceptance of the proposed 
Undertakings as follows:

a) The AWU is of the view that Undertaking 3 should not be that the “[clause] will 
be applied in such a manner….” - it should merely read “casual employees shall be 
paid an additional casual loading of 25% for each hour worked (other than public 
holidays).” In any case, if the Commission is satisfied that this undertaking ensures 
no employee will be worse off than the Award, this undertaking is acceptable. 

[14] On 11 February 2016 Together Queensland provided formal submissions, as follows:

a) Clause 3.1.2 (c) provides a mandatory reduction of minimum hours equivalent to 
the average hours worked on the particular day in the previous six months. 

The provision in the Modern Award is found at clause 10.3. In particular: 

“(b) Before commencing employment, the employer and employee will 
agree in writing on a regular pattern of work including the number of 
hours to be worked each week, the days of the week the employee will work 
and the starting and finishing times each day. 

(c) Any agreed variation to the hours of work will be in writing” 
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The Agreement removes the Award requirement that variations to the hours of 
work for a part-time employee have to be agreed upon and imposes a mandatory 
reduction in the minimum hours of work. 

In respect of clause 4.1.6 which states as follows: 

“Where an employee requests a roster change and it is not operationally 
viable for the employer to provide those rostered hours at another time 
within the roster period, the employee shall forgo those hours, even where 
that would result in the employee working less than the minimum hours for 
that roster period.”

This is not a situation where an employee has irrevocably declared that they are 
unavailable for work, but merely requested a change in the roster. The clause 
imposes a penalty on the employee that the hours requested to be changed is 
removed from their work schedule and they receive reduced pay. 

Given the small increase to the Award wages the Commission cannot be satisfied 
that that the meagre increase in wages from the Award would compensate an 
employee so much so that they would be better off overall under the Agreement. 

Furthermore we would see this provision as contrary to section 340 of the Fair 
Work Act 2009. An employee seeking to obtain a roster change is exercising a 
right under section 341(b) of the FW Act; in particular the employee is seeking to 
implement a process described by a workplace instrument. 

That process is 4.1.6(c) of the proposed Agreement

“If an employee seeks to alter a posted roster, they shall give the employer 
at least seven (7) days’ notice of the request for a roster change. The 
employer shall not unreasonably refuse a roster change.” 

To have a clause in a certified Agreement which provides a mandatory penalty on 
an employee merely seeking to implement a process described by a workplace 
instrument is abhorrent. 

As such the undertakings suggested by the applicant in our view are insufficient to 
enable the Agreement to be certified. 

b) Further BOOT Issues 

Employees in the administrative stream in classifications described in the 
Agreement as Intro to Level 5 have wage rates between 3.03-3.38% more than the 
relevant award. 

We would say the range of provisions in the Agreement different to the Award
outlined in question 3.5 of the employer’s F17 some of which we will outline 
below are such that the Commission cannot be satisfied that employees would be 
better off overall under the Agreement:-

 Spread of Hours 6am-6pm Mon-Sun in lieu of 6am-6pm Mon-Fri 
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 Shift loading in clause 26.1( an employee who worked from 10am-6.30pm 
on just 2 days a week would be 4.2% worse off by not receiving the shift 
loading) 

We note that the employer has made submissions about indicative rosters or 
current practices. 

The Full Bench decision in United Voice v Secom Australia Pty Limited T/A 
SECOM Security [2015] FWCFB 1776 said 

“…it is necessary to consider what the Agreement allows to be done in 
respect to rosters not just what occurs under typical rosters to be sure that 
each employee and prospective employee is better off overall at the test 
time.” 

These are not simply technical considerations, it must be remembered that 1027 
employees did not approve this Agreement. 

The current certified Agreement that this Agreement seeks to replace has wage 
classifications up to 26% above the Award rates, the alterations to the Award
conditions in this proposed Agreement might arguably have passed the Better Off 
Overall Test (“BOOT”) if a classification system provided similar benefits above 
the Award rate of pay, however the introduction of the new classification system 
with rates of pay slightly higher than the Award rate is not sufficient in light of the 
Agreement’s material changes to the underpinning awards. 

We would submit regardless of the specific undertakings offered by the employer 
they are insufficient to ensure the Agreement satisfies the better off overall test.

[15] On 16 February 2016 United Voice provided formal submissions as follows:

a) Clause 2.3 of the Agreement provides for a minimum engagement of only one 
hour to attend compulsory meetings. The Award provides for a minimum 
engagement of two hours for casual and part-time employees (at clause 22.7) and 
does not contemplate employees being called into work for only one hour.

b) Clause 2.3 of the Agreement also provides the one hour’s pay will be at ordinary
rates, even if the meeting attendance is in overtime. Contrast with the Award 
wherein attendance (be it at a meeting or otherwise) during overtime must be paid 
at time and a half, double time, or double time and a half depending on the 
circumstances.

c) The Agreement does not limit the number or frequency of such occasions when an 
employee may be required to attend work for only one hour’s pay.

d) Clauses 3.1 and 3.1.6 of the Agreement contemplate employment for a limited 
term, a concept not provided for in the Award. Clause 3.1.6 contains no additional 
provisions for circumstances in which limited term employment may occur, or for 
the manner in which such employees are engaged. It is also apparent that limited 
term employees are still able to be terminated with notice, which raises further 
questions as to the necessity of this employment category.
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e) Clause 3.1.2(c) of the Agreement enable the employer to automatically reduce an 
employee’s weekly hours e.g. from 74 to 20 hours per fortnight. The Award 
contains no comparable provision, unless mutual agreement, in writing is reached.

f) Clause 4.1.3 of the Agreement enables broken shifts to be worked, “to suit the 
needs of the customer”. Unlike the Award (see clause 22.8), mutual agreement 
between the employee and employer is not needed. Further, the Award provides 
that the maximum break between parts of a shift shall not exceed four hours.

g) Clause 4.1.6(f) of the Proposed Agreement enables as little as 24 hours’ notice of
roster changes for Community Care employees. Contrast with clause 22.6(c) of the 
Award which requires seven days’ notice to a change of roster, except in emergent 
circumstances. United Voice acknowledges the comments of the Applicant in 
relation to matters of rostering, and the necessity for there to be flexibility in the 
Community Care sector. However, it is the view of United Voice that any 
flexibility must be balanced against providing certainty to employees. The Award 
provides a minimum safety net in relation to changes to rosters and contains 
sufficient measures to balance flexibility and certainty.

h) Based on the foregoing, United Voice submits that there may be certain employees 
covered by the Proposed Agreement who may not be better off overall compared 
to the Award.

i) Should the Commission be satisfied that the relevant statutory requirements have
been satisfied and that the Proposed Agreement should be approved, United Voice 
confirms its desire, under s.183, to be covered by the Agreement.

[16] At the hearing on 25 February 2016:

a) RSL was represented by Mr A Aspromourgos for Mr D Finger of the RSL in 
attendance; 

b) The ANMF and the QNU was represented by Mr K Crank;

c) The AWU was represented by Mr J Harding;

d) The ASU and Together Queensland was represented by Mr K McKay;

e) The HSU was represented by Ms F Johnston, and;

f) The NSWNMA was represented by Ms A Hamza.

[17] The HSU and the NSWNMA maintained their support for the approval of Agreement 
and declined to make any submissions.

The ASU - Roster Changes

[18] At the hearing, the ASU submitted that clause 4.1.6(d) of the Agreement had the effect 
of penalising the employees merely for asking for a roster change. Mr McKay indicated that 
this section was contrary to provisions at Part 3-1, section 340 of the Act and therefore an 
objectionable term. Furthermore, under 194(b) it would become an unlawful term.
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[19] Mr Aspromourgos responded that the clause was not intended to have the effect that 
Mr McKay was concerned about. The phrase really meant that if the employee was unable to 
work the originally rostered hours, then that employee would forego those hours. Mr 
Aspromourgos stated that RSL would be prepared to provide an undertaking to that effect.

[20] The Commission put it to Mr Aspromourgos that the preferred wording of the 
Undertaking would be that where an employee requests a roster change but the employee is 
unable to work as per the roster and it is not operationally viable to provide them with other 
hours, then that employee will forego the hours that are rostered.

[21] Mr McKay was satisfied that an Undertaking to this effect would remove the 
unlawfulness of the clause but would still present BOOT issues.

ASU - Roster changes and the BOOT 

[22] Mr McKay further submitted that the above provision presented issues pertaining to 
the Better off Overall Test (BOOT). He indicated that in respect of the previous agreement 
that existed with clerical employees, some of whom would have received under that previous 
Agreement rates of pay approximately 26.00% above the Award, have now had a new 
classification structure put in place which places the classification approximately 3.00%
above the Award. He indicated that the new rates were not high enough to compensate for the 
deficiency caused by clause 4.1.6(d). Mr McKay went on to state that under this Agreement, 
employees could now regularly be rostered on weekends where previously they could not.
The QNU’s position was that where you have an increase of 3.00% above the Award, the 
ability for the employees to pass a BOOT test is much constrained.

[23] Mr Aspromourgos accepted that the Agreement provides a shift penalty regime quite 
different to that applying under the Aged Care Award. The two significant differences were 
that all shift loadings were paid on an hourly basis between 6 pm and 6 am at a rate for all 
hours at 23.50%. This shift loading is far greater than the shift loadings in the underlying 
award but the other significant differences, the way that the loading applies under the Award
is that the loading applies for the entirety of the shift, rather than just hours that fall within the 
spread of 6 pm to 6 am.

[24] Mr Aspromourgos went on to indicate that the example used by Mr McKay was a 
worst off scenario to the extent that under the Agreement the penalty regime component is 
only half an hour, whereas under the regime of the Award the entirety of that shift would be 
paid at the shift loading. Mr Aspromourgos concluded that such a shift roster is possible but 
unlikely to be worked.

[25] The Commission put it to Mr Aspromourgos that there is still a possibility that if the 
Agreement was approved on the basis that the above mentioned shift roster would not likely 
be implemented, this would not necessarily prevent RSL from implementing said shift roster, 
rendering some employees worse off. The Commission requested that the applicant provide 
an undertaking to the effect that it would not put in place rostering arrangements which would 
result in a disadvantage to employees as against the Award. Mr Aspromourgos would seek 
instructions from RSL in this regard.

ASU - Spread of hours and Shift loading
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[26] Mr McKay addressed the spread of hours and applicable shift loading as detrimental. 
Mr Aspromourgos put it plainly that the Agreement provides a shift penalty regime quite 
different to that applying under the Aged Care Award.

[27] The two significant differences are that all shift loading paid on an hourly basis 
between 6 pm and 6 am at a rate for all hours at 23.5%. So that shift loading is obviously far 
greater than the shift loadings in the underlying award but the other significant differences, 
the way that the loading applies under the Award is that the loading applies for the entirety of 
the shift, rather than just hours that fall within the spread of 6 pm to 6 am. Mr McKay gave 
the example that had been made in the ASU’s written submissions, where if someone was 
working two shifts from 10 am to 6.30 pm, compared to the Award, that they would be worse 
off.

[28] Mr Aspromourgos contended in response to this that for the purposes of the BOOT, it 
is not a requirement that every theoretical roster arrangement be addressed by way of a 
specific calculation, and that in making the assessment of the BOOT, what Mr McKay had 
not done was consider the variety of other benefits; non-financial or other forms of financial 
benefit, that were contained in the Agreement. Mr McKay’s submissions did not address 
other matters such as the $500 one off payment, changes to annual leave provision, etc. In
making a determination of the BOOT all of those matters would have to be considered.

[29] The Commission put it to Mr Aspromourgos that the applicant would be provided 
with a week to think more upon all of the issues which would be raised at the hearing and to 
submit what undertakings it would then be prepared to put forward.   

The QNU

[30] Mr Crank maintained that the QNU opposed the Agreement including the 
undertakings that were proposed by the employer and that new undertakings would be 
required from the employer in order to ensure that the Agreement met the requirements of the 
Act.

QNU - Roster Changes

[31] Mr Crank submitted that the QNU agreed with the ASU on the issue of clause 4.1.6(d) 
penalising employees for merely asking for a roster change. Mr Crank agreed that while an 
undertaking would remove the unlawfulness of the provision, it would still present a BOOT 
issue as outlined by Mr McKay.

[32] The Commission reiterated that this submission had been heard and instructed Mr 
Aspromourgos to consider it in the requested Undertakings to be provided within a week from 
the hearing.

QNU - Definition of a Shift Worker for the purposes of the NES

[33] Mr Crank submitted that the Agreement also does not contain a definition of shift 
worker for the purpose of the NES, which is a contravention of s 196(2). It contains a 
definition of shift worker but s 196 expressly requires that an Enterprise Agreement contain a 
definition of a shift worker for the purposes of the NES, and this Agreement does not do that.
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[34] The Commission asked Mr Crank whether an Undertaking stating that "for the 
avoidance of doubt the definition of shift workers here is for the purposes of the NES" would 
satisfy his concern. 

[35] Mr Crank agreed that it would resolve the particular issue.

QNU BOOT Issues

QNU - Annual leave for Shift workers

[36] Mr Crank submitted that some shift workers would be deprived of one week's annual 
leave per year by the Agreement, compared to the Award. The Agreement provides a 
definition of shift worker for the Nursing and Allied Health streams, which means that a 
person is only a shift worker under the Agreement if they are continuously rostered 24 hours a 
day for seven days a week, and they are regularly rostered to work those shifts, presumably on 
an individual basis, and that the employee works regularly on public holidays.

QNU - Lesser Minimum Engagement

[37] Mr Crank submitted that clause 2.3 of the Agreement provides for a minimum 
engagement of only one hour to attend compulsory meetings, whereas the Award provides a 
minimum engagement of two hours for a casual employee and it does not contemplate any 
employees being called into work for only one hour.

[38] Mr Crank went on to submit that the Agreement also provides that time worked, 
which under the Award would be paid as overtime at penalty rates, would only be paid at 
ordinary base rates under the Agreement. Clause 2.3 again provides that the one hour of pay 
for attending compulsory meetings would be at ordinary rates, even if the meeting attendance 
is in overtime. Whereas an employee under the Award who is required to work, including by 
attending a meeting during overtime must be paid time and a half, double time or double time 
and a half depending on the circumstances of the meeting.

QNU - Limited Term Employment

[39] Mr Crank submitted that the clauses 3.1 and 3.1.6 of the Agreement are also less 
beneficial by the inclusion of a limited term employment provision. Mr Crank explained his 
understanding of Limited term employment as a concept in which there is a date fixed for 
employment to end and that the employer is entitled to terminate the employment of that 
employee at any time with notice, but otherwise at any time prior to the expiry date of that 
limited term employment.

[40] Mr Crank went on to give an example albeit difficult to quantify the detriment. He 
went on to give the example of an employee engaged on a limited term basis under this 
Agreement for a period of six months, who at the end of which would be terminated without 
any reason other than a certain date has been reached. Had the term not existed in the 
Agreement, that employee in this example would have continued in employment with RSL 
for five years, so in other words their employment has been cut short by four and a half years 
because of this term in the Agreement. In this circumstance the employee would have lost 
four and a half years remuneration and four and a half years of all of the intrinsic benefits of 
employment, such as a sense of accomplishment, satisfaction, dignity and all those things that 
have been recognised in modern times as intrinsic benefits of employment.
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[41] The Commission categorised the arrangement described by Mr Crank as a Maximum 
Term arrangement which is not uncommon, to which Mr Aspromourgos agreed.

[42] The Commission clarified to parties that people who are employed for a maximum 
period under maximum term contracts are not employees employed for a specific period. The 
Commission found that Mr Aspromourgos demonstrated that clause 3.1.6 did not intend to 
have employees covered by the Agreement to be classified as employees engaged for a 
specified period (the maximum period). The Commission suggested that Mr Aspromourgos 
should seek instructions about an Undertaking which reflects better language than what is 
used in the proposed Agreement.

QNU - Abandonment of Employment

[43] Mr Crank submitted that clause 3.65 of the Agreement is an Abandonment of 
Employment clause. The relevant award for this matter does not provide for such provisions. 
The employer subsequently offered two undertakings in relation to that. The original 
submissions made by the QNU contended that the second alternative undertaking would be 
acceptable which is that it would not be applied and therefore have no effect.

[44] The Commission agreed with the position of the QNU and suggested to Mr 
Aspromourgos that the second alternative Undertaking would be acceptable to form part of 
the new set of Undertakings to be provided.

[45] Mr Aspromourgos agreed to provide that undertaking and that is consistent with the 
Commission’s position.

QNU - Automatic Reduction of Hours for Part Time Employees

[46] Mr Crank submitted that clause 3.1.2(c) of the Agreement provided for an automatic 
reduction of ordinary hours without the requirement for mutual agreement. The effect of this 
provision would be that the employee would work less and therefore result in receiving less 
remuneration. 

[47] Furthermore that the above clause required part-time employees to give no less than 
30 days' notice of any changes to their availability. Mr Crank indicated that there was no such 
requirement in the Award. The award instead provides that simply the rostering arrangements 
will be agreed in respect of part-time employees.

[48] The Commission asked for a response from RSL. Mr Aspromourgos gave the example
where if an employee who was initially available from Monday to Friday were to approach 
their employer because their personal circumstances had changed, therefore no longer being 
available from Wednesday to Friday, their availability would be reduced from five days to 
two days. This provision intends to reduce hours at that point in time based upon the reduced 
availability.

[49] The Commission suggested that the provision could be explained in plainer English in 
order to be better understood. This suggestion should be considered when drafting new 
Undertakings. 

QNU - Casual Employees and Overtime
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[50] The next issue then is casual employees losing their 25.00% casual loading when they
work overtime. The Nurses Award provides for 25.00% loading which must be paid for all 
hours worked which includes overtime but, less beneficially, the Agreement in clause 3.1.4C 
provides that the 25.00% casual loading is only paid on ordinary hours which obviously 
excludes overtime.

[51] Mr Crank took issue with wording of the Undertaking provided previously by RSL. 
Mr Crank submitted that the undertaking should simply be that 25.00% casual loading is paid 
on all hours worked including overtime

[52] Mr Aspromourgos maintained that this issue had been addressed in the previous 
Undertakings.

[53] Mr Crank maintained that whilst the intention of the Undertaking may have been 
sufficient, the wording was not. 

[54] The Commission suggested that the better way to frame the Undertakings would be to 
refer to the clause, and insert "in place of the current clause X will be this clause Y". That 
way the wording of the clause that is to be substituted into the Agreement is clearer.

QNU - Part Time Employees and Overtime

[55] Mr Crank submitted that the Award provides that all time work by part-time 
employees in excess of the rostered daily ordinary full-time hours will be overtime, whereas 
clause 4.1.1(d) of the Agreement provides that ordinary hours may be up to 10 per day or 12 
by Agreement.

[56] Mr Crank went on to further explain that within RSL, the rostered daily ordinary full-
time hours are often 8 hours per day in which case the overtime is payable to part-time 
employees in excess of 8 hours per day whereas under the Agreement overtime will not be 
paid unless more than 10 hours is worked or 12 hours in the case of Agreement for 12-hour 
shifts. The Agreement would deprive part-time employees of, in many cases, between two 
and four hours of overtime penalties per day.

QNU - Broken Shifts

[57] Mr Crank submitted that clause 4.1.3 of the Agreement provides for employees to be 
forced to work broken shifts even without pretence of mutual Agreement. This is in contrast 
to the Award which does not permit broken shifts as section 21.5 of the Award provides that 
the hours of work will be continuous except for meal breaks.

[58] Mr Crank further explained the QNU’s position on this issue, that the Agreement
effectively allows employees to be made to have an unpaid break between broken shifts of up 
to 10.75 hours which would require employees to either hang around the workplace being 
unpaid for up to 10.75 hours. Furthermore if employees would leave the workplace during 
this unpaid break, the additional costs associated with the journey to and from the workplace 
would serve as a further detriment.

[59] Mr Aspromourgos assured the Commission that clause 4.1.3 did not operate in the 
way Mr Crank claimed. He stated that the clause was not to be used at all; it was used 
predominantly in community care for employees covered by the Social Community, Home 
Care and Disability Services Industry Award 2010 and provided greater protections to those 
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employees in the corresponding award entitlement. There is no intention on the part of RSL to 
apply this clause to Nurses.

[60] The Commission suggested that an Undertaking be provided to explain this plainly.

QNU - Afternoon Shift Penalties

[61] Mr Crank submitted that the Agreement does not provide afternoon shift penalties 
except for work after 6pm or 8pm in the case of employees covered by the Nurses Award
working in community care.

QNU - Notice for a Roster Change

[62] Mr Crank submitted that the Agreement provides for six days less notice of a rostered 
change than the Award. The award requires seven days' notice for the employer to change an 
employee's roster except in the case of illness, emergency or mutual agreement (clause 25.4 of 
the Award).

[63] In contrast to the Award, clause 4.1.6(f) of the Agreement provides that the employer 
will provide a community care employee with as little as 24 hours' notice or even less, that is 
only before the end of the employee's previous shift which may be a lot less than 24 hours 
before and that is notice of a change to the starting time of the next shift.

QNU - Banking Hours

[64] Clause 4.1.7 of the Agreement provides that hours worked may be banked at the rate 
that applied at the time the employee worked, which the QNU believes to be a scheme to 
delay the payment of wages to an unlimited extent as there is no date by which those wages 
must be paid and they are wages that would otherwise be payable on the fortnightly payday 
following the hours being worked.

[65] The award in clause 18.1 requires that wages be paid fortnightly unless otherwise 
agreed up to a monthly maximum period.

[66] Mr Aspromourgos maintained that this clause could not be seen to be a disadvantage 
to an employee who voluntarily elects to forego wages now, to take it at a later time which 
better suits their personal circumstance and situation. 

[67] This ends the QNU’s submissions pertaining to the BOOT.

QNU - Non-Permitted Matters

[68] Mr Crank submitted that the Agreement makes a number of references to the 
relationship between employees under the Agreement and customers of the employer. The 
QNU contended that the Agreement could only contain matters which pertained to the 
relationship between the employee and the employer.

[69] Mr Crank explained his position by referring to the definition of "customer" in clause 
1.8 of the Agreement. “

 “Customer” means any of the following: Current or potential clients, current 
or potential.
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[70] Mr Crank went on to say that the reference to "including relationships with customers" 
made in the Agreement was a difficulty. In particular, Mr Crank referred to clause 5.3.2, a 
customer cancellation allowance. This clause allowed for an employee to travel to a
customer's location whilst not receiving any payment unless having already commenced the 
travel. That particular provision, Mr Crank believed, was probably within the employment 
relationship. However the definition of "customer" goes way beyond a person for whom an 
employee might be providing service on behalf of the employer. It extends into relationships 
with potential clients and is open having the employer attempt to create obligations on the 
employee pursuant to the Agreement; obligations on the employee in relation to potential 
customers of RSL. That would be outside the employment relationship according to the 
QNU.

The AWU

[71] Mr Harding submitted the position of the AWU principally in relation to the 
Undertakings already provided by RSL.

AWU - Broken Shifts

[72] Mr Harding submitted a concern raised by Mr Ronald of United Voice. He submitted 
that broken shifts are provided for in the Aged Care Award as well, but only by mutual 
agreement, and that doesn't seem to be reflected in the current or in the proposed agreement. 
His concern on behalf of the AWU was that under the proposed Agreement, broken shifts 
would be, by mutual agreement, for those who derive their conditions from the Aged Care 
Award.

Events post the hearing

[73] At the conclusion of the hearing the Commission proposed to issue directions that the 
applicant file and serve any final attempt at providing Undertakings by 12 noon on Friday 4 
March 2016, and then, by 4 pm on Wednesday 9 March 2016, each of the unions file in the 
Commission and serve on the applicant any final statement about whether they do not oppose, 
support or oppose (and if oppose on what continuing basis) the approval of the Agreement.

[74] On 4 March 2016 the Applicant subsequently provided written undertakings. A copy 
of the undertakings is attached as Annexure A.

[75] It is to be observed from the following table that the Applicant elected not to take up 
the invitation to provide an undertaking in relation to a number of matters raised during the 
hearing:

Issue identified by the Unions during the 
hearing on 25 February 2016

Whether the issue was then the subject of an 
undertaking in the final version of the 

undertakings filed by the applicant on 4 
March 2016

Roster Changes Yes
Limited Term Employment Yes
Abandonment of Employment Yes
BOOT issues and roster changes No
Shift loadings No
Definition of shift worker No
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Annual leave for shift workers No
Lesser Minimum Engagement No
Automatic reduction of hours for part timers No
Overtime for casual employees No
Overtime for part time employees No
Broken Shifts No
Afternoon shift penalties No
Notice for roster changes No
Banking hours No
Non-Permitted matters No

[76] The response of the Unions to the final form of the undertakings can be summarised as 
follows:

Union Response

QNU Reluctant acceptance

AWU Acceptance

NSWNMA Acceptance

HSU Acceptance

ASU Continued opposition

Together Queensland Acceptance

[77] The Commission is satisfied that the undertakings will not cause financial detriment to 
any employee covered by the Agreement and that the undertakings will not result in 
substantial changes to the Agreement. 

Further Submissions provided by the ASU

[78] On 9 March 2016, the ASU advised the Commission that despite wishing to be 
covered if the Agreement is approved, it was opposed to the new undertakings provided by 
RSL. The submissions provided by ASU were as follows:

a) Day workers working on a Saturday or a Sunday under the Award would receive 
double time, under the Agreement they would receive 150% for Saturday or 175% for 
Sunday.

b) Under the Award there are a range of shift penalties 110%,112.5%, 115% that when 
triggered apply for the whole shift, the Agreement as a shift penalty of 123% which 
does not apply for the whole shift but just the hours worked that trigger the allowance.

c) There is total open discretion under the Agreement as to the hours employees will be 
rostered, e.g. there is no fixed definition of an afternoon shift 2.00pm to 10.00pm etc. 
So whilst typical rosters have been offered that show they pass the requirements of the 
BOOT test there is no provision restricting the employer to utilise such rosters. 
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d) Given the small increase to the Award wages the Commission cannot be satisfied that 
that the meagre increase in wages from the Award would compensate an employee so 
much so that they would be better off overall under the Agreement. For example, an 
employee that worked 10.30am-6.36pm for argument sake would be paid under the 
Award 7.6 X $19.8947 X1.1 = $166.32, whilst under the Agreement they would be 
paid 0.6 X $20.5485 X 1.23 +7 X $20.5485 = $159, a difference of $7.32.

e) A standard shift under the Agreement would be paid 7.6 X $20.5485= $156.17. A 
standard shift under the Award would be paid 7.6 X $19.8947 = $151.20, a difference 
of $4.97 

f) In a 4 week period the Agreement provides approximately a $9 advantage in increased 
annual leave and leave loading for a full time employee. So part time employees who 
worked two 10.30am shifts and one shift with no penalties each week, would be 
disadvantaged.

g) A full time employee who worked 9 out of 20 shifts commencing at 10.30 am and the 
remaining 11 as ordinary shifts would be worse off $65.88 - $63.67(including the 
annual leave advantage) = $2.11 worse off.

h) There are already shifts that commence at 11.00am, it is not fanciful to suggest a shift 
may commence at 10.30am, just 30 minutes earlier during the next three years. There 
is certainly the possibility that this could occur under the Agreement, there is no 
provision that would preclude it.

i) We note that the employer has made submissions about indicative rosters or current 
practices. However all rosters provided by the employer has been for full time 
employees, no indication has been given that part time employees would be better off 
under the Agreement. Furthermore the gap between the Agreement hourly rate and 
award hourly used in these calculations have been 3.32%, there are classifications 
where the gap between the Agreement rate and award rate is narrower 3.22% and 
3.03%, so the disadvantage is more pronounced.

j) In AJ Convenience Services Pty Ltd T/A 7-Eleven Rozelle & 7-Eleven Bexley 
(AG2015/6175) Commissioner Roe said: 

‘However, consistent with the Full Bench decision [2015] FWCFB 1776 it is 
necessary to consider what the Agreement allows to be done in respect to 
rosters not just what occurs under to be sure that each employee and 
prospective employee is better off overall at the test time. The potential for 
calculations to be affected by changed or less typical rostering practices must 
be taken into account…….’

These are not simply technical considerations, it must be remembered that 1027 
employees did not approve this agreement. 

k) The current certified agreement that this agreement seeks to replace has wage 
classifications up to 26.00% above the Award rates for employees performing 
administrative duties, the alterations to the Award conditions in this proposed 
agreement might arguable have passed the Better Off Overall Test if a classification 
system provided similar benefits above the Award rate of pay, however the 
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introduction of the new classification system with rates of pay slightly higher than the 
Award rate is not sufficient in light of how the Agreement materially changes the 
underpinning awards.

Consideration

[79] Having considered all that has been submitted in this matter and subject to the 
undertakings referred to above, the Commission is satisfied that each of the requirements of 
sections 186, 187, 188 and 190, as are relevant to this application for approval, has been met.

[80] Specifically, under s.186(2)(d) of the FW Act (where the Commission must be 
satisfied that the agreement passes the BOOT), the Commission, as presently constituted is 
satisfied that, as at the test time, each award covered employee, and each prospective award 
covered employee, for the Agreement will be better off overall if the Agreement is applied to 
them than if the relevant modern award applied to them (having regard to the test in s.193 of 
the FW Act).  In coming to this conclusion I have had regard to all of the submissions which 
have been made on behalf of the applicant and the unions and then applied a “global” or 
“overall assessment” to determine whether the BOOT has been satisfied. Consistent with the 
orthodox approach I have had regard to the terms which are more beneficial to the employees;
the terms which are less beneficial to the employees and then made an overall assessment 
about whether each class of employee under the Agreement would be that are off overall. I am 
satisfied that they will be.

[81] The Agreement is approved.

[82] The Australian Municipal, Administrative, Clerical and Services Union, United Voice, 
Together Queensland, The Australian Workers’ Union, The Australian Nursing and 
Midwifery Federation, The New South Wales Nurses and Midwives’ Association & New 
South Wales Branch of the Australian Nursing and Midwifery Federation, The Queensland 
Nurses’ Union of Employees and The Health Services Union of Australia,  being bargaining 
representatives for the Agreement, have all given notice under s 183 of the Act that they want 
the Agreement to cover them. In accordance with s 201(2), the Commission notes that the 
Agreement covers each of these organisations. 

[83] In accordance with s 54 of the Act the Agreement will operate from 22 March 2016. 
The nominal expiry date of the Agreement is 21 March 2019.

COMMISSIONER

Printed by authority of the Commonwealth Government Printer

<Price code O, AE417997 PR577450>
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Annexure A

WHEREAS· 

UNDERTAKINGS 
(Section 190 Fair Work Act' 20091 

A. RSl Care Lrnrted (Employer) has applred to lhe Fair Wor1< Ccrnmrssoon pursuant to 
sedion 185 of the Fatr Wotk Act 2009 (Act) for approval ot an enterpnse agreemen1 to 
be known as the RSL Care Entcrpri~ Agreement 2015 (Agreement). 

8 The Fa1r Work Commission has concerns tha1 not all of the requirements of Section 186 
and Section 187 of the Ad have been met in relabon to lhe Ag~eement but has on<icated 
that ~ w~l accept lhe following undenalongs pwsuant to SectiClO 190 ol ArJ. as meetJng rts 
concerns so that the AgrHment may be approved 

PURSUANT to section 190 or the Act, lhe Employer hereby undertakes to lhe Farr Woil< 
Commission that: 

aause 1 8 (Ordinary ROle or Poy <lofinotoon) wrl be repi<Jced by the Io-ong dause.· 

"Ordinary rate of pay" means tho rate of pay set out in Appendtx C or D. wluch 
IS lhe Agreement base rate of pay The ordinary tlfte of pay includes tall 
componsatioator ttllowances oot separotoly provided for in this Agreement. 

2 Oause 2 3 (Mtnrmum Engagement - Com~Usory Meebngs) wil be apj)(oed on a 
manner that lhe employer shal not requrre an employee to attend me<e than 2 
compu1SCHY meetings oucslde of the employee's ordrnary hours in any calendar year 

3. Clause 3.1 .2(cl will be replaced by lhe following clause • 

(c) On engagement, or at any review of hours under Clause 3 I 3. the 
employee oVIII D<Mse the employer of the days ond times oro such days thai 
riley are avtoiiJble to be rosJorod ro '""'* ordtnary />ours lithe employee 
reduces their avatlability to work OtdrnafY hours on the agrood days and 
trmes, their mlnmwm fortnightly contracted /)001 s wl11 be mduced by the 
avcragD fot1ni(}IJI/y ordirtDry hours worked by llle employee during t11e days 
and times wtiJch the employee ts no longer available to WOik m the 
preC6ding soc (6) months (or lesser periOd If the employee has been 
•YOtl<ing lho&a nllllimum hours lor less than SIX (6) months) 

4 Clause 3 1.4(C) will be replaced by the following Clause:· 

(c) In addttiOII to tho hourly rnte provided 111 Clnu~ 3 1 4(b). n casual 
emptoyee shall be paid an sdditionat casualloiJding of 25% lor each hOur 
worked (olhtr than pubbc hOlidays). C8SUIJI loadrng shtJII aAvays be 
calculetod on 1/>e ordinary rote ol pay as prowded lor in Clause 3. I. 4{b) 
and shall not be compounded With any other loltdmg or ovet1tm• ponally. 

5 Clause 3 1 6 will be replaced by lhe /ollowrng clause:. 

3 I 6 Limited Torm Employee 

A tun trmc or part hm4 ttmploytfft may be engaged on a ltmtuxt Ierm 
basis Where an employee ts engaged on tJ limited term basis they 
shall be advised in writing of their doto of commoncement of 
employmont and the lotesJ date (mDKimum tenn) tftat thetr 
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empkJyment will continue with the employer. A JimJted term employee 
shall be subject to Ute temtination provision of this Agroomelll as set 
oul ;n c!Duse 3. 6. 

6. Clause 3.6.5 (Abandonment of Employment) of the Agreement mn not be applied and 
thereiO<e win have no effec~ 

7. Clause 4.1.6(d) will be replaced by the following clause • 

(d) ~re en employee requests a roster chnnge and n ,. not operabonolty 
!liable for the employer to provide lhosll roslere<l hOurs 01 anolher t""" 
•wifhNI the roster peood the employee nnft be reqwe<lto 1VOII< the ongN>af 

rostere<l hoors. If the employee is unable to work the ongmaf roster&d 
hours tho employee shtJil (Otego those hours. even whero lh8t would result 
in tile ompiOyee working less than tiJ 9 minimum hours for that roster 
period 

thi s Cj 'rK 

Signed for 11nd on behalf of RSL Care Limited 

__ g;g_~M. ............... . 
Sig,;;;t~ ~"'j;,jt,f.;;~ Representative 

.P.JI..~·I(~ f.·~~( 
Name of Authonsed Representative 

(BLOCK LETTERS) 

!¥. :ru<(. .c.~!~f .Po: of<£.. efl)~~ 
Tdle of Authonsed Representauve 

.. <:/~ .4f.~~~>f "~~--- ~"'-"'-~"'· 
Address of Authorised Representative 

day o f MA(<:t{ 2016 

· · ·····~·-··· 
S1gnattKe of Witness 

"' .. . . .. ~"':-'!· ,r...l.:f •.•• .s-:.~~.,-... .. . 
Name of W1tness 

(BLOCK LETTERS) 
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 PRELIMINARY  PART 1.
 

 TITLE 1.1

 
This Agreement is known as the RSL Care Enterprise Agreement 2015 (the Agreement). 
 

 AGREEMENT COVERAGE 1.2
 
This Agreement applies to RSL Care Limited (the employer) and its employees who perform 
work within the scope of Appendix A, B and E.  
 

 PARTIES TO THIS AGREEMENT 1.3
 
The parties bound by this Agreement are: 
 

 RSL Care Limited (ACN 010 488 454) (the employer); (a)
 

 The employer’s employees as defined within the scope of Appendix A, B and (b)
E; 

 
 The Australian Workers’ Union; (c)

 
 United Voice;  (d)

 
 Queensland Nurses’ Union of Employees and the Australian Nursing and (e)

Midwifery Federation; 
 

 Health Services Union, New South Wales Branch;  (f)
 

 New South Wales Nurses and Midwives’ Association and the Australian (g)
Nursing and Midwifery Federation; 

 
 Australian Municipal, Administrative, Clerical and Services Union; and (h)

 
 Together Queensland, Industrial Union of Employees.  (i)

 
 DURATION OF THE AGREEMENT 1.4

 
This Agreement shall commence operation from the first full pay period following the 7th day 
after the Agreement is approved by the Fair Work Commission (“FWC”) and shall remain in 
force from the date the Agreement commences for a period of three (3) years.  

 
 AGREEMENT RE-NEGOTIATION  1.5

 
The parties agree that discussions will begin in regards to a replacement Agreement six (6) 
months prior to the nominal expiry date of this Agreement. 
 

 AVAILABILITY OF THIS AGREEMENT 1.6
 
All new and existing employees will be able to obtain a copy of this Agreement, either on the 
Intranet or from their Manager.   A copy of the National Employment Standards will also be 
available on the Intranet. All employees have access to the Intranet. 
 

 NO EXTRA CLAIMS 1.7
 
During the period of this Agreement there will be no further claims. This does not exclude 
claims authorised by this Agreement or by law.  
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 DEFINITIONS 1.8

 
“Availability” means for a part time employee the days and times on those days on which a 
part time employee has notified the employer in writing that they are available to be rostered 
for work. 
 
“Customer” means any of the following: 

• current or potential clients 
• current or potential residents 
• family or friends of the above where relevant to the care of or services to the above.  

 
“Community Care” means services provided to elderly persons in their own homes which 
includes but is not limited to; personal care and services, support services, transport, 
domestic assistance, and clinical care. 
 
“Excursion” means where an employee is approved by the employer to accompany a 
customer on an excursion away from their normal place of residence, for a period in excess 
of 24 hours.  During the excursion the employee shall be responsible for one (1) or more 
activities of daily living duties and support services for the customer. 
 
“Live-In” means where an employee is required by the employer to live in the home 
premises of a customer and is responsible for one (1) or more activities of daily living duties 
and support services for the customer. 
 
“Ordinary rate of pay” means the rate of pay set out in Appendix C or D, which is the 
Agreement base rate of pay. The ordinary rate of pay includes full compensation for Award 
allowances, not separately provided for in this Agreement. 
 
“Residential Care” means residential premises owned or operated by RSL Care Limited for 
the purposes of supervised accommodation where the use includes medical and other 
support facilities for residents who cannot live independently and require regular nursing or 
personal care. 
 
“Retirement Living” means residential use of premises owned or operated by RSL Care 
Limited for an integrated community and specifically built and designed for older people. The 
use includes independent living units and may include serviced units where residents require 
some support with health care and daily living needs. 
 
“Shift Worker – Nursing and Allied Health Streams” means for the purposes of the 
additional week’s leave for the Nursing Stream and the Allied Health Stream, means an 
employee who works in a part of the employer’s business where shifts are continuously 
rostered 24 hours a day for 7 days a week, and who is regularly rostered to work those shifts 
and regularly works on a Sunday and public holidays. 
 
“Shift Worker – other than Nursing and Allied Health Streams” means for the purposes of 
the additional week’s leave for employees, other than those in the Nursing Stream and the 
Allied Health Stream, means an employee regularly rostered to work ordinary hours outside 
the ordinary hours in clause 4.1(b) or (c), Monday to Friday (inclusive) or who works more 
than four (4) ordinary hours on ten (10) or more weekends in a completed year of service. 

“2013 Agreement” means the RSL Care Enterprise Agreement 2013 and which applied to 
employees of RSL Care Limited immediately prior to the commencement of this Agreement. 
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 THE AGREEMENT PART 2.
 

 REGIONAL CONSULTATIVE FORUMS 2.1
 

 The employer recognises that positive outcomes are more likely to be (a)
achieved through consultation and dialogue between the parties and Regional 
Consultative Forums will be established.  Indicative topics may include: 
 

 Career progression; (i)
 Workforce reform;  (ii)
 Industry changes (iii)
 Workload management. (iv)

 
 The Consultative process shall adhere to the following principles: (b)

 
 Open and honest communication between the parties; (i)
 A collaborative, problem-solving, interest based approach to issues (ii)

raised by any of the parties; 
 A culture of mutual respect between the parties, employees and (iii)

management; 
 A culture of quality improvement; (iv)
 Employee concerns on personal or local issues which do not have a (v)

regional or organisational implication, should where possible be resolved 
at the local level and if not resolved can be escalated to the Regional 
Forum; and 

 The forum does not replace existing internal communication (vi)
mechanisms and frequent formal and informal two-way communication 
between managers and staff should occur.  

 
 No less than four (4) Regional Consultative forums are to be held within a (c)

twelve (12) month calendar. 
 

 Each Regional Consultative Forum will consist of two management (d)
representatives from the region, one employee representative from each 
site/service and Human Resources representatives.  

 
 Employee representatives will be appointed for a twelve (12) month period (e)

after an expression of interest and a local ballot, if greater than one expression 
of interest received per site/service. 

 
 REPRESENTATIONAL RIGHTS 2.2

 
 The employer will recognise the role of employee representatives. (a)

 
 The role of the employee representative will not detract from their (i)

primary responsibility which is to do the job they are employed to do with 
the employer. 

 Employee representatives in the same work site are allowed a (ii)
reasonable time away from normal duties without loss of pay, to discuss 
with an employee and/or their site manager, matters affecting the 
employment of an employee covered by this Agreement. Time away 
from normal duties must not interfere with the safe and productive 
operation of the site or service.   
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 MINIMUM ENGAGEMENT – COMPULSORY MEETINGS 2.3
 
Where the employer deems that attendance at a meeting is compulsory, all reasonable 
attempts will be made to hold such meetings within an employee’s ordinary hours. However, 
if it is not possible to hold a compulsory meeting within an employee’s ordinary hours, a 
minimum of one (1) hour of ordinary wages will be paid to the employee for attendance at the 
meeting. If the timing of the meeting results in the employee being entitled to payment of a 
penalty for the period of the meeting, such penalty shall be paid for the time attending the 
meeting or for one (1) hour, whichever is greater.   
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 TERMS AND CONDITIONS OF EMPLOYMENT PART 3.
 
At the time of a commencement, transfer or promotion or change in employment status, an 
employee will be issued with a written statement clearly indicating the type of employment 
contract, including the employment category in which they are employed.  
 
The statement shall include the date of engagement, transfer or promotion or change in 
employment category, classification level and rate of pay and in the case of a part time 
employee the minimum number of hours per fortnight the employee is required to work. 
 

 EMPLOYMENT CATEGORIES 3.1
 

Employees of RSL Care (the employer) are engaged in one (1) of the following ways: 
 
(a) Full time; 
 
(b) Part time; or  
 
(c) Casual. or 
 

Employees may be engaged on an ongoing basis or for a limited term. 
 

 Full Time Employee 3.1.1
 
A full time employee’s hours of work will be seventy-six (76) hours per fortnight, or an 
average of thirty-eight (38) hours per week as contained in clause 4.1.1. 
 

 Part Time Employee  3.1.2
 

 A part time employee’s minimum fortnightly hours will, subject to 3.1.2(b), and (a)
3.1.2(c), be twenty (20).  
 

 A part time employee and the employer may agree to a minimum hours per (b)
fortnight other than twenty (20) hours per fortnight. However, any such 
agreement will be in writing signed by both the employee and the employer 
and will become the contracted minimum hours (contracted hours). 
 

 On engagement, or at any review of hours under clause 3.1.3, the employee (c)
will advise the employer of the days and times on such days that they are 
available to be rostered. If those days or hours change, the minimum number 
of hours will be reduced by the average of the hours in the preceding six (6) 
months (or lesser period if the employee has been working those minimum 
hours for less than six (6) months) worked in the days or times on which the 
employee is no longer available within the previously notified availability to be 
rostered. 

 
 A part time employee may amend their notified availability by the giving of no (d)

less than thirty (30) days notice. Amendments to availability which result in a 
reduction in the availability in either days or hours is limited to two (2) 
occasions in any calendar year. The above timeframes may be waived in 
exceptional circumstances. 

 
 The minimum hours of engagement for a part time employee in Community (e)

Care, other than on a day when a broken shift is being worked, shall be two 
(2) hours, or one (1) hour by mutual agreement. 
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 The minimum hours of engagement for a part time employee, other than a part (f)
time employee working in Community Care, on any one day shall be three (3) 
hours or two (2) by mutual agreement. 
 

 Unless otherwise provided for in this Agreement, a part time employee shall (g)
receive entitlements on a pro-rata basis.  

 
 The rostered hours of work of a part time employee (but not their number of (h)

contracted hours) may be changed by: 
 

 mutual agreement between the employee and the employer, or  (i)
 by the employer giving the employee seven (7) days’ notice. (ii)

 
 Part Time Review of Hours 3.1.3

 
 A part time employee who has worked in excess of their minimum fortnightly (a)

hours in at least 70% of fortnights in a twelve (12) month period may request a 
review of their contracted hours. 
 

 A request for a review of hours can only be made by an employee at twelve (b)
(12) month intervals. 

 
 Where a part time employee has requested a review of hours under clause (c)

3.1.3(a), the following will apply: 
 

 where a part time employee has regularly worked the same number (i)
of hours in addition to their contracted hours, their minimum 
contracted hours are increased  to that greater number of hours. 

 where a part time employee has worked in excess of their contracted (ii)
hours, but the additional hours have not been the same each 
fortnight, their minimum contracted hours are increased to the 
minimum hours worked in all fortnights where excess hours were 
worked. 

 
 Fortnights in which the additional hours arise in the following circumstances (d)

will be included in the calculation as a fortnight in which the employee worked 
their minimum contracted hours for that fortnight. Including but not limited to: 

 Annual leave 
 Personal leave 
 Long Service leave 
 Parental leave 
 Unpaid leave 
 Workers’ Compensation 
 Higher duties 
 Temporary increase in specific needs of a customer 
 Special projects for a limited period 

 
 Casual Employee 3.1.4

 
(a) A casual employee will be engaged on an hourly basis. 
 
(b) A casual employee shall be paid the same hourly rate as applies to a 

permanent employee engaged at the same classification level under this 
Agreement.  
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 (c) In addition to the hourly rate provided in clause 3.1.4 (b), a casual employee 
shall be paid an additional casual loading of 25% for each ordinary hour 
worked.  Casual loading shall always be calculated on the ordinary rate of 
pay as provided for in clause 3.1.4(b) and shall not be compounded with any 
other loading or overtime penalty. 

 
 The minimum engagement for a casual employee is one (1) hour for (e)

Community Care and two (2) hours for all other casual engagements.  
 

 Casual Conversion 3.1.5
 

 A casual employee who has worked on a regular and systematic basis over (a)
a period of twenty-six (26) weeks has the right to request conversion to 
permanent employment. 
 

 The new contract would generally be on the basis of the same number of (b)
hours as previously worked. 

 The employer may consent to or refuse the request, but shall not (c)
unreasonably withhold agreement to such a request. 
 

 An employee must not be engaged or re-engaged as a casual employee (d)
under this clause to avoid any obligation under this Agreement. 

 
 Limited Term Employee 3.1.6

 
A full time or part time employee may be engaged on a limited term basis. Where an 
employee is engaged on a limited term basis, they shall be provided with notice, in writing, of 
the date of commencement and the cessation date. A limited term employee shall be subject 
to the termination provision of this Agreement as set out in clause 3.6. 

 
 MINIMUM EMPLOYMENT PERIOD  3.2

 
 A new employee shall be subject to the statutory Minimum Employment (a)

Period of six (6) months from the date of commencement.  
 

 Subject to sub clause 3.2(c) during the Minimum Employment Period either (b)
the employer or employee may terminate employment by the giving of one (1) 
week’s notice. 

 
 The notice provided in sub-clause 3.2(b) need not be provided by the (c)

employer in circumstances where the employee is found to have engaged in 
serious misconduct. 

 
 PAYMENT OF WAGES 3.3

 
 Wages shall be paid fortnightly (or monthly for a salaried employee) and will (a)

not change, unless mutually agreed between the employee and the employer. 
 

 All wages for a fortnightly paid employee shall be payable within two (2) (b)
business days following the completion of the pay period. 

 
 All wages for salaried employees shall be paid within two (2) business days of (c)

the 15th of each calendar month.  Any adjustments will be made in the 
subsequent pay period(s). 

 
 Should a public holiday(s) occur on a payday, the employer will pay wages on (d)

the regular pay day or one day earlier. 
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 The employer will pay an employee by direct deposit into an account (e)
nominated by the employee. 

 
 If for reasons under the control of the employer, the wages of an employee are (f)

not paid into the nominated account on a payday, the employer will meet the 
costs of any extra charges incurred by the employee due to the non-payment 
of the wages.  Documented evidence of additional charges will need to be 
provided.  

 
 REMUNERATION PACKAGING 3.4

 
An employee may elect to sacrifice a portion of the wage payable to them under this 
agreement (“remuneration packaging”) in accordance with the following: 
 

 Subject to Australian Tax Office requirements, the sacrificed portion will (a)
reduce the wage subject to appropriate tax withholding deductions by the 
amount sacrificed.  
 

 Any allowance, penalty rate, overtime, weekly workers' compensation benefit, (b)
superannuation contribution, severance payment, termination payment or 
other payment, to which an employee is entitled which is expressed to be 
determined by reference to the employee's wage or ordinary rate, will be 
calculated by reference to the gross wage which the employee would be 
entitled if not taking part in remuneration packaging arrangements.  
 

 Remuneration packaging arrangements will be maintained during all periods (c)
of leave on full pay, including the maintenance of cash and non-cash benefits.  

 
 The employer shall ensure that the structure of any agreed package complies (d)

with taxation or other relevant laws. 
 

 The employer will make available to an employee, the full amount of (e)
remuneration packaging available under the relevant legislation to a Public 
Benevolent Institution (PBI). 

 
 The employer agrees to flow on to an employee the full benefit of (f)

remuneration packaging.  
 

 The terms of the remuneration packaging arrangement shall be committed to (g)
in writing and signed by the employee and the employer or the relevant 
remuneration packaging service provider.  A copy of the signed agreement 
shall be held by the employer and the employee. 

 
 The selection of benefit payments may be altered at any time, provided there (h)

is no additional cost to the employer.   
 

 Employees may sacrifice remuneration to additional superannuation (i)
contributions. 

 
 The employee may package from a range of packaging models offered by the (j)

employer or the remuneration packaging service provider to determine what 
best suits an employee’s personal circumstances, but does not exceed the 
maximum fringe benefits tax exemption designated to the charitable/not-for-
profit sector. 

 
 A range of benefits may form part of a package provided they are able to be (k)

processed by electronic payment.  
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 The parties to this Agreement recommend that the employee seeks (l)
independent advice on any financial packaging arrangements. 

 
 Remuneration packaging arrangements may be cancelled by either party by (m)

the provision of one (1) month’s notice. 
 

 SUPERANNUATION 3.5
 

 The employer will make superannuation contributions at the level prescribed (a)
by the Superannuation Guarantee Act for each eligible employee into a 
complying Fund nominated by the employee, provided the fund offers a 
MySuper product.  
 

 If an employee does not elect a complying fund, employer superannuation (b)
payments shall be made into the default fund. The default fund is HESTA.  

 
 TERMINATION OF EMPLOYMENT 3.6

 
 In order to terminate the employment of a full time or part time employee as (a)

defined in clause 3.1 of this Agreement the employer shall give the employee 
the following notice:  

 
Period of Continuous Service with the employer Period of Notice 

Not more than 1 year 
More than 1 year but not more than 3 years 
More than 3 years but not more than 5 years 
More than 5 years 

At least 1 week 
At least 2 weeks 
At least 3 weeks 
At least 4 weeks 

 
 In addition to the notice provided under sub clause 3.6(a), where an employee (b)

has at least two (2) years of continuous service and is over the age of forty-
five (45), they shall be entitled to an additional week’s notice.   
 

 The employer shall give a casual employee one (1) hour’s notice.   (c)
 

 The employer may, at its absolute discretion, pay an employee in lieu of (d)
working all or part of the notice period. 

 
 The period of notice contained in clause 3.6(a), (b) and (c) shall not apply in (e)

the case of serious misconduct, or at the conclusion of a limited term contract. 
 

 Notice if the Employee Terminates their Employment 3.6.2
 

 An employee who resigns their employment shall be required to give the (a)
period of notice provided in sub clause 3.6(a).  
 

 If the employee fails to give the required period of notice, the employer may (b)
withhold from any money due to the employee on termination, an amount not 
exceeding the amount the employee would have been paid under this 
Agreement in respect of the period of notice required by clause 3.6(a) less any 
period of notice actually given by the employee. 
 

 A casual employee shall be required to give one (1) hour’s notice. (c)
 

 Termination Pay 3.6.3
 
On termination, any outstanding monies owing to the employee will be paid in the next full 
pay period. 
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 Certificate of Service  3.6.4
 
Upon termination of employment for any reason whatsoever, the employer shall provide the 
employee with a certificate of service in the following form: 

 
 employee's name; (a)

 
 period of employment; (b)

 
 title of position; and (c)

 
 signed and dated by the authorised person (employer delegate). (d)

 
 Abandonment of Employment 3.6.5

 
 Where an employee is absent from work for a continuous period of three (3) or (a)

more working days without the consent of or notifying the employer of the 
absence, the employer will attempt to contact the employee by telephone. 
 

 If the employer is unable to reach the employee by telephone, the employer (b)
will write to the employee at the address held on the personnel file and advise 
them that they have seven (7) calendar days from the date of the written 
correspondence to advise the employer of the reason for the unauthorised 
absence, or they will be considered to have abandoned their employment. An 
employee who has been deemed to have abandoned their employment by not 
making contact with the employer within the seven (7) calendar days, will have 
their employment terminated by the employer effective from close of business 
on the 7th calendar day from the date of the correspondence. 

 
 Redundancy 3.6.6

 
 If an employee’s employment is terminated at the Employer’s initiative (a)

because the employee’s position becomes redundant, the employer will In 
addition to the period of notice prescribed for ordinary termination in clause 
3.6 provide the following amounts of severance pay: 

 
Period of Continuous Service with the employer Severance Pay 

Less than 1 year 
1 year but not more than 2 years 
More than 2 years but not more than 3 years 
More than 3 years but not more than 4 years 
More than 4 years but not more than 5 years 
More than 5 years but not more than 6 years 
More than 6 years but not more than 7 years 
More than 7 years but not more than 8 years 
More than 8 years but not more than 9 years 
More than 9 years or more 

Nil 
4 weeks 
6 weeks 
7 weeks 
8 weeks 
10 weeks 
11 weeks 
13 weeks 
14 weeks 
16 weeks 

 
 The amount of redundancy pay equals the total amount payable to the (b)

employee for the redundancy pay period worked out using the table set out in 
sub clause 3.6.6(a) above at their ordinary rate of pay.  
 

 This clause does not apply to: (c)
 

 Apprentices;  (i)
 An employee engaged for a limited term, at the conclusion of the term; (ii)

and 
 Casuals. (iii)
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 HOURS OF WORK, BREAKS, OVERTIME AND SHIFT WORK PART 4.
 

 HOURS OF WORK 4.1
 

 Ordinary Hours of Work 4.1.1
 

 The ordinary hours of work for a full time employee shall be an average of (a)
thirty-eight (38) hours per week to be worked on either of the following:  
 

 38 hours within a work cycle not exceeding seven (7) consecutive (i)
days; or  

 76 hours within a work cycle not exceeding fourteen (14) (ii)
consecutive days; or  

 114 hours within a work cycle not exceeding twenty-one (21) (iii)
consecutive days; or  

 152 hours within a work cycle not exceeding twenty-eight (28) (iv)
consecutive days.  
 

 Subject to sub clause 4.1.1(c) an employee’s ordinary hours of work shall be (b)
between 6:00am and 6:00pm Monday to Sunday. 
 

 An employee working in Community Care shall work ordinary hours between (c)
6:00am and 8:00pm Monday to Sunday.  

 
 Ordinary hours of work shall not exceed ten (10) hours per day, or twelve (12) (d)

hours per day with agreement between the employee and the employer. 
 

 Where an employee works a twelve (12) hour shift they shall be entitled to a (e)
twelve (12) hour break prior to recommencing work. The employer and 
employee may agree to a lesser period, however such period cannot be less 
than eight (8) hours.  

 
 An agreement to work twelve (12) hour shifts shall be in writing. However, (f)

where there is an emergent need to request an employee work twelve (12) 
hour shifts, agreement may be verbal provided that the verbal agreement 
applies to the working of no more than three (3) consecutive twelve (12) hour 
shifts at any one time. 

 
 Where possible an employee will be rostered such that they have two (2) (g)

consecutive days off each week.  However, where this is not possible they 
shall, as a minimum, be rostered such that they have a period of three (3) 
days in one (1) week and a stand alone day in the other week in the fortnight. 

 
 Despite sub clause 4.1.1(f) above, an employee and the employer may agree (h)

to any other combination of days off in a fortnight to meet personal and 
operational requirements. 

 
 Rest Breaks Between Rostered Work 4.1.2

 
 An employee will be allowed a break of not less than ten (10) hours between (a)

the termination of rostered shift and the commencement of another, subject to 
clause 4.1.1(e). 
 

 By mutual agreement, the ten (10) hour rest break may be reduced to eight (8) (b)
hours. 
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 Broken Shifts 4.1.3
 

 Broken shifts may be worked to suit the needs of the customer. (a)
 

 An employee’s ordinary hours of work are to be worked each day where the (b)
first engagement has a minimum engagement of two (2) hours, or less than 
two (2) hours with mutual agreement. Subsequent engagements are a 
minimum of one (1) hour within a span of twelve (12) hours from the start of 
the first shift to the end of the last shift. 
 

 The employer will make reasonable efforts to minimise broken shifts without (c)
compromising customer care and operational needs. 

 
 Shift Work  4.1.4

 
 Where an employee in Community Care is rostered to work between 8:00 pm (a)

and 6:00 am Monday to Thursday, or 8:00 pm and midnight Friday, or 
midnight Sunday and 6:00 am Monday, the employee will be paid a loading of 
23.5% of their ordinary rate of pay for the hours worked during this period. 
 

 Where an employee other than an employee in Community Care is rostered to (b)
work between 6:00 pm and 6:00 am Monday to Thursday, or between 6:00 pm 
and midnight Friday, or between midnight Sunday and 6:00 am Monday, the 
employee will be paid a loading of 23.5% of their ordinary rate of pay for the 
hours worked during this period. 
 

 The shift loading in sub clause 4.1.4(a) or (b) above shall not be paid when an (c)
employee works on a public holiday. 
 

 In the event the employer builds a site and/or acquires or purchases another (d)
Residential Care and/or Retirement facility, the adoption and implementation 
of the following shiftwork provisions can apply if elected by the employer: 

 
 An employee working afternoon or night shift shall be paid the (i)

following loading applicable to the shift: 
 12.5% for afternoon shift  
 15% for night shift 

For the purposes of this clause: 
A. Afternoon Shift means any shift commencing not earlier than 

12:00 noon and finishing after 6:00pm on the same day; and 
B. Night Shift means any shift commencing on or after 6:00pm 

and finishing on or before 8:00am on the following day. 
 No loading is applicable where an employee commences their (ii)

ordinary hours of work after twelve (12) noon and completes those 
hours at or before 6:00pm on that day. 

 Where an employee works across an existing site and a new site (iii)
(as defined in 4.1.4(d)), the engagement at the new site will be at 
the applicable shift loading for that new site. 

 
 Weekend Work 4.1.5

 
 Where an employee is rostered to work between midnight Friday and midnight (a)

Saturday, the employee will be paid a loading of 50% of their ordinary rate of 
pay for the hours worked during this period. 
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 Where an employee is rostered to work between midnight Saturday and (b)
midnight Sunday, the employee will be paid a loading of 75% of their ordinary 
rate of pay for the hours worked during this period. 
 

 The weekend penalty in sub clauses 4.1.5(a) and (b) shall not apply when an (c)
employee works on a public holiday. 

 
 Rosters 4.1.6

 
 Rosters shall be posted at least seven (7) days prior to the commencement (a)

of the roster period. 
 

 The employer shall give at least seven (7) days’ notice of a change to the (b)
roster, however the employer and an employee may agree to a shorter 
period of notice. 
 

 If an employee seeks to alter a posted roster, they shall give the employer at (c)
least seven (7) days’ notice of the request for a roster change. The employer 
shall not unreasonably refuse a roster change.  
 

 Where an employee requests a roster change and it is not operationally (d)
viable for the employer to provide those rostered hours at another time within 
the roster period, the employee shall forgo those hours, even where that 
would result in the employee working less than the minimum hours for that 
roster period. 

 
 Any variation to shift lengths in a posted roster will be by mutual agreement.  (e)

 
 Notwithstanding the provisions above, the following provisions apply to (f)

Community Care employees (excluding administration employees): 
 

 The employer will advise an employee with at least twenty-four (24) (i)
hours notice or before the end of the employee’s previous shift in the 
event the starting time of their next ordinary hours shift is brought 
forward or deferred, with a maximum of two (2) hours either side of 
the rostered start time. 

 If it is necessary to alter an employee’s planned shift after a roster (ii)
has been posted, every effort is to be made to consult with the 
affected employee prior to the alteration being made. 

 
 Banking Hours 4.1.7

 
 To assist an employee in budgeting for special circumstances, and where it (a)

is mutually agreed between the employee and their manager in writing, an 
employee may set up a fixed term bank of hours at the rate that applied at 
the time the employee worked. 
 

 This bank of time may be cashed out on request during any pay period, or to (b)
cover a period of unpaid absence. 

 
 REST PAUSES 4.2

 
 Two separate fifteen (15) minute paid rest pauses will be allowed to each (a)

employee who is required to work a shift of 7.6 ordinary hours or more.  
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 Where an employee is rostered to work for more than four (4) hours but less (b)
than 7.6 hours, they shall be entitled to one fifteen (15) minute paid rest 
pause.  

 
 To meet operational requirements, the employer may direct an employee to (c)

take two fifteen (15) minute paid breaks as one thirty (30) minute paid rest 
pause. 
 

 Where an employee is rostered to work more than ten (10) hours in any one (d)
shift, they shall be entitled to an additional fifteen (15) minute break. 

 
 Rest pauses are to be taken at the time directed by the employer to meet (e)

operational requirements.  
 

 MEAL BREAKS 4.3

 
 An employee who works in excess of six (6) hours will be entitled to an unpaid (a)

meal break of not less than thirty (30) minutes and not more than sixty (60) 
minutes duration. This unpaid meal break is to be taken as directed by the 
employer so as not to interfere with the operational requirements of the 
service. 
 

 An employee who works in excess of six (6) consecutive hours but not more (b)
than seven (7) consecutive hours may, subject to agreement with the 
employer, waive the entitlement to an unpaid meal break. The employee must 
seek agreement for this arrangement prior to the commencement of the shift.  

 
 Where an employee is required to remain available during their meal break, (c)

the employee shall be paid an additional $15.00 per shift.  
 

 If the employee’s meal break is interrupted by enquiries pertaining to work, (d)
such meal break shall be paid for at ordinary time. 

 
 Notwithstanding sub clause 4.3(a) above, where an employee is required to (e)

have their meal with a customer (or customers) in a community setting as part 
of the normal work routine or client program, then the employee will be paid at 
ordinary time or they may elect to take an unpaid meal after the meal time. 

 
 In residential care sites where an employee is required to work during a meal (f)

break and continuously thereafter, they shall be paid at the rate of double time 
until released from duty for a meal break. 
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 WAGES AND WAGE RELATED MATTERS PART 5.
 

 ORDINARY RATES OF PAY 5.1
 

 The ordinary hourly rates of pay set out in Appendix D to this Agreement shall (a)
apply, as identified: 
 

 from the first full pay period on or after this Agreement commences (i)
to operate;  

 from the first full pay period on or nearest to the 1st anniversary of (ii)
the first payment; and  

 from the first full pay period on or nearest to the 2nd anniversary of (iii)
the first payment.  

Notwithstanding the above, an employee employed as at the date of 
commencement of this Agreement shall be entitled to be paid the greater of 
the ordinary hourly rate of pay set out in Appendix D for their classification and 
pay point or Appendix C for the classification and pay point they were on 
immediately prior to the commencement of this Agreement.  

 
 Apprentices employed in either Cooking or Gardening shall have their terms (b)

and conditions determined under Appendix E of this Agreement. 
 

 The ordinary hourly rate of pay includes all allowances other than those listed (c)
in clause 5.3. 
 

 The rates of pay shall not fall below the base rate of pay set by the relevant (d)
modern awards. 
 

 In addition to the rates of pay, set out above, a one off payment of $500 (e)
(gross) will be made to each employee covered by the Agreement in the first 
full pay period following the approval of the Agreement by the majority of 
employees. 

 
 OVERTIME 5.2

 
 For an employee other than an employee classified as Nursing Stream, (a)

Registered Nurse Level 4 and Nurse Practitioners, the following applies in 
relation to overtime: 
 

 The employer can require an employee to work reasonable (i)
overtime; 

 Overtime must be authorised by a Manager or other authorised (ii)
person prior to being worked or it will not be paid; 

 Overtime is authorised time worked in excess of ten (10) hours, or (iii)
twelve (12) hours with agreement, on any one day or in excess of 
the hours averaged over the periods as set out in clause 4.1.  

 An employee’s overtime will be paid in the following pay period; (iv)
and 

 Payment will be calculated using the employee’s ordinary hourly (v)
rate of pay. 
 

 All authorised overtime, other than overtime worked on a Sunday, shall be (b)
paid at the rate of time and a half (150%) for the first two (2) hours and double 
time (200%) thereafter. Each day shall stand alone for the calculating of 
overtime.  
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 All authorised overtime worked on a Sunday shall be paid at the rate of double (c)
time (200%). 
 

 For the life of this Agreement the weekend penalty rates prescribed above will (d)
be maintained despite any decision by the Fair Work Commission to reduce 
penalty rates. 

 
 The employer will give due consideration to an employee’s health and (e)

wellbeing when offering overtime to an employee.    
 

 Time Off In Lieu of Overtime (TOIL) 5.2.2
 

 Where agreement is reached between an employee and the employer, Time (a)
Off In Lieu (TOIL) of paid overtime, may be accrued and taken at time for time. 
 

 Where possible, an employee shall take TOIL within three (3) months of it (b)
being accrued. However, where this is not possible, the employee may 
request that the TOIL be either paid out at time for time, or it will remain 
available to the employee to take as time off for a further three (3) months. 
Where TOIL has not been taken within six (6) months of being accrued it shall 
be paid out at time for time. 

 
 ALLOWANCES 5.3

 
The allowances provided for in this clause shall be the only allowances to be paid to an 
employee covered by this Agreement. The allowances in this Agreement shall be payable 
from the same date as the base rates of pay in Appendices C, D and E. 
 

 Higher Duties Allowance   5.3.1
 

 An employee who is appointed to act in a position at a higher classification (a)
level than their usual classification shall be paid at the 1st paypoint for the 
higher classification for the duration of the period in which they are appointed 
to act in that higher position.  

 
 An employee may, as part of their development or training, be requested to (b)

undertake limited tasks from a higher level position. In such cases, they will 
not be paid higher duties allowance.  

 
 Customer Cancellation Allowance 5.3.2

 
 Where a customer cancels a service the employee shall not receive any (a)

payment unless they have already commenced travel to the customer’s 
location. 
 

 Where the employee has already commenced travel to the customer’s location (b)
prior to being notified that the service will not proceed, the employee shall be 
paid for one (1) hour. 
 

 Where possible the employer will seek to identify alternative work which the (c)
employee can undertake if a customer cancels a service. 
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 Motor Vehicle Allowance 5.3.3
 

 Where an employee is directed by the employer to use their own motor vehicle (a)
in the course of their employment, the employee shall receive an allowance for 
each kilometre of work related travel at the rate for kilometre reimbursement 
notified by the Australian Taxation Office relevant to the time at which the 
kilometres were travelled. This allowance is in recognition of the costs 
associated with the use of the employee’s private vehicle such as fuel, wear 
and tear, vehicle registration and insurance. 
 

 Subject to sub clause 5.3.3(d), this allowance will commence from an (b)
employee’s first customer or place of work and finish at the employee’s last 
customer or place of work as rostered. 

 
 The start and finish of this allowance in exceptionally remote and rural areas (c)

will be negotiated on an individual basis. 
 

 Where an employee has a break longer than one (1) hour between customers (d)
and recommences work on that day, the employee will be paid the kilometre 
allowance from the commencement of the employee’s next customer or place 
of work and finish at the employee’s last customer or place of work as 
rostered. 

 
 The employer reserves its right to require an employee to use the employer’s (e)

vehicles where this is in the best interests of operational efficiency. 
 

 Excursion 5.3.4
 
Where an employee has received approval from the employer to accompany a customer on 
an excursion away from the customer’s usual place of residence for a period of time in 
excess of twenty-four (24) hours, the employee shall be entitled to the following: 

 
 An employee cannot be directed to accompany a Customer on an excursion. (a)

 
 A flat rate of $250.00 shall be paid to the employee for each complete twenty-(b)

four (24) hour period.  This amount is in lieu of all other Agreement payments 
which might otherwise apply. 

 
 Where an excursion is in excess of twenty-four (24) hours, but concludes (c)

before the completion of a full twenty-four (24) hours on the last day of the 
excursion, the employee shall be paid a pro-rata amount for the hours worked 
on that last day.  

 
 Live-in Arrangement 5.3.5

 
 Employees may agree to “Live-in” as defined in clause 1.8. Where an (a)

employee “Lives-in” the employee shall be entitled to: 
 

 be provided with full board and lodging; (i)
 be paid a flat rate of $250.00 for each complete twenty-four (ii)

(24) hour period. This amount is in lieu of all other 
Agreement payments which might otherwise apply; 

 where a live-in period concludes before the completion of a (iii)
full twenty-four (24) hours on the last day of the period, the 
employee shall be paid a pro-rata amount for the hours 
worked on that last day;  
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 be reimbursed for all reasonable expenses incurred by the (iv)
employee during the live-in period, subject to satisfactory 
proof of the expense(s) being provided. 
 

 Where a prescribed public holiday falls on a day on which an employee is (b)
required to live in, they shall be given a substitute day off.  
 

 Unless agreed between the employer and the employee, an employee cannot (c)
live-in for more than ten (10) days out of any fourteen (14) consecutive days.  

 
 Sleepover 5.3.6

 
 Where an employee is required to sleep overnight at a facility approved by the (a)

employer or a customer's own residence for a period not exceeding eight (8) 
hours, a sleepover allowance appropriate to the day on which the sleepover 
commences shall be paid for each instance on the following basis: 
 

 $65.00 where the overnight sleepover commences on a (i)
Sunday to Thursday night; 

 $85.00 where the overnight sleepover commences on a (ii)
Friday or Saturday night;  

 $105.00 where the overnight sleepover commences on a (iii)
Public Holiday, or commences on 24 December, 25 
December or 31 December. This payment is inclusive of 
any payment which might otherwise arise under (i) or (ii) 
above. 

 
 An employee shall be provided with at least four (4) hours paid work, either (b)

immediately before and/or immediately after the sleepover period. 
 

 Time during a sleepover period counts towards the break between shifts (as (c)
contained in clause 4.1.2. 

 
 Where an employee working in accordance with sub clause 5.3.6(a) (d)

experiences a disturbance or disturbances caused by the customer, 
exceeding collectively one (1) hour in total during a sleepover period, they 
shall be paid at overtime rates, for the duration of the disturbance time in 
excess of one (1) hour. Disturbances of less than one (1) hour in duration 
have been compensated for in the sleepover allowance. 

 
 Uniforms 5.3.7

 
 The employer will provide an employee with the following uniforms: (a)

 
 A full time employee and a part time employee working over sixty (60) (i)

hours per fortnight, will receive three (3) complete uniforms, 
 A part time employee working under sixty (60) hours per fortnight will (ii)

receive two (2) complete uniforms. 
 

 A complete uniform consists of one (1) upper garment and one (1) lower (b)
garment. 
 

 Uniforms remain the property of the employer and are to be returned on (c)
cessation of employment. 
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 After two (2) years of service, replacement uniforms will be supplied on an as (d)
needs basis.  However requests by an employee to their manager within two 
(2) years of service can be made for replacement garments of a uniform due 
to fair wear and tear. 

 
 On Call 5.3.8

 
(a) If the employer requires an employee to be on call, ready to work outside of 

the employee’s rostered hours, the employee will be paid the following: 
 

 Where the on call commences Monday to Friday inclusive - $23.81 (i)
per day 

 Where the on call commences Saturday, Sunday & Public Holiday or (ii)
Day off - $33.55 per day 
 

(b) An employee on call is required to answer the telephone, respond to queries 
by telephone and be available to return to the workplace if required. 

 
(c)  An employee who is on call and who does not respond to requests for 

telephone assistance, either by answering an incoming call or responding to a 
missed call within ten (10) minutes, or who is unable to return to the workplace 
if necessary, during the on call period will not receive the on call allowance for 
that day. 

 
(d) An employee who is on call who is required to return to the employer’s 

premises, will be remunerated under clause 5.3.9. An on call employee can 
only return to the employer’s premises if approved by a Manager or in an 
emergency situation. 

 
 Call Back 5.3.9

 
 If the employer recalls an employee to work, the employee will be paid at (a)

overtime rates. 
 

 The employer will pay an employee for the time the employee spends (b)
travelling to and from work (from the employee’s residence to the place of 
work). 
 

 A minimum of three (3) hours will be paid, even if an employee does not work (c)
for three (3) hours. 

 
 If an employee uses their own car in relation to being called back to work, the (d)

employer will pay an employee the allowance set out in clause 5.3.3. 
 

 If an employee uses a taxi, the employer will reimburse the full fare. The (e)
employee must obtain a receipt to claim the fare. 

 
 Specialty Role Allowance 5.3.10

 
 The employer recognises the importance of specialty key roles that are in (a)

addition to the requirements under their relevant classification. 
 

 Specialty roles are as follows: (b)
 

 Workplace Health and Safety Officer (i)
 Continence Coordinator (ii)
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 Manual Handling Facilitator (iii)
 

 Specialty roles are by appointment with the number, scope and nature of roles (c)
based on the business requirements at any particular time.  An employee may 
be required to work across functions, facilities and services within an area. 

 Examples of the type of support required of an employee fulfilling a specialty (d)
role includes: training, mentoring, coaching, orientation, work allocation, 
quality systems, research, trialing of change, assessment and coordination. 
 

 When appointed to a specialty role a flat allowance of $2.71 per shift per (e)
specialty role shall be paid to an employee who works a minimum six (6) 
hours per shift. A maximum of two (2) specialty roles allowances will be paid 
simultaneously, although an employee may perform more than two (2) 
specialty roles over a shift. 

 
 This allowance does not apply to the following classifications:  (f)

 
 Nursing Stream – RN Level 2, RN Level 3, RN Level 4 and Nurse (i)

Practitioner; and 
 Allied Health Stream – Level 6 and above. (ii)

 
 This allowance is paid only when working in the specialty role and is not paid (g)

when on any form of leave.  
 

 Overtime Meal Allowance 5.3.11
 

 If during an employee’s shift, an employee is directed to work overtime for a (a)
duration of more than two (2) hours, the employee will be provided with an 
adequate meal from the employer. 
 

 If the employer cannot provide a meal, an employee will be provided with an (b)
allowance of $15.00. 

 
 Call Reimbursement 5.3.12

 
 If an employee is required to use their own phone for work purposes, the (a)

employee will be reimbursed for work related calls upon presentation of an 
itemised account. 
 

 Where the employer requires the employee to call in every day and the (b)
employee cannot produce an itemised account, 32 cents per rostered day will 
be paid. 
 

 Police Checks  5.3.13
 
The employer will pay for police checks for an employee that are required by the employer or 
by law. This excludes the police check required as part of the pre-employment process.  
 

 Remote Location Allowance  5.3.14
 

 To assist in the recruitment and retention of employees, in specific (a)
circumstances, at specific locations, due to varying socio-economic factors, a 
remote locality allowance as prescribed in sub clause 5.3.14(d) may be paid 
on approval and at the discretion of the employer. 
 

Page 58

10749



 

   Page 24 

 New classifications and locations may be added at any time as required by the (b)
employer and on approval by Executive Management. The remote location 
allowance is not an entitlement and will be reviewed annually. The remote 
locality allowance may be withdrawn, lessened, increased or kept at the status 
quo. Where an allowance is paid and is to be adjusted or withdrawn, then the 
employee will be provided with four (4) weeks’ notice before the change takes 
effect. 

 The remote location allowance is a flat allowance in addition to other pay and (c)
allowances and is not an all purpose allowance. A part time employee 
belonging to the specified location and classification will be paid the allowance 
on a pro rata basis. 
 

 The remote location allowances are as follows: (d)
 

Location Classification Amount per 

annum 

Longreach Nursing Stream 

 Enrolled Nurse 

$1,100 

Administration Stream  

 Level 5  

 Level 6 

Care Services Stream  

 Level 4 

Hotel Services Stream  

 Level 6 

Longreach Nursing Stream  

 Registered Nurse Level 1 

 Nurse Practitioner 

$1,300 

Allied Health Stream  

 Level 5  

 Level 6 

Bowen Nursing Stream  

 Registered Nurse Level 1 

 Nurse Practitioner 

$550 

Allied Health Stream 

 Level 5  

 Level 6 

 
 NSW Locality Allowance (continuation of retained arrangements) 5.3.15

 
 Employees who were receiving this retained allowance as at the (a)

commencement of this Agreement shall continue to receive the allowance for 
each hour worked whilst they are working for the employer in NSW. 
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 The allowance is an all purpose allowance and shall be $3.6579 per hour for (b)
the duration of this Agreement.  

 
 In Charge Allowance 5.3.16

 
 An Employee appointed to be “in charge” of a residential care facility  for any (a)

duration within the following periods: 6:00pm to 6:00am Monday to Friday 
(inclusive), weekends and public holidays; in addition to their appropriate 
wage, whilst so in charge, will be paid the amount of $2.56 per hour. The 
allowance will be paid for all hours appointed to be “in charge”.  
 

 This clause shall not apply to Registered Nurses holding a position of RN level (b)
2 and above.  
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 LEAVE PROVISIONS PART 6.
 

 ANNUAL LEAVE 6.1
 

 An employee (other than a casual employee or an employee in the Nursing (a)
Stream) is entitled to four (4) weeks’ annual leave per each year of service. 
 

 An employee (other than a casual employee) in the Nursing Stream is entitled (b)
to five (5) weeks’ annual leave per each year of service.  
 

 An employee working shift work, as defined in the Agreement, shall be entitled (c)
to an additional one (1) week of annual leave for each year of service.  

 
 An employee’s entitlement to paid annual leave accrues progressively during (d)

a year of service according to the employee’s ordinary hours of work, and 
accumulates from year to year. 

 
 Such annual leave shall be exclusive of any statutory holiday which may occur (e)

during the period of that annual leave. 
 

 The employer believes that it is important that all employees take annual leave (f)
on a regular basis to ensure employees are sufficiently rested and have the 
opportunity to balance work, family and recreational interests. 

 
 An employee must make an application for leave, in writing, to their immediate (g)

supervisor. The employer will not unreasonably refuse the taking of annual 
leave. 

 
 An employee who has accrued eight (8) or more weeks of annual leave may (h)

be directed, by the giving of no less than four (4) weeks’ notice, to take a 
period of annual leave. An employee’s accrued balance cannot be reduced 
below six (6) weeks by being directed to take annual leave. 

 
 Annual leave shall be paid at the employee’s applicable ordinary rate of pay (i)

plus the applicable annual leave loading in accordance with clause 6.1.4. 
 

 An employee may request the payment for the whole of their annual leave to (j)
be taken, to be paid on the pay day prior to commencing leave, or alternatively 
to be paid each fortnight throughout the employee’s period of leave. 

 
 An employee employed by the employer as at the date of commencement of (k)

this Agreement, and who was in receipt of an Annual Leave benefit under the 
2013 Agreement which are more generous than this clause shall continue to 
receive those more beneficial entitlements. The relevant 2013 Agreement 
entitlements are set out in Appendix F. 
 

 Purchasing additional leave 6.1.2
 

 An employee may elect to purchase up to two (2) weeks additional annual (a)
leave every twelve (12) months, to be taken within that twelve (12) month 
period. 
 

 The costs of the annual leave will be deducted from the employee’s wage. (b)
 

 Purchased leave counts as service for all purposes. (c)
 

 The purchase of additional leave does not include leave loading. (d)
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 Cashing out of Annual Leave 6.1.3
 

 An employee with an accrued balance of annual leave in excess of five (5) (a)
weeks may make a request in writing to cash out any annual leave in excess 
of four (4) weeks.  
 

 Where an employee makes a request for annual leave to be paid out under (b)
sub clause 6.1.3(a), the minimum period requested must be one (1) week, 
other than in exceptional circumstances. The employer will consider such 
requests on a case by case basis and provide a written response to the 
request, either approving, amending or declining the cashing out request.   
The employer may, at its discretion, approve the cashing out of a lesser period 
of leave than that requested by the employee.  The employer will not 
unreasonably refuse a request for cashing out of annual leave.  
 

 Where a request for cashing out is approved by the employer, the employee (c)
shall be paid for the period of approved leave at the full amount that the 
employee would have been paid if the employee had taken the period of 
leave.  

 
 Where an employee has cashed out a period of leave, their leave accrual (d)

balance shall be reduced by that period of leave cashed out. 
 

 Every application for cashing out of leave must be made separately and must (e)
be in writing.  

 
 Annual Leave Loading 6.1.4

 
 A shift worker will be paid an annual leave loading of 17.5% of their ordinary (a)

pay on a maximum of five (5) weeks accrued annual leave per annum.   
 

 All other employees will be paid an annual leave loading of 17.5% on a (b)
maximum of four (4) weeks per annum (i.e. 14% on 5 weeks accrued annual 
leave).  

 
 PERSONAL LEAVE 6.2

 
 Paid leave 6.2.1

 
 Personal leave incorporates sick leave and carer’s leave. (a)

 
 An employee accrues an entitlement to ten (10) days of paid personal leave (b)

for each completed year of service. 
 

 An employee may utilise personal leave for the purpose of caring for members (c)
of the employee’s immediate family or household who are sick and require 
care and support, or who require care due to an unexpected emergency.  
“Immediate family” is defined as: 
 

 a spouse, de facto partner, child, parent, grandparent, grandchild, or (i)
sibling of the employee; and 

 a child, parent, grandparent, grandchild, or sibling of a spouse or de (ii)
facto partner of the employee.  
 

 Personal leave shall be paid at the employee’s applicable ordinary rate of pay. (d)
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 Unpaid Carer’s leave 6.2.2
 

 An employee will be entitled to two (2) days of unpaid leave when an (a)
employee is required to provide care or support to a member of an employee’s 
immediate family or household member who requires care or support 
because: 
 

 they are sick or injured; or (i)
 there is an unexpected emergency in relation to that person. (ii)

 
 Unpaid carer’s leave may only be taken after an employee has exhausted (b)

other paid personal or carer’s leave entitlements. 
 

 Medical Certificates 6.2.3
 

 An employee will be required to provide a medical certificate for absences (a)
from the workplace on personal leave (paid or unpaid), including caring for 
members of the employee's or de facto partner’s immediate family, if an 
employee has more than two (2) consecutive days off.  
 

 Notwithstanding clause 6.2.3(a), there are circumstances where an employee (b)
may be required to provide a medical certificate for each absence, irrespective 
of duration. Employee’s required under clause 6.2.3(c) to provide such 
medical certification, will be notified by their manager of this obligation prior to 
the leave being taken.  
 

 An employee may be required to provide a medical certificate if an employee: (c)
 

 takes a day off immediately before or after a period of annual leave or (i)
public holiday; or 

 takes a day off immediately before or after their scheduled days off (ii)
(including weekends) on more than one (1) occasion in twelve (12) 
months; or 

 have or are being formally counselled regarding the nature, duration (iii)
or overall pattern of their personal leave absences including single 
day absences. 
 

 The parties to this Agreement do not support the abuse of personal leave and (d)
agree to work together to assist employees to treat their personal leave 
responsibly. 

 
 COMPASSIONATE LEAVE 6.3

 
 An employee is entitled to two (2) days of compassionate leave for each (a)

occasion  when a member of the employee's immediate family, or a member 
of the employee's household: 

 
(i) contracts or develops a personal illness that poses a serious threat to 

his or her life; or  
(ii) sustains a personal injury that poses a serious threat to his or her life; 

or  
(iii) dies. 

 
 Compassionate Leave is paid at the employee’s applicable ordinary rate of (b)

pay. 
 

Page 63

10754



 

   Page 29 

 A casual employee is entitled to two (2) days unpaid compassionate leave. (c)
 

 Reasonable additional unpaid compassionate leave may be granted where an (d)
employee has assumed significant responsibility for the arrangements to do 
with the ceremonies resulting from the death, or where cultural obligations 
necessitate a longer period of compassionate leave. 

 
 In addition to compassionate leave, an employee may elect to take annual (e)

leave, or where appropriate, personal leave. 
 

 An employee taking compassionate leave will be required to produce (f)
documentary evidence of the associated death, serious illness or injury of the 
immediate family or household member. Documents providing satisfactory 
evidence will outline the relationship of the employee to the deceased or 
seriously ill person and will include: 

 
 a death notice or certificate; or (i)
 a medical certificate; or  (ii)
 a statutory declaration attesting to the nature of the circumstance (iii)

warranting compassionate leave. 
 

 PARENTAL LEAVE 6.4
 
An employee is entitled to parental leave in accordance with the provisions of the National 
Employment Standards.  
 

 Paid Parental Leave 6.4.1
 

In addition to parental leave provided for in the National Employment Standards, an 
employee will be entitled to: 

 
 As the primary carer: (a)

 
 ten (10) weeks paid parental leave, at the employee’s ordinary rate of (i)

pay; and 
 up to forty-two (42) weeks unpaid parental leave. (ii)

 
 As the secondary carer, an employee will be entitled to one (1) week’s paid (b)

parental leave at the time of the birth of a child, or the placement of a child 
with the employee for adoption. 
 

 For a part time employee, payment for paid parental leave will be calculated (c)
on the average ordinary hours worked in the employee’s last twelve (12) 
months’ of service. 

 
 Where both carers work for the employer, the maximum paid entitlement will (d)

be eleven (11) weeks. 
 

 The primary carer shall be the person responsible for the care of the child (e)
immediately following the birth or the placement of a child. The secondary 
carer will be the partner of the primary carer immediately following the birth or 
the placement of a child. 

 
 The employer recognises the need for parents to be able to balance work and (f)

home life, particularly in the early stages of returning to work. If an employee 
has a child who is under school age, transition support is available through: 
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 flexibility with work location which is convenient to home or child care, (i)
subject to availability and business requirements; 

 option to work part time, subject to availability and business (ii)
requirements. 

 
 CAREER BREAK 6.5

 
 After three (3) years’ continuous service, an employee may apply for a career (a)

break for up to six (6) months unpaid leave. Approval for such leave is at the 
discretion of the employer. 
 

 Examples of reasons for taking a career break may be as follows: (b)
 

 to be the primary carer for a parent or grandparent; (i)
 full time care for a family member who is seriously/terminally ill; (ii)
 overseas travel; and (iii)
 military leave. (iv)

 
 During a career break, entitlements such as annual leave, long service leave (c)

and personal leave will be maintained however, they will not accrue. Service 
will not be broken by the taking of a career break.  
 

 Upon return from a career break, an employee will be entitled to a position at (d)
the employee’s previous salary level, at the same location within the same 
service (i.e. Residential, Community Care etc.) but not necessarily the same 
position. 

 
 A career break cannot be taken in conjunction with parental leave. (e)

 
 An employee will be required to make an application for a career break no less (f)

than six (6) weeks prior to the date on which they seek to commence the 
period of leave.  The employer will advise on the outcome of the application no 
later than two (2) weeks after the application is made.  These time periods 
may be reduced to meet special circumstances.  

 
 If an employee seeks to return from a career break earlier than their period of (g)

approved leave, they must give no less than four (4) weeks’ notice, other than 
in exceptional circumstances. A request to return from a career break early will 
not be unreasonably refused.  
 

 LONG SERVICE LEAVE 6.6
 

 An employee shall be entitled to accrue and access long service leave in (a)
accordance with the long service leave legislation applicable in the location in 
which the employee is based. 
 

 An employee employed as at the date of commencement of this Agreement (b)
and who was in receipt of a long service leave benefit under the 2013 
Agreement which is more generous than the same provision in the State 
Legislation applying to the employee shall continue to receive that more 
beneficial entitlement. The relevant 2013 Agreement entitlements are set out 
in Appendix F.  
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 PUBLIC HOLIDAYS 6.7
 

 An employee, other than a casual employee, is entitled to be paid for being (a)
absent on public holidays prescribed by the law of the State in which the 
employee is based for work purposes.  
 

 A part time employee who is rostered to work on a public holiday shall be paid (b)
in accordance with sub clause 6.7(c). A part time employee, who is not 
rostered to work on a public holiday, but who had been rostered to work on the 
day of the week on which the public holiday falls, on more than seven (7) 
occasions in the previous thirteen (13) weeks, shall be paid an average of the 
hours worked on that day of the week over the last thirteen (13) weeks, as a 
public holiday payment.  

 
 All work performed on a prescribed public holiday and on 25 December by an (c)

employee shall be paid at double time and a half (250%) based on the 
ordinary rate of pay excluding shift penalties, weekend penalties and casual 
loading 

 
 COMMUNITY SERVICE LEAVE 6.8

 
Community service leave is provided for in the National Employment Standards.  The 
National Employment Standards sets out the entitlements for community service which 
includes voluntary emergency management activity and jury service. 
 

 CULTURAL / CEREMONIAL LEAVE 6.9
 
An employee who is legitimately required by Aboriginal or Torres Strait Islander tradition to 
be absent from work for Aboriginal or Torres Strait Islander ceremonial purposes will be 
entitled to up to ten (10) days unpaid leave in any one year, with the approval of the 
employer.   
 

 DOMESTIC OR FAMILY VIOLENCE LEAVE 6.10

 
 Domestic or Family Violence 6.10.1
 

The employer is committed to ensuring that an employee who is currently experiencing 
domestic and/or family violence have access to timely and appropriate support in their 
employment that is responsive to their individual circumstances. 
 

 Definition of Domestic and Family Violence 6.10.2
 

 Domestic and family violence is abusive and/or violent behaviour used by one (a)
person to control and dominate another person within a domestic relationship 
and may include physical, sexual, financial, verbal or emotional abuse. 
 

 Domestic violence may also include one person in a domestic relationship (b)
asking or getting someone else to injure, intimidate, harass or threaten the 
other person, or damage the other person's property. 

 
 A domestic relationship includes an immediate family member, or a person (c)

who has been, or is, in a continuing social relationship of a romantic or 
intimate nature with the victim, or a person who is or has continually, or at 
regular intervals, lived in the same household as the victim. 
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 Entitlement to Special Domestic or Family Violence Leave with Pay (SDFV 6.10.3
Leave) 

 
An employee who is currently experiencing domestic/family violence is entitled to apply for 
SDFV leave with pay in order to attend medical appointments, legal proceedings and other 
activities related to domestic/family violence: 

 
 The amount of paid leave provided is at the discretion of the Chief People (a)

Officer or delegate and will depend on individual circumstances. To assess a 
request for SDFV leave with pay from a person who is experiencing 
domestic/family violence consideration will be made on a case-by-case basis, 
having regard to: 
 

 The stated purpose of the leave; (i)
 The amount of leave required; and (ii)
 Whether the purpose and amount of leave is reasonable having (iii)

regard to the employee’s personal circumstances. 
 

 Paid SDFV leave under this clause can be taken as consecutive days, single (b)
days or a fraction of a day. Except in exceptional circumstances, there must 
be prior approval for the taking of SDFV leave with pay. 
 

 Proof of domestic and/or family violence may be required by the Chief People (c)
Officer or delegate and can be in the form of a document issued by the Police 
Service, a court, a doctor, district nurse, maternal and child health care nurse, 
a Family Violence Support Service or lawyer. 

 
 Entitlement to Request Adjustments to Working Arrangements 6.10.4

 
 An employee who is currently experiencing domestic/family violence is entitled (a)

to request adjustments in their working arrangements, for example a transfer 
to an agreed safe working location, a change in phone number and/or e-mail 
address. These requests will be given genuine consideration having regard to 
the safety and needs of the employee arising from the domestic and/or family 
violence and operational requirements. Such requests will not be 
unreasonably refused.  
 

 Information disclosed by an employee in relation to domestic and/or family (b)
violence will be kept confidential except to the extent that disclosure is 
required or permitted by law. 

 
 REPATRIATION LEAVE 6.11

 
 An employee who is ex-service personnel (Australian Army, Navy or Airforce) (a)

may be granted special leave with pay, in one or more periods to a maximum 
of 7 days in any calendar year, for any of the following purposes in connection 
with an accepted war-caused disability or in connection with an application to 
the relevant Federal Government Department for a disability to be so 
accepted: 

 
 to attend a hospital or other medical facility for assessment or (i)

treatment; or 
 to attend a medically related service provider in relation to the (ii)

disability. 
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 An employee seeking to utilise the repatriation leave shall provide the (b)
employer, on request, with documentary evidence as to the attendance at 
any of the above.   

 
 Special leave granted as repatriation leave is not deducted from any accrued (c)

leave entitlement, such as personal or annual leave. The entitlement to 
repatriation leave does not accumulate from year to year. 
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 OTHER MATTERS PART 7.
 

 WORKPLACE HEALTH & SAFETY 7.1
 

 The parties to this Agreement accept that they have a joint responsibility to (a)
maximise safe working conditions and to minimise safety hazards.  Every 
employee has a responsibility to work safely and to report any potential safety 
hazards to management.  The employer will ensure that the working 
environment is as safe as possible, including reviewing its safety policies and 
procedures. 

 
 The employer will take account of their duty of care for workplace health and (b)

safety and quality of care for customers.   
 

 ANTI-DISCRIMINATION 7.2
 

 It is the intention of the parties to this Agreement to achieve the principal (a)
object of the Fair Work Act by helping to prevent and eliminate discrimination 
on the basis of sex, marital status, pregnancy, parental status, age, race, 
impairment, religion, political belief or activity, trade union activity, lawful 
sexual activity, and association with, or relation to, a person identified on the 
basis of any of the above attributes. 

 
 Accordingly, in fulfilling their obligations under the dispute avoidance (b)

procedure (clause 7.7), the parties to the Agreement must make every 
endeavour to ensure that neither the Agreement provisions nor their operation 
are directly or indirectly discriminatory in their effects. 

 
 EMPLOYEE DEVELOPMENT 7.3

 
 Effective professional development balances individual and organisational (a)

needs.  The employer is committed to providing employee development that 
enhances career opportunities, supports ongoing professional development 
and education and optimises the quality of working life, while improving 
workplace productivity. 
 

 The employer believes the outcome of training and education programs is to (b)
provide a skilled and competent workforce for our clients.  An employee’s 
commitment to perform work they are skilled and trained for is essential to this 
agreement.   

 
 The employer provides various in-service training during working hours, (c)

including orientation.  An employee will be expected to attend training during 
work hours. 

 
 On commencement of employment, an employee may be required to attend (d)

Induction / Orientation training. 
 

 An employee must attend all training deemed mandatory under legislation. (e)
 WORKPLACE HEALTH & SAFETY 7.4

 
 The parties to this Agreement accept that they have a joint responsibility to (a)

maximise safe working conditions and to minimise safety hazards.  Every 
employee has a responsibility to work safely and to report any potential safety 
hazards to management. The employer will continue to review its safety 
policies and procedures to ensure that the working environment is as safe as 
possible. 
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 The employer will take account of their duty care for workplace health and (b)
safety and quality of care for customers.   

 
 STAND DOWN 7.5

 
Following the employer endeavouring to take all reasonable steps to maintain continuity of 
work, the employer shall have the right to deduct payment for any day or part of any day an 
employee cannot be usefully employed due to any cause for which the employer cannot be 
reasonably held responsible. 
 

 SHUT DOWN 7.6
 

 The employer may notify of a shut down of all or part of the business.  (a)
 

 If the employer notifies staff of a shut down of all or part of their business, an (b)
employee may be directed to take annual leave during the period of the shut 
down.  

 
 If an employee does not have sufficient paid annual leave to cover a period of (c)

shut down, the employee may access other types of leave such as unpaid 
leave or long service leave. Access to long service leave will only be available 
to an employee who would otherwise be able to take their long service leave. 

 
 DISPUTE AVOIDANCE PROCEDURE  7.7

 
 If a dispute relates to: (a)

 
 a matter arising under the Agreement; or  (i)
 the National Employment Standards;  (ii)
 this clause sets out procedures to settle the dispute. (iii)

 
 An employee who is a party to the dispute may appoint a representative for (b)

the purposes of the procedures in this clause. 
 

 In the first instance, the parties to the dispute must try to resolve the dispute at (c)
the workplace level, by discussions between the employee or employees and 
relevant supervisors and/or management. 

 
 If discussions at the workplace level do not resolve the dispute, a party to the (d)

dispute may refer the matter to Fair Work Commission. 
 

 The Fair Work Commission may deal with the dispute in 2 stages: (e)
 

 the Fair Work Commission will first attempt to resolve the dispute as it (i)
considers appropriate, including by mediation, conciliation, 
expressing an opinion or making a recommendation; and 

 if the Fair Work Commission is unable to resolve the dispute at the (ii)
first stage, the Fair Work Commission may then: 

 arbitrate the dispute; and  
 make a determination that is binding on the parties. 

 
Note: If the Fair Work Commission arbitrates the dispute, it may also use the 
powers that are available to it under the Act.  
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A decision that the Fair Work Commission makes when arbitrating a dispute 
is a decision for the purpose of Div 3 of Part 5.1 of the Act. Therefore, an 
appeal may be made against the decision. 

 
 While the parties are trying to resolve the dispute using the procedures in this (f)

clause: 
 

 an employee must continue to perform his or her work as he or she (i)
would normally unless he or she has a reasonable concern about an 
imminent risk to his or her health or safety; and 

 an employee must comply with a direction given by the employer to (ii)
perform other available work at the same workplace, or at another 
workplace, unless: 

 the work is not safe; or  
 applicable occupational health and safety legislation 

would not permit the work to be performed; or  
 the work is not appropriate for the employee to perform; 

or  
 there are other reasonable grounds for the employee to 

refuse to comply with the direction. 
 

 The parties to the dispute agree to be bound by a decision made by Fair Work (g)
Commission in accordance with this clause. 

 
 CONSULTATION 7.8

 
 This clause applies if the employer: 7.8.1

 
 has made a definite decision to introduce a major change to production, (a)

program, organisation, structure or technology in relation to its enterprise that 
is likely to have a significant effect on the employees; or 

 
 proposes to introduce a change to the regular roster or ordinary hours of work (b)

of employees. 
 

 Roster / Hours Change or Major Change 7.8.2
 

For a roster / hours change or a major change referred to in paragraph 7.8.1(a) 
above: 

 
 the employer must notify the relevant employees of the decision to introduce (a)

the major change; and 
 

 sub clauses 7.8.3 to 7.8.8 apply. (b)
 

 The relevant employees may appoint a representative for the purposes of the 7.8.3
procedures in this clause. 

 
 If: 7.8.4

 
 a relevant employee appoints, or relevant employees appoint, a representative (a)

for the purposes of consultation; and 
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 the employee or employees advise the employer of the identity of the (b)
representative; 

 
the employer must recognise the representative. 
 

 As soon as practicable after proposing or making its decision, the employer must: 7.8.5
 

 discuss with the relevant employees: (a)
 

 the introduction of the change; and  (i)
 the effect the change is likely to have on the employees; and  (ii)
 measures the employer is taking to avert or mitigate the adverse (iii)

effect of the change on the employees; and 
 for the purposes of the discussion provide, in writing, to the relevant (b)

employees: 
 

 all relevant information about the change including the nature of the (i)
change proposed; and  

 information about the expected effects of the change on the (ii)
employees; and  

 any other matters likely to affect the employees. (iii)
 

 However, the employer is not required to disclose confidential or commercially 7.8.6
sensitive information to the relevant employees.  

 
 The employer must give prompt and genuine consideration to matters raised about 7.8.7

the major change by the relevant employees.  
 

 In this clause, a major change is likely to have a significant effect on employees if it 7.8.8
results in:  

 
 the termination of the employment of employees; or   (a)

 
 major change to the composition, operation or size of the employer's (b)

workforce or to the skills required of employees; or  
 

 the elimination or diminution of job opportunities (including opportunities for (c)
promotion or tenure); or  

 
 the alteration of hours of work; or  (d)

 
 the need to retrain employees; or  (e)

 
 the need to relocate employees to another workplace; or  (f)

 
 the restructuring of jobs. (g)

 
 In this clause "relevant employees" means the employees who may be affected by a 7.8.9

change referred to in clause 7.8.1. 
 

 WORKLOADS 7.9
 

 The parties to this Agreement acknowledge that employees and the employer (a)
have a responsibility to maintain a balanced workload and recognise the 
adverse effects of excessive workloads. 
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 The parties further agree and acknowledge that employees and the employer (b)

should ensure that as changes or new processes are adopted, reasonable 
endeavour is made to achieve a balanced workload for all employees. 

 
 In order to address workload matters, the following process should be (c)

implemented: 
 

 An employee who has a serious concern regarding their current (i)
workload shall identify the workload concern and in the first instance 
raise it with their immediate Supervisor/Manager. 

 Should the matter remain unresolved the employee should put in (ii)
writing their workload concern to the next level manager.  As part of 
the written submission the employee should provide relevant details 
regarding the excessive workload; identifying information that may be 
relevant and what actions have been undertaken to date to resolve 
the matter.  

 At each stage a response should be provided to the employee within (iii)
five (5) business days. 

 If the matter remains unresolved the matter can be referred to the (iv)
Regional Services Manager (or equivalent role) of the employer for 
review. 
 

 An employee can access a Workload Management Form for the purposes of (d)
raising their concern with the next level manager. 

 
 Workload management will be an agenda item at site team meetings which (e)

are recommended to be held on a monthly basis.  Items in relation to 
workloads will be recorded in the minutes of the staff meeting as well as 
actions to be taken to resolve the workload issue(s). 

 
 AGREEMENT FLEXIBILITY  7.10

 
 An employer and employee covered by this enterprise agreement may agree (a)

to make an individual flexibility arrangement to vary the effect of terms of the 
agreement if: 

 
 the Agreement deals with one (1) or more of the following matters: (i)

 arrangements about when work is performed;  
 overtime rates; 
 penalty rates; 
 allowances;  
 leave loading; and 

 the arrangement meets the genuine needs of the employer and (ii)
employee in relation to one (1) or more of the matters mentioned in 
paragraph (a); and 

 the arrangement is genuinely agreed to by the employer and (iii)
employee. 

 
 The employer must ensure that the terms of the individual flexibility (b)

arrangement: 
 

 are about permitted matters under section 172 of the Fair Work Act; (i)
and 
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 are not unlawful terms under section 194 of the Fair Work Act; and (ii)
 result in the employee being better off overall than the employee (iii)

would be if no arrangement was made. 
 

 The employer must ensure that the individual flexibility arrangement: (c)
 

 is in writing; and (i)
 includes the name of the employer and employee; and (ii)
 is signed by the employer and employee and if the employee is under (iii)

18 years of age, signed by a parent or guardian of  the employee; and 
 includes details of: (iv)

 the terms of the enterprise Agreement that will be varied 
by the arrangement; and 

 how the arrangement will vary the effect of the terms; and 
 how the employee will be better off overall in relation to 

the terms and conditions of his or her employment as a 
result of the arrangement; and 

 states the day on which the arrangement commences. (v)
 

 The employer must give the employee a copy of the individual flexibility (d)
arrangement within fourteen (14) days after it is agreed to. 

 
 The employer or employee may terminate the individual flexibility (e)

arrangement: 
 

 by giving no more than twenty-eight (28) days written notice to the (i)
other party to the arrangement; or 

 if the employer and employee agree in writing — at any time. (ii)
 

 UNION DELEGATE TRAINING LEAVE 7.11
 

 The employer is committed to maintaining productive and co-operative (a)
relationships with the unions which represent the interests of its employees.  

 
 In recognition of the role of on site union delegates, the employer will provide (b)

two (2) days of paid training leave to a maximum of two (2) delegates for each 
union for each calendar year to attend training provided by their union. The 
leave is not cumulative year to year.   

 
 To access this training leave, the delegates must be: (c)

 
• confirmed by the relevant union as a delegate; 
• make application for the leave at least two (2) weeks prior to the day 

or days on which leave is sought to be taken; 
• provide details of the nature of the training to be undertaken. 

 
 The employer will approve such leave where it is operationally viable to (d)

release the employee. The employer will not unreasonably refuse such leave 
requests, however such leave will only be approved where the employer can 
provide an internal resource to cover the period of leave. 

 
 The employer will not be responsible for any costs associated with the (e)

employee attending the training including but not limited to, travel, 
accommodation, training fees or resources.    
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PART 8. SIGNATORIES 

Signed for and on behalf of RSL Care Limited 

Signature 
£fJJ . 

···········(}······~·········· 

Name 

Title 

Address 

l<E.l..VIN 6{J..OVc Qt...D 4Q56 

Date ~4/ll~~O I$" 
.................. ······················· 

Signed for and on behalf of The Australian Workers' Union 

Signature 

Name 

Ti tle 

Address 

Date 
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Signed for and on behalf of the Queensland Nurses Union of Employees and the 
Australian Nursing and Midwifery Federation 

Signature 
co~ .. LJ.'.L .................................... . 

Name . . . Beth Mahle ............................ . 

Title ... Secretary .............................. . 

Address 1 06 Victoria Street. .................... . 

West End Qld 4101 .................. . 

Date ~4·.J?:.~P.1.~ ............... . 

Witness 

Signature ...... 72. .... ~ ................ . 
Name ...... I< .C, .v. i r\ ..... (5. ~~ ......... . 

Title 

Date ....... ~~-1 .. 1}./ . .t.~ ................. . 
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Signed for and on behalf of the Health Services Union, New South Wales Branch 
 
 
 
Signature ……………………………………. 
 
 
Name ……………………………………. 
 
 
Title ……………………………………. 
 
 
Address ……………………………………. 
  
  
 ……………………………………. 
 
 
Date ……………………………………. 
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Signed for and on behalf of the HSU New South Wales Branch, as a bargaining representative, by its 

duly authorised officer: 

Gerard Hayes 

Secretary 

Health Services Union NSW Branch 

Level 2, 109 Pitt Street 

SYDNEY NSW 2000 

~;~~~ -~················· 

Janaki Puvanarajah CPA 

(9577598) 

Level 2, 109 Pitt Street 

SYDNEY NSW 2000 

Authority to sign Agreement on behalf of employees, pursuant to a delegation, is in accordance with 
Rule 40 of the Rules of the Health Services Union. 

Page 78

10769



 

   Page 43 

Signed for and on behalf of the New South Wales Nurses and Midwives Association and 
Australian Nursing and Midwifery Federation 
 
 
 
Signature ……………………………………. 
 
 
Name ……………………………………. 
 
 
Title ……………………………………. 
 
 
Address ……………………………………. 
  
  
 ……………………………………. 
 
 
Date ……………………………………. 
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lUI~ ............................................... 

Brett Howard Holmes 
General Secretary 
New South Wales Nurses and 
Midwives' Association; and 

Branch Secretary 
Australian Nursing & Midwifery Federation 
New South Wales Branch 
50 O'Dea Ave 
WATERLOO NSW 2017 

Coral Vicky Levett 
President 
New South Wales Nurses and 
Midwives' Association, and; 

President 
Australian Nursing & Midwifery Federation 
New South Wales Branch 
50 O'Dea Ave 
WATERLOO NSW 2017 

I~ feift.;; . .............................................. . 
ITNESS 

Margaret Mary Potts 
50 O'Dea Ave, Waterloo 

Margaret Mary Potts 
50 O'Dea Ave, Waterloo 

Authority to sign Agreement on behalf of employees is in accordance with Rule 34 of the 
Rules of the New South Wales Nurses and Midwives' Association and Rule 40 of the Rules 
of the Australian Nursing & Midwifery Federation and as bargaining representative in 
accordance with the Fair Work Act 2009. 
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Signed for and on behalf of the Australian Municipal, Administrative, Clerical and 
Services Union and Together Queensland, Industrial Union of Employees 
 
 
 
Signature ……………………………………. 
 
 
Name ……………………………………. 
 
 
Title ……………………………………. 
 
 
Address ……………………………………. 
  
  
 ……………………………………. 
 
 
Date ……………………………………. 
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 APPENDIX A – CLASSIFICATION STRUCTURE SCOPE AND PRINCIPLES PART 9.
 

 CLASSIFICATION STRUCTURE 9.1
 

 The classifications in this Agreement shall apply to employees of RSL Care (a)
Limited engaged in the following: 
 

 in a residential care facility owned or operated by RSL Care Limited; (i)
or 

 in a retirement living facility owned or operated by RSL Care Limited; (ii)
or  

 in a catering facility owned or operated by RSL Care Limited; or (iii)
 in an administrative or Community Care services function; (iv)

 
 An employee’s letter of appointment will outline the name of the position and (b)

the classification they are to be appointed to. 
 

 Position descriptions will contain characteristics of the role the employee is (c)
appointed to. 

 
 The characteristics, responsibilities and qualifications outlined in the (d)

classification structure (contained in Appendix B), will be used as a guide to 
determine the appropriate level for an employee’s position. 

 
 Position Descriptions shall be used as the primary source of classifying (e)

positions.  An employee’s position description shall be compared to the 
definitions contained in the classification structure (contained in Appendix B) 
to determine which classification best describes and fits the position 
description. 

 
 An employee working for the employer will work within the requirements of (f)

their professional registration. The employer recognises their legal duty under 
legislation and is not seeking to contract out of their duty of care both to 
customers and employees.   

 
 The pay point to which an employee will be appointed upon commencement of (g)

employment will be determined by the employee receiving credit for all 
previous industry experience at the relevant classification level.  The 
employee will need to provide proof, in writing, of such relevant industry 
experience within four (4) weeks of commencing duty with the employer.  If an 
employee is unable to provide the relevant proof then they shall be paid at the 
first pay point in the relevant classification level.  Wages will continue at this 
pay point until such time as the proof is provided.   

 
 Movement to a higher classification shall only occur by way of promotion or (h)

reclassification. 
 

 MOVEMENT BETWEEN PAY POINTS WITHIN A CLASSIFICATION LEVEL 9.2
 
Progression for all classification levels for which there is more than one pay point will occur 
when the following criteria are met: 
 

 The employee has been on the pay point for a period of 1976 ordinary hours (a)
or maximum of two (2) years, whichever occurs first; and 
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 As part of the performance management performance appraisal/evaluation (b)
process the employee has met agreed performance objectives as set following 
consultation between the manager and employee and/or 

 
 The employee has, on assessment, demonstrated superior performance in the (c)

position and in the opinion of their relevant Manager should progress to a 
higher pay point than required under a time based system.  Manager’s 
recommendations will be considered for approval by Human Resources. 
 

 TRANSITION PRINCIPLES FOR INTRODUCTION OF NEW CLASSIFICATION 9.3
STRUCTURE 

 
Transition will occur as part of implementation of this Agreement and will only apply to an 
employee employed at the commencement of this Agreement. The following translation 
principles will be applied to the transition: 
 

 No employee will receive a lower base rate of pay as a result of being (a)
transitioned to the new classification. 

 
 There will be no absorption, even where an employee may be considered to (b)

have been paid over the rate of pay for the role as classified. The percentage 
increases payable under the Agreement (ie 3%, 2.5% and 2.5%) will be 
applied to the current rate of pay for each employee. This excludes bridging 
and market allowances.  

 
 Every employee will retain the same set of tasks when their role is translated (c)

to the new classification the job title may change but not the tasks. 
 

 If an employee does not currently hold the minimum certificate qualifications (d)
(III and IV) in the new classification descriptor, they will still translate to the 
applicable role. The employer will subsequently make a decision on a case by 
case basis whether the employee needs to obtain the qualification and support 
them to do this or if they are deemed to have the equivalence of the 
qualification in experience and skills. 

 
 If an employee is identified as not holding mandatory tertiary qualifications (e)

(externally determined e.g. a University Degree) for a role, they will not be 
translated into a role which requires that mandatory tertiary qualification.  They 
will however be appointed to a role as closely equivalent to their prior role and 
will maintain their existing pay rate. Where such employee wishes to obtain 
the required mandatory tertiary qualification, this may be supported by the 
employer on a case by case basis.  

 
 Where an employee is on a pay point (due to years of service or qualification) (f)

within the current classification they will translate to the same pay point in the 
new classification. Where an employee has not reached the maximum pay 
point on translation, they will continue to receive pay point increases (adjusted 
for agreement % increases under the 2015 Agreement) which would have 
applied under the 2013 Agreement until they reach the maximum pay point.  

 
 Where an employee holds a dual appointment (ie two separate part time roles, (g)

or two casual roles or one part time and one casual role) each job will 
translate separately and the person will continue to hold the same dual 
appointments for the same hours and on at least the same rate of pay prior to 
translation for each role. 

 
 Where anomalies are identified they will be resolved on a case by case basis, (h)

applying the above principles.  
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 There will be a formal review process that an employee can utilise if they (i)
believe that they are incorrectly transitioned to the new classification system. 
An employee shall be entitled to be represented in the review process.  The 
dispute resolution process will apply where the internal review process does 
not result in agreement on the allocation of a role to the new classification.  
The internal review process must be completed prior to seeking to access the 
dispute resolution process. 
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 APPENDIX B - CLASSIFICATION STRUCTURE PART 10.
 

 NURSING STREAM 10.1
 
Assistant in Nursing (AIN) 
 
An employee, without registration with the Australian Health Practitioner Regulation Agency 
(AHPRA) or who is in training for the purpose of such registration, who is under the direct 
control and supervision of a Registered or Enrolled nurse and whose employment is to assist 
a Registered Nurse or Enrolled Nurse in the provision of nursing care to persons. 
 
Employees at this level are required to assist in the provision of nursing care to persons 
which includes, but is not confined to: 
 

• giving assistance to a customer who, because of disability, is unable to maintain their 
bodily needs without frequent assistance; 

• carrying out tasks which are directly related to the maintenance of a customer’s bodily 
needs where that person because of disability is unable to carry out those tasks for 
themselves; and/or 

• assisting a registered nurse to carry out their duties. 
 
Note: This AIN classification applies only to those employees who, at the date of the 
commencement of this Agreement have a job title of AIN. RSL Care have not employed an 
AIN since November 2006. This classification will not be used for any other employee other 
than those employed in this classification as at the date of commencement of this 
Agreement. 
 
Enrolled Nurses 
 
An Enrolled Nurse (EN) is an employee registered with AHPRA as an Enrolled Nurse.  
 
Note: Enrolled Nurse – pay point 1 of the Nurses Award has purposely been omitted and 
employees who may have otherwise been classified at pay point 1 will be classified as pay 
point 2 in this classification structure. 
 
Enrolled Nurse - pay point 2 
 
An Enrolled Nurse will be appointed to pay point 2 if the Enrolled Nurse has less than 6 
months experience in the provision of nursing care and/or services. 
 
Skill indicators 
 
An employee at this pay point works under the supervision of a Registered Nurse and only 
undertakes care which is delegated to them by a Registered Nurse. The employee is 
required to demonstrate some of the following in the performance of their work: 
 

• a developing ability to recognise changes required in nursing activity and in 
consultation with the RN, implement and record such changes, as necessary;  

• an ability to relate theoretical concepts to practice; and/or  
• requiring assistance in complex situations and in determining priorities. 
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Enrolled Nurse - pay point 3 
 
An Enrolled Nurse will be appointed to pay point 3 where in addition to the experience, skill 
and knowledge requirements specified in pay point 2, the Enrolled Nurse has at least 6 
months but not more than 12 months experience in the provision of nursing care and/or 
services. 
 
Skill indicators 
 
An employee at this pay point works under the supervision of a Registered Nurse and only 
undertakes care which is delegated to them by a Registered Nurse. The employee is 
required to demonstrate some of the following in the performance of their work: 
 

• an ability to organise, practise and complete nursing functions in stable situations with 
limited direct supervision;  

• observation and assessment skills to recognise and report deviations from stable 
conditions;  

• flexibility in the capacity to undertake work across the broad range of nursing activity 
and/or competency in a specialised area of practice; and/or 

• communication and interpersonal skills to assist in meeting psycho-social needs of 
customers. 

 
Enrolled Nurse - pay point 4 
 
An Enrolled Nurse will be appointed to pay point 4 where in addition to the experience, skill 
and knowledge requirements specified in pay point 3, the Enrolled Nurse has not more than 
one further year of experience in the provision of nursing care and/or services. That is, not 
more than 2 years experience in total. 
 
Skill indicators 
 
An employee at this pay point works under the supervision of a Registered Nurse and only 
undertakes care which is delegated to them by a Registered Nurse. The employee is 
required to demonstrate some of the following in the performance of their work: 
 

• speed and flexibility in accurate decision making;  
• organisation of own workload and ability to set own priorities with minimal direct 

supervision; 
• observation and assessment skills to recognise and report deviations from stable 

conditions across a broad range of customer and/or service needs; and/or 
• communication and interpersonal skills to meet psycho-social needs of customers. 

 
Enrolled Nurse - pay point 5 
 
An Enrolled Nurse will be appointed to pay point 5 where in addition to the experience, skill 
and knowledge requirements specified in pay point 4, the Enrolled Nurse has more 
experience in the provision of nursing care and/or services. That is, more than 2 years 
experience in total. 
 
Skill indicators 
 
An employee at this pay point works under the supervision of a Registered Nurse and only 
undertakes care which is delegated to them by a Registered Nurse. The employee is 
required to demonstrate some of the following in the performance of their work: 
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• contributes information in assisting the RN with development of nursing 
strategies/improvements within the employee’s own practice setting and/or nursing 
team, as necessary; 

• responds to situations in less stable and/or changed circumstances resulting in positive 
outcomes, with minimal direct supervision; and 

• efficiency and sound judgment in identifying situations requiring assistance from an 
RN. 

 
Registered Nurses  
 
A Registered Nurse (RN) is an employee registered with AHPRA as a Registered Nurse.  
 
Registered Nurse - level 1 (RN1) 
 
An RN1 performs their duties according to their level of competence and under the general 
guidance of, or with general access to a more competent Registered Nurse (RN) who 
provides work related support and direction. 
 
An employee at this level is required to perform general nursing duties which include 
substantially, but are not confined to: 
 

• delivering direct and comprehensive nursing care and individual case management to 
customers within the practice setting; 

• coordinating services, including those of other disciplines or agencies, to individual 
customers within the practice setting; 

• providing education, counselling and group work services orientated towards the 
promotion of health status improvement of customers within the practice setting; 

• providing support, direction and education to newer or less experienced staff, including 
ENs; 

• accepting accountability for the employee’s own standards of nursing care and service 
delivery; and 

• participating in action research and policy development within the practice setting. 
 
Registered Nurse - level 2 (RN2) 
 
An employee at this level may also be known as a Clinical Nurse Coordinator or Community 
Care Planner. 
 
In addition to the duties of an RN1, an employee at this level is required, to perform duties 
delegated by a Clinical Manager or any higher level classification.  
 
Duties of an employee at this level will substantially include, but are not confined to: 
 

• delivering direct and comprehensive nursing care and individual case management to a 
specific group of customers in a particular area of nursing practice within the practice 
setting; 

• providing support, direction, orientation and education to RN1s and ENs; 
• being responsible for planning and coordinating services relating to a particular group 

of customers in the practice setting, as delegated by the Clinical Manager; 
• acting as a role model in the provision of holistic care to customers in the practice 

setting; and 
• assisting in the management of action research projects, and participating in quality 

assurance programs and policy development within the practice setting. 
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Registered Nurse - level 3 (RN3) 
 
An RN3 holds any other qualification required for working in the employee’s particular 
practice setting and is appointed as such by a selection process or by reclassification from a 
lower level when that the employee is required to perform these duties on a continuing basis. 
 
An employee at this level may also be known as a Clinical Nurse Manager or Clinical Nurse 
Consultant or otherwise defined. 
 
In addition to the duties of an RN2, an employee at this level will perform the following duties 
in accordance with practice settings and customer groups: 
 
Duties of an employee at this level will substantially include, but are not confined to: 
 

• providing leadership and role modelling, particularly in the areas of action research and 
quality assurance programs;  

• staff selection, management, development, education and appraisal;  
• allocation and rostering of staff; 
• participating in policy development and implementation;  
• acting as a consultant on request in the employee’s own area of proficiency, for the 

purpose of facilitating the provision of quality nursing care; 
• delivering direct and comprehensive nursing care to a specific group of customers with 

complex nursing care needs, in a particular area of nursing practice within a practice 
setting; 

• coordinating, and ensuring the maintenance of standards of the nursing care of a 
specific group or population of customers within a practice setting;  

• coordinating or managing nursing or multidisciplinary service teams providing acute 
nursing and community services; 

• occupational health;  
• initiation and evaluation of research related to staff and resource management;  
• being accountable for the management of human and material resources within a 

specified span of control, including the development and evaluation of staffing 
methodologies;  

• managing financial matters, budget preparation and cost control in respect of nursing 
within that span of control; 

• implementation and evaluation of staff education and development programs;  
• implementation and evaluation of customer education programs; and 
• being accountable for the assessment, planning, implementation and evaluation of 

nursing education and staff development programs for a specified population. 
 
Registered Nurse - level 4 (RN4) 
 
An RN4 holds any other qualification required for working in the employee’s particular 
practice setting and is appointed as such by a selection process or by reclassification from a 
lower level when that the employee is required to perform these duties on a continuing basis. 
 
An employee at this level may also be known as a Clinical Services Manager.  
 
Appointment at a particular grade at this level will depend upon the level of complexity 
associated with the duties described in this clause, as determined by RSL Care. In this 
regard the number of beds in a facility will be a relevant consideration, such that where a 
facility had 100 or more beds it would be expected that the employee would initially be 
appointed to at least a Grade 2. 
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In addition to the duties of an RN3, duties of an employee at this level will substantially 
include, but are not confined to: 
 

• providing leadership and role modelling, particularly in the areas of selection of staff 
within the employee’s area of responsibility;  

• provision of appropriate education programs, coordination and promotion of clinical 
research projects;  

• participating as a member of the nursing executive team;  
• contributing to the development of nursing and health policy for the purpose of 

facilitating the provision of quality nursing care; 
• managing the activities of, and providing leadership, coordination and support to, 

Clinical Managers; 
• being accountable for the establishment, implementation and evaluation of systems to 

ensure the standard of nursing care for a specified span of control; 
• being accountable for the development, implementation and evaluation of patterns of 

customer care for a specified span of control; 
• being accountable for clinical operational planning and decision making for a specified 

span of control; and 
• being accountable for appropriate clinical standards, through quality assurance 

programs, for a specified span of control; 
• coordination and promotion of nursing management research projects;  
• managing the activities of, and providing leadership, coordination and support to, a 

specified group of Nurse managers; 
• being accountable for the effective and efficient management of human and material 

resources within a specified span of control; 
• being accountable for the development and coordination of nursing management 

systems within a specified span of control; and 
• being accountable for the structural elements of quality assurance for a specified span 

of control; 
• coordination and promotion of nurse education research projects;  
• being accountable for the standards and effective coordination of education programs 

for a specified population; 
• being accountable for the development, implementation and evaluation of education 

and staff development programs for a specified population; 
• being accountable for the management of educational resources including their 

financial management and budgeting control; and 
• undertaking career counselling for nursing staff. 
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Nurse Practitioner 
 
A Nurse Practitioner: 
 

• is a Registered Nurse appointed to the role;  
• has obtained an additional qualification relevant to the Australian Health Practitioner 

Regulation Agency or its successor to enable them to become licensed Nurse 
Practitioners. 

 
A Nurse Practitioner is authorised to function autonomously and collaboratively in an 
advanced and extended clinical role. 
 
The NursePpractitioner is able to assess and manage the care of customers using nursing 
knowledge and skills. It is dynamic practice that incorporates application of high level 
knowledge and skills, beyond that required of a Registered Nurse in extended practice 
across stable, unpredictable and complex situations. 
 
The Nurse Practitioner role is grounded in the nursing profession’s values, knowledge, 
theories and practice and provides innovative and flexible health care delivery that 
complements other health care providers. 
 
The scope of practice of the Nurse Practitioner is determined by the context in which: 
 

• the Nurse Practitioner is authorised to practice. The Nurse Practitioner therefore 
remains accountable for the practice for which they directed; and 

• the professional efficacy whereby practice is structured in a nursing model and 
enhanced by autonomy and accountability. 

 
The Nurse Practitioner is authorised to directly refer customers to other health professionals, 
prescribe medications and order diagnostic investigations including pathology and plain 
screen x-rays. 
 
Nurse Practitioners exhibit clinical leadership that influences and progresses clinical care, 
policy and collaboration through all levels of health service. 
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 CARE SERVICES STREAM 10.2
 
Level 1 A  
 
Employees engaged in Community Care shall be classified at this level where the principal 
characteristics of their employment, as determined by the employer, are identified as follows: 
 
Experience 
 
An employee who has less than twelve months’ work experience in the industry and 
performs basic duties.  
 
Employees at this level are provided with specific on-the-job training.  
 
Employees at this level progress to Level 2 A following attainment of twelve months’ work 
experience in the industry. 
 
Level of Supervision/Responsibility 
 
Work within this level is performed under limited supervision, following established routines, 
methods and procedures with limited scope for deviation. Employees at this level are 
responsible for their own work.  
 
Employees at this level have no supervisory responsibility and are responsible and 
accountable to their immediate supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level: 
 

• assist with basic household cleaning (e.g. cleaning, vacuuming,  dusting, washing and 
ironing, sweeping, defrosting refrigerators) 

• assist with care of pets 
• assist with care of indoor and outdoor pot plants 
• identify and report changes in customers’ circumstances and capacity to more senior 

staff members 
• follow personal care plans of customers 
• undertake administrative tasks associated with duties 

 
Level 1 B  
 
Employees, excluding those engaged in Community Care, shall be classified at this level 
where the principal characteristics of their employment, as determined by the employer, are 
identified as follows: 
 
Experience: 
 
Employees at Level 1B require limited (if any) relevant work experience upon engagement.  
 
Employees at this level are provided with specific on-the-job training.  
 
No previous experience or training is required. Employees at this level learn and gain 
competency in basic skills required by the employer, which in many cases, would lead to 
progression to Level 2 following their first twelve months’ of employment at this level. 
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Level of Supervision/Responsibility: 
 
Work within this level is performed under limited supervision, following established routines, 
methods and procedures with limited scope for deviation. Employees at this level are 
responsible for their own work.  
 
Employees at this level have no supervisory responsibility and are responsible and 
accountable to their immediate supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level: 
 

• assist with basic cleaning (e.g. spot cleaning, making beds and tidying of rooms) 
• assist with care of pot plants 
• identify and report changes in customers’ circumstances and capacity to more senior 

staff members 
• under the close supervision of more senior personal care service employees, follow 

personal care plans of customers 
• undertake administrative tasks associated with duties 

 
Level 2 A 
 
Employees engaged in Community Care shall be classified at this level where the principal 
characteristics of their employment, as determined by the employer, are identified as follows: 
 
Experience: 
 
Employees at Level 2 A shall typically perform duties at a skill level which assumes and 
requires knowledge, training and/or experience relevant to the duties to be performed.   
 
Level of Supervision/Responsibility: 
 
Work within this level is performed under limited supervision, following established routines, 
methods and procedures and employees are expected to exercise some initiative or 
judgement in the application of these routines/methods/procedures. Employees at this level 
are responsible for their own work.  
 
Employees at this level have no supervisory responsibility and are responsible and 
accountable to their immediate supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level, in addition to the tasks/duties/skills of a Level 1 A employee: 
 

• under the supervision of more senior personal care service employees, follow personal 
care plans of customers 

• identify and report changes in customers’ circumstances and capacity to more senior 
staff members 

• lay out clothes and assist in dressing   
• make beds and tidy rooms  
• store clothes and clean wardrobes   
• assist customers with food and beverages  
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• accompany customers on outings 
• assist customers with shopping 
• organise appointments for customers 
• may need to assist customers with financial transactions in accordance with relevant 

employer Policies and Procedures 
 
Level 2 B 
 
Employees, excluding those engaged in Community Care, shall be classified at this level 
where the principal characteristics of their employment, as determined by the employer, are 
identified as follows: 
 
Experience: 
 
Employees at Level 2 B shall typically perform duties at a skill level which assumes and 
requires knowledge, training and/or experience relevant to the duties to be performed.   
 
Level of Supervision/Responsibility: 
 
Work within this level is performed under limited supervision, following established routines, 
methods and procedures and employees are expected to exercise some initiative or 
judgement in the application of these routines/methods/procedures. Employees at this level 
are responsible for their own work.  
 
Employees at this level have no supervisory responsibility and are responsible and 
accountable to their immediate supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level, in addition to the tasks/duties/skills of a Level 1 B employee: 
 

• under the supervision of more senior personal care service employees and with a 
greater level of accountability than a Level 1 B employee, follow personal care plans of 
customers 

• lay out clothes and assist in dressing   
• store clothes and clean wardrobes   
• assist customers with food and beverages  

 
Level 3 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience: 
 
Employees at Level 3 are required to have completed a Certificate III level qualification (e.g. 
Certificate III in Aged Care) or possess the knowledge, skills and experience deemed to be 
the equivalent by the employer. 
 
Level of Supervision/Responsibility: 
 
Work within this level is performed under limited supervision, following established policies, 
guidelines and procedures and employees are expected to exercise some initiative or 
judgement in the application of these routines/methods/procedures. Employees at this level 
are responsible for their own work.  
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Employees at this level have no supervisory responsibility and are responsible and 
accountable to their immediate supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level, in addition to the tasks/duties/skills of a Level 2 employee: 
 

• under supervision, provide assistance to more senior employees in attending to the 
personal care needs of customers, with particular emphasis on those customers 
requiring extra help due to specific physical problems or frailty. 

• provision of manual handling to assist customers with daily tasks  
• assist with the delivery of activities to enhance the physical, social, emotional and 

intellectual development of those in their care 
• supervise daily hygiene of customers (e.g. showers or baths, shaving, cutting nails)   
• assist customers with their aids (e.g. put on surgical/support stockings, tens machine) 
• report changes in customers’ circumstances, requiring a higher level knowledge of 

common health conditions, to more senior staff members in a timely and proactive 
manner 

 
Level 4 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience: 
 
A level 4 employee is required to hold a Certificate IV level qualification (e.g. Certificate IV in 
Aged Care). 
 
Level of Supervision/Responsibility: 
 
Work is usually performed under broad direction from more senior management as to work 
priorities and the conduct of tasks. An employee at this level is capable of functioning 
autonomously, and prioritising their own work and the work of others within established 
policies, guidelines and procedures. Employees at this level have a substantial level of 
accountability and responsibility. 
 
Employees may be required to review operations to determine their effectiveness and 
contribute to the development of policy initiatives and business strategies. 
 
At this level, employees will have supervisory responsibilities for employees reporting to the 
position, including on the job training, work allocation, rostering, guidance and performance 
management. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level: 
 

• develop non-clinical aspect of plans in relation to customer care, as required  
• undertake case management for high level Community Care support programs 
• manage the quality management framework to ensure care standards are met 
• coordinate the planning and implementation of care services which provides customer 

focussed quality care services 
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• contribute to the growth of the business by building business development 
opportunities, liaising with local networks, professionals, government departments and 
suppliers to promote the employer as well as remaining abreast of emerging issues 

• promote a culture of service delivery that aims to improve the lifestyle experiences of 
customers 

• participate in and contribute to the strategy formulation, business and care planning 
processes as pertains to area of responsibility 

• resolve issues which may have a detrimental effect on achieving agreed targets/plans 
and customer outcomes 

• ensure customer records, incidents and complaints are documented and maintained 
correctly and participate in any investigations as required 

• supervise and support staff and/or volunteers, including competency assessment and 
identification of training needs. 
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 ADMINISTRATION STREAM 10.3
 
Introductory 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
  
An employee who has less than three months’ work experience in the industry and performs 
basic duties. 
 
No previous experience or training is required. Employees at this level learn and gain 
competency in basic skills required by the employer, which in many cases, would lead to 
progression to Level 1 following their first three months’ employment. 
 
Level of Supervision/Responsibility 
 
Work within this level is performed under close supervision at all times, following established 
routines, methods and procedures without any scope for deviation. Employees at this level 
have no supervisory responsibility and are responsible and accountable to their immediate 
supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level: 
 

• Reception/switchboard, e.g. directing telephone callers to appropriate staff, issuing and 
receiving standard forms, relaying internal information and initial greeting of visitors. 

• Maintenance of basic records. 
• Filing, collating, photocopying, etc. 
• Handling or distributing mail including messenger service. 
• Recording, matching, checking and batching of accounts, invoices, orders, store 

requisitions, etc. 
• The operation of keyboard and other allied equipment in order to achieve competency 

as prescribed in Level 1. 
• Customer contact functions with direct supervision. 

 
Level 1 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
Employees at Level 1 require at least 3 months’ relevant work experience upon engagement.  
 
Employees at this level are provided with specific on-the-job training.  
 
Level of Supervision/Responsibility 
 
Work within this level is performed under routine supervision, following established routines, 
methods and procedures with limited scope for deviation. Employees at this level are 
responsible for their own work.  
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Employees at this level have no supervisory responsibility and are responsible and 
accountable to their immediate supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level: 
 

• Reception/switchboard, e.g. directing telephone callers to appropriate staff, issuing and 
receiving standard forms, relaying internal information and initial greeting of visitors. 

• Maintenance of basic records. 
• Filing, collating, photocopying, etc. 
• Handling or distributing mail including messenger service. 
• Recording, matching, checking and batching of accounts, invoices, orders, store 

requisitions, etc. 
• The operation of keyboard and other allied equipment  
• Customer contact functions with direct supervision, including utilising effective 

questioning techniques to identify client needs and or potential revenue opportunities 
and transferring calls to the appropriate area. 

 
Level 2 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
Employees at Level 2 shall typically perform duties at a skill level which assumes and 
requires knowledge, training and/or experience relevant to the duties to be performed.   
 
Level of Supervision/Responsibility 
 
Work within this level is performed under routine supervision, following established routines, 
methods and procedures and employees are expected to exercise some initiative or 
judgement in the application of these routines/methods/procedures. Employees at this level 
are responsible for their own work.  
 
Employees at this level have no supervisory responsibility and are responsible and 
accountable to their immediate supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level, in addition to the tasks/duties/skills of a Level 1 employee: 
 

• Reception/switchboard duties and in addition responding to enquiries as appropriate, 
consistent with the acquired knowledge of the organisation’s operations and services, 
and/or where presentation, and use of interpersonal skills are a key aspect of the 
position. 

• Operation of computerised telephone equipment, personal computer, printing and 
scanning devices. 

• Word processing, e.g. the use of a word processing software package to create, 
format, edit, correct, print and save text documents, such as standard correspondence 
and business documents. 

• Copy typing and audio typing. 
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• Maintenance of records and/or journals including initial processing and recording 
relating to the following: 

o reconciliation of accounts to balance; 
o incoming/outgoing cheques; 
o invoices; 
o debit/credit items; 
o payroll data; 
o petty cash imprest system; and 
o letters etc. 

• Computer application involving use of a software package which may include one or 
more of the following functions: 

o create new files and records; 
o spreadsheet/worksheet; 
o graphics; 
o accounting/payroll file; and 
o following standard procedures and using existing models/fields of 

information. 
• Arrange travel bookings and itineraries, make appointments, organise meeting rooms, 

including conference calls and equipment. 
• Provide general advice and information on the organisation’s products and services, 

e.g. front counter/telephone. 
• Utilise common call centre technology 
• Enter and retrieve data 
• Customer contact functions including more specialised functions, such as sales and 

advice regarding products and services, non-complex customer enquiries and 
complaints or data collection surveys 

 
Level 3 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
Employees at Level 3 are required to have completed a Certificate III level qualification (e.g. 
Certificate III in Business Administration) or possess the knowledge, skills and experience 
deemed to be the equivalent by the employer. 
 
Level of Supervision/Responsibility 
 
Work within this level is performed under routine supervision, following established policies, 
guidelines and procedures and employees are expected to exercise some initiative or 
judgement in the application of these routines/methods/procedures. Employees at this level 
are responsible for their own work.  
 
Employees at this level have no supervisory responsibility and are responsible and 
accountable to their immediate supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level, in addition to the tasks/duties/skills of a Level 2 employee: 
 

• Prepare cash payment summaries, banking report and bank statements; calculate and 
maintain wage and salary records; follow credit referral procedures; apply purchasing 
and inventory control requirements; post journals to ledger. 
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• Provide specialised advice and information on the organisation’s products and 
services; respond to customer/public/supplier problems within own functional area 
utilising a high degree of interpersonal skills. 

• Provide multiple specialised services to customers (including complex sales, service 
advice for a range of products or services, and difficult complaint enquiries). 

• Apply one or more computer software packages to either: 
o create new files and records; 
o maintain computer based records management systems; 
o identify and extract information from internal and external sources; or 
o use of advanced word processing/keyboard functions. 

• Arrange travel bookings and itineraries; make appointments; screen telephone calls; 
respond to invitations; organise internal meetings on behalf of executive(s); establish 
and maintain reference lists/personal contact systems for executive(s). 

• Application of specialist terminology/processes (e.g. aged care funding). 
 
Level 4 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
Employees at Level 4 are required to have completed a Certificate III level qualification (e.g.  
Certificate III in Business Administration) or possess the knowledge, skills and experience 
deemed to be the equivalent by the employer. 
 
Level of Supervision/Responsibility 
 
Work within this level is performed under general supervision, with employees being able to 
prioritise their own work within established policies, guidelines and procedures. Employees 
are expected to exercise their initiative or judgement in the application of these 
policies/guidelines/procedures. Employees at this level are responsible for their own work 
with a substantial level of accountability. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level, in addition to the tasks/duties/skills of a Level 3 employee: 
 

• Secretarial/executive support services which may include the following: maintaining 
executive diary; attending executive/organisational meetings and taking minutes; 
establishing and/or maintaining current working and personal filing systems for 
executive; answering executive correspondence from verbal or written instructions. 

• Able to prepare financial/tax schedules, calculating costings and/or wage and salary 
requirements; completing personnel/payroll data for authorisation; reconciliation of 
accounts to balance. 

• Advising on/providing information on one or more legislative or policy/procedural 
requirements such as superannuation entitlements.  

• Customer contact functions including more specialised functions, such as assessments 
of customers’ needs and provision of detailed and thorough assistance to customers, 
operation of complex computer systems, complex/difficult customer and complaints 
enquiries. 
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Level 5 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
Employees at Level 5 are required to have completed a Certificate IV level qualification (e.g.  
Certificate IV in Business Administration) or possess the knowledge, skills and experience 
deemed to be the equivalent by the employer. 
 
Level of Supervision/Responsibility 
 
Work within this level is performed under broad supervision, with employees being able to 
prioritise their own work within established policies, guidelines and procedures. Employees 
are expected to exercise their initiative or judgement in the application of these 
policies/guidelines/procedures. Employees at this level are responsible for their own work 
with a substantial level of accountability. 
 
Employees at this level are required to assist in formal on-the-job training and day-to-day 
guidance and supervision of lower level employees and are responsible and accountable to 
their immediate supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level, in addition to the tasks/duties/skills of a Level 4 employee: 
 

• Application of computer software packages including the integration of complex word 
processing/desktop publishing, text and data documents. 

• Administer individual salary packaging arrangements, travel expenses, allowances and 
company transport. 

• Provision of on-the-job training and day-to-day guidance and supervision of lower level 
employees. 

 
Level 6 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
Employees at Level 6 are required to have completed a Certificate IV level qualification (e.g. 
Certificate IV in Business Administration) or possess the knowledge, skills and experience 
deemed to be the equivalent by the employer. 
 
Level of Supervision/Responsibility 
 
Work is usually performed under broad direction from more senior management as to work 
priorities and the conduct of tasks. An employee at this level is capable of functioning 
autonomously, and prioritising their own work and the work of others within established 
policies, guidelines and procedures. Employees at this level have a substantial level of 
accountability and responsibility. 
 
Employees may be required to review operations to determine their effectiveness and 
contribute to the development of policy initiatives and business strategies. 
 

Page 100

10791



 

   Page 64 

At this level employees will have supervisory responsibilities for employees reporting to the 
position, including on the job training, work allocation, rostering, guidance and performance 
management. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level, in addition to the tasks/duties/skills of a Level 5 employee: 
 

• Apply knowledge of organisation’s objectives, performance, projected areas of growth, 
product trends and general industry conditions. 

• Provide reports for management in any or all of the following areas: 
o account/financial; 
o staffing; 
o legislative requirements; and 
o other company activities. 

• Administer salary and payroll requirements of the organisation. 
• Responsible for making decisions in relation to specific, complex customer enquiries, 

taking responsibility for the outcomes of customer contact and resolving complex 
situations. 

• Communicate with customers on a regular basis to ensure that services meet their 
needs, issues are addressed in a timely manner and formal comments are dealt with 
professionally and efficiently. 

• Provide leadership and supervision of the day-to-day activities of the staff reporting to 
their position, including work allocation, rostering, guidance, training and performance 
management. 

• Responsible for ensuring that relevant quality and customer service standards of the 
employer are observed. 
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 MAINTENANCE STREAM 10.4
 
Introductory 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
An employee who has less than three months’ work experience in the industry and performs 
basic duties. 
 
No previous experience or training is required. Employees at this level learn and gain 
competency in basic skills required by the employer, which in many cases, would lead to 
progression to Level 1 following their first three months’ employment. 
 
Level of Supervision/Responsibility 
 
Work within this level is performed under close supervision at all times, following established 
routines, methods and procedures without any scope for deviation. Employees at this level 
have no supervisory responsibility and are responsible and accountable to their immediate 
supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level: 
 

• Basic labouring duties  associated  with  gardening  and  general  maintenance  
activities as directed by a supervisor 

 
Level 1 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
Employees at Level 1 require at least 3 months’ relevant work experience upon engagement.  
 
Employees at this level are provided with specific on-the-job training.  
 
Level of Supervision/Responsibility 
 
Work within this level is performed under limited supervision, following established routines, 
methods and procedures with limited scope for deviation. Employees at this level are 
responsible for their own work.  
 
Employees at this level have no supervisory responsibility and are responsible and 
accountable to their immediate supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level: 
 

• Basic labouring duties associated with gardening and general maintenance activities 
including but not limited to: 
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o sweeping 
o hosing  
o garbage collection and disposal   
o keeping  the outside of buildings clean and tidy 
o mowing lawns 
o mulching 
o assisting the higher level maintenance/gardening employees 

• Perform all duties to a high standard of customer service 
• Ensure that for work undertaken the relevant Australian Standards and Regulations are 

observed 
• Comply with health and safety requirements relating to maintenance and gardening 

activities  
• Attend to administrative duties and record keeping associated with tasks 

 
Level 2 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
Employees at Level 2 shall typically perform duties at a skill level which assumes and 
requires knowledge, training and/or experience relevant to the duties to be performed.   
 
Level of Supervision/Responsibility 
 
Work within this level is performed under limited supervision, following established routines, 
methods and procedures and employees are expected to exercise some initiative or 
judgement in the application of these routines/methods/procedures. Employees at this level 
are responsible for their own work.  
 
Employees at this level have no supervisory responsibility and are responsible and 
accountable to their immediate supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level, in addition to the tasks/duties/skills of a Level 1 employee: 
 

• Carry out preventative maintenance tasks such as undertaking visual inspections of 
building, plant and equipment to identify items that require maintenance or repairs 

• Carry out corrective maintenance tasks such as replacing light bulbs, changing tap 
washers, water blasting, etc. 

• Carry out minor repairs to buildings, plant and equipment, such as: 
o Patch and paint 
o Ceiling tile replacement  
o Small repair on floor finish 
o Adjust lock and latch 
o Clean filter 
o Minor toilet repairs 
o Irrigation repairs 
o Re-grouting tiles 

• Carry out gardening activities, such as hedging, pruning, planting out gardens, 
fertilising, etc. 

• Monitor stock levels of consumables and follow process for re-ordering where required 
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• Respond to maintenance issues and complaints in a timely and professional manner 
• Attend to administrative duties and record keeping associated with tasks, including 

management of maintenance requests via the Facilities Maintenance portal. 
 

Level 3 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
Employees at Level 3 are required to have completed a Certificate III level qualification (e.g. 
Certificate III in Engineering, Certificate III in Parks and Gardens) as required by the 
employer. 
 
Level of Supervision/Responsibility 
 
Work within this level is performed under limited supervision, following established policies, 
guidelines and procedures and employees are expected to exercise some initiative or 
judgement in the application of these routines/methods/procedures. Employees at this level 
are responsible for their own work.  
 
Employees at this level have no supervisory responsibility and are responsible and 
accountable to their immediate supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level, in addition to the tasks/duties/skills of a Level 2 employee: 
 

• Carry out novel maintenance, repairs and/or gardening tasks such as, installing doors 
and associated handles/locks, minor cabinetry works such as fabrication and 
installation of cupboards/shelves, designing garden layouts, etc. 

• Engage, induct and liaise with outside contractors providing maintenance and or 
gardening services 

• Undertake maintenance and/or gardening activities having consideration for the costs 
involved 

• Communicate with customers on a regular basis to ensure that maintenance and 
gardening services meet their needs, issues are addressed in a timely manner and 
formal comments are dealt with professionally and efficiently 

 
Level 4 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
A Level 4 employee is required to have completed a Certificate IV level qualification (e.g. 
Certificate IV in Engineering, Certificate IV in Parks and Gardens) or possess the knowledge, 
skills and experience deemed to be the equivalent by the employer 
 
Level of Supervision/Responsibility 
 
Work within this level is performed under broad supervision, with employees being able to 
prioritise their own work within established policies, guidelines and procedures. Employees 
are expected to exercise their initiative or judgement in the application of these 
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policies/guidelines/procedures. Employees at this level are responsible for their own work 
with a substantial level of accountability. 
 
Employees at this level may assist with the supervision of lower level employees. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level, in addition to the tasks/duties/skills of a Level 3 employee: 
 

• Undertake periodic inspection and maintenance of buildings, plant and equipment in 
accordance with maintenance schedules and procedures and ensuring budget 
requirements are met 

• Undertake the maintenance of the facility’s grounds in accordance with relevant 
garden/landscaping schedules and procedures and ensuring budget requirements are 
met 

• Oversee the maintenance and/or gardening services work performed by outside 
contractors to ensure that the required outcomes are met 

• Undertake the ordering, delivery, stock control process for consumable items used in 
maintenance and gardening activities for area of responsibility 

• Assist more senior employees in budgeting for maintenance and gardening costs in 
relation to area of responsibility 

• Engage with relevant stakeholders regarding maintenance/gardening activities within 
area of responsibility 

• For area of responsibility, undertake the procurement processes required, such as 
obtaining quotes, purchase orders, organising for invoices to be approved for payment, 
etc. 

• Assist in coordinating and directing the work of staff performing maintenance and/or 
gardening duties 

 
Level 5 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
A level 5 employee is required to hold a Certificate IV level qualification (e.g. Certificate IV in 
Engineering) or possess the equivalent knowledge, skills and experience deemed to be the 
equivalent by the employer. 
 
Level of Supervision/Responsibility 
 
Work is usually performed under broad direction from more senior management as to work 
priorities and the conduct of tasks. An employee at this level is capable of functioning 
autonomously, and prioritising their own work and the work of others within established 
policies, guidelines and procedures. Employees at this level have a substantial level of 
accountability and responsibility. 
 
Employees may be required to review operations to determine their effectiveness and 
contribute to the development of policy initiatives and business strategies. 
 
At this level employees will have supervisory responsibilities for employees reporting to the 
position, including on the job training, work allocation, rostering, guidance and performance 
management. 
 

Page 105

10796



 

   Page 69 

Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level, in addition to the tasks/duties/skills of a Level 4 employee: 
 

• Manage the periodic inspection and maintenance of buildings, plant and equipment in 
accordance with maintenance schedules and procedures and ensuring budget 
requirements are met 

• Manage the maintenance of the facility’s grounds in accordance with relevant 
garden/landscaping schedules and procedures and ensuring budget requirements are 
met 

• Manage the ordering, delivery, stock control process for consumable items used in 
maintenance and gardening activities 

• Undertake budgeting for maintenance and gardening costs 
• Proactively engage with relevant stakeholders regarding maintenance/gardening 

activities 
• Undertake the procurement processes required, such as obtaining quotes, purchase 

orders, organising for invoices to be approved for payment, etc. 
• Provide leadership and supervision of the day-to-day activities of the maintenance 

services staff, including work allocation, rostering, guidance, training and performance 
management 

 
Level 5 A 
 
Employees shall be classified at Level 5 A where they are classified at Level 5 and they have 
4 or fewer direct reports. 
 
Level 5 B 
 
Employees shall be classified at Level 5 B where they are classified at Level 5 and they have 
5 or more direct reports and/or are responsible for more than one site. 
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 HOTEL SERVICES STREAM 10.5
 
Employees in the hotel services stream undertake their roles at aged care facilities owned or 
operated by the employer or at the employer’s Central Catering Facility or at the 
Maryborough Central Production Kitchen. 
 
Introductory 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
An employee who has less than three months’ work experience in the industry and performs 
basic duties. 
 
No previous experience or training is required. Employees at this level learn and gain 
competency in basic skills required by the employer, which in many cases, would lead to 
progression to Level 1 following their first three months’ employment. 
 
Level of Supervision/Responsibility 
 
Work within this level is performed under close supervision at all times, following established 
routines, methods and procedures without any scope for deviation. Employees at this level 
have no supervisory responsibility and are responsible and accountable to their immediate 
supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level: 
 
Housekeeping 

• Cleaning duties as directed by a supervisor 
• Laundry duties as directed by a supervisor 

 
Food Services 

• Undertake all duties in accordance with the food safety and hygiene legislation, 
regulations and standards, including those specifically relating to the service of food to 
vulnerable persons and other relevant quality and customer service standards of the 
employer 

• Monitoring, cleaning and tidying of areas for which the employee is responsible 
• General cleaning duties within a kitchen, food preparation area, cold and storerooms, 

including the cleaning of cooking and general utensils used in the kitchen 
• General pantry duties including handling, storing and distributing a variety of goods 
• Assembly and preparation of ingredients for cooking 
• Assisting employees who are cooking 
• Preparation of food to meet special dietary requirements 
• Serving food and beverage to customers in line with their dietary profiles 
• Rubbish removal 
• Assisting with receival and dispatch of food, as directed by a supervisor 
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Level 1 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
Employees at Level 1 require at least 3 months’ relevant work experience upon engagement.  
 
Employees at this level are provided with specific on-the-job training.  
 
Level of Supervision/Responsibility 
 
Work within this level is performed under limited supervision, following established routines, 
methods and procedures with limited scope for deviation. Employees at this level are 
responsible for their own work.  
 
Employees at this level have no supervisory responsibility and are responsible and 
accountable to their immediate supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level: 
 
Housekeeping 

• General cleaning, using industrial cleaning chemicals, vacuum cleaners, carpet 
extractors, polishers, cloths, mops, scrubbing brushes, commercial scrubbers or other 
similar products/equipment 

• Cleaning duties using specialised equipment and chemicals for more specialised 
purposes  

• Laundering, pressing/ironing and folding of items such as linen, customers’ garments, 
cleaning/kitchen clothes, mops or garments, utilising washing, drying, extracting, 
pressing, folding or other industrial machines/equipment, as required 

• Collection and distribution of personal effects mistakenly sent to the laundry 
• Completion of necessary administration associated with duties 
• Emptying bins and general removal of non-infectious and infectious items to their 

respective  
 
Food Services 

• Undertake all duties in accordance with the food safety and hygiene legislation, 
regulations and standards, including those specifically relating to the service of food to 
vulnerable persons and other relevant quality and customer service standards of the 
employer 

• Monitoring, cleaning and tidying of areas for which the employee is responsible 
• General cleaning duties within a kitchen, food preparation area, cold and storerooms, 

including the cleaning of cooking and general utensils used in the kitchen 
• General pantry duties including handling, storing and distributing a variety of goods 
• Assembly and preparation of ingredients for cooking 
• Assisting employees who are cooking 
• Preparation of food to meet special dietary requirements 
• Serving food and beverage to customers in line with their dietary profiles 
• Rubbish removal 
• Pick, label, date and dispatch goods in accordance with orders made 
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• Maintain stock levels 
• Ensure all food is stored at the correct areas and temperatures and are the correct 

temperatures prior to dispatch 
• Ensure maintenance and hygiene of all food transport trolleys, containers and transport 

fridges 
• Drive a vehicle of less than 3 ton 

 
Level 2 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
Employees at Level 2 shall typically perform duties at a skill level which assumes and 
requires knowledge, training and/or experience relevant to the duties to be performed.   
 
Level of Supervision/Responsibility 
 
Work within this level is performed under limited supervision, following established routines, 
methods and procedures and employees are expected to exercise some initiative or 
judgement in the application of these routines/methods/procedures. Employees at this level 
are responsible for their own work.  
 
Employees at this level have no supervisory responsibility and are responsible and 
accountable to their immediate supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level: 
 
Food Services 

• Undertake all duties in accordance with the food safety and hygiene legislation, 
regulations and standards, including those specifically relating to the service of food to 
vulnerable persons and other relevant quality and customer service standards of the 
employer 

• Preparation of ingredients for cooking 
• Preparation of food items that don’t require cooking, for example preparation of 

sandwiches and salads 
• Undertake basic cooking of meals and food items, not requiring a trade level 

qualification 
• Assist more senior level cooks and chefs in cooking a range of meals, under their 

general supervision 
• Reheat food as required to prepare meals 
• Freeze and preserve foods, where appropriate 
• Portion, present and serve food 
• Serving food and beverage to customers in line with their dietary profiles 
• Preparation of food to meet special dietary requirements 
• Drive a vehicle of less than 3 ton who is required to hold a first aid certificate 
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Level 3 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
Employees at Level 3 are required to have completed a Certificate III level qualification (e.g. 
for Food Services, Certificate III in Commercial Cookery) or possess the knowledge, skills 
and experience deemed to be the equivalent by the employer. 
 
Level of Supervision/Responsibility 
 
Work within this level is performed under limited supervision, following established policies, 
guidelines and procedures and employees are expected to exercise some initiative or 
judgement in the application of these routines/methods/procedures. Employees at this level 
are responsible for their own work.  
 
Employees at this level have no supervisory responsibility and are responsible and 
accountable to their immediate supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level: 
 
Food Services 

• Undertake all duties in accordance with the food safety and hygiene legislation, 
regulations and standards, including those specifically relating to the service of food to 
vulnerable persons and other relevant quality and customer service standards of the 
employer 

• Preparation of ingredients for cooking 
• Preparation of food items that don’t require cooking, for example preparation of 

sandwiches and salads 
• Engage in a variety of trade level activities such as cooking, baking, butchering, pastry 

cooking and/or setting up of an on-site kitchen 
• Reheat  food as required to prepare meals 
• Freeze and preserve foods, where appropriate 
• Portion, present and serve food 
• Preparation of food to meet special dietary requirements 
• Driver of vehicle 3 ton and over 

 
Level 4 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
Employees at Level 4 in Housekeeping and Food Services employees involved in dispatch 
shall typically perform duties at a skill level which assumes and requires knowledge, training 
and/or experience relevant to the duties to be performed.   
 
Employees at Level 4 in Food Services, except for employees involved in dispatch, are 
required to have completed a Certificate IV level qualification (e.g. for Food Services, 
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Certificate IV in Commercial Cookery) or possess the knowledge, skills and experience 
deemed to be the equivalent by the employer. 
 
Level of Supervision/Responsibility 
 
Work within this level is performed under general supervision, with employees being able to 
prioritise their own work within established policies, guidelines and procedures. Employees 
are expected to exercise their initiative or judgement in the application of these 
policies/guidelines/procedures. Employees at this level are responsible for their own work 
with a substantial level of accountability. 
 
Housekeeping Employees and Food Services employees involved in dispatch at this level 
have supervisory responsibilities for employees reporting to the position, including on the job 
training, work allocation, rostering and guidance and performance management. 
 
Food Services Employees at this level, except for employees involved in dispatch, are 
required to assist in on-the-job training and day-to-day guidance and supervision of lower 
level employees and are responsible and accountable to their immediate supervisor. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level: 
 
Housekeeping 

• Responsible for the overall cleanliness of their area of the facility and the operations of 
the laundry 

• General cleaning, using industrial cleaning chemicals, vacuum cleaners, carpet 
extractors, polishers, cloths, mops, scrubbing brushes, commercial scrubbers or other 
similar products/equipment 

• Cleaning duties using specialised equipment and chemicals for more specialised 
purposes  

• Laundering, pressing/ironing and folding of items such as linen, customers’ garments, 
cleaning/kitchen clothes or garments, utilising washing, drying, extracting, pressing, 
folding or other machines/equipment, as required 

• Collection and distribution of personal effects mistakenly sent to the laundry 
• Completion of necessary administration tasks associated with duties 
• Responsible for stock control, including ordering supplies and receiving deliveries 
• Responsible for the distribution and maintenance of cleaning and laundry consumables 

and materials 
• Responsible for dealing with complaints and/or feedback from customers 
• Responsible for work allocation and provision of guidance to other employees and may 

assist in performance management processes 
 
Food Services 

• Undertake all duties in accordance with the food safety and hygiene legislation, 
regulations and standards, including those specifically relating to the service of food to 
vulnerable persons and other relevant quality and customer service standards of the 
employer 

• Responsible for the food services  areas of operation to which they are assigned whilst 
on duty 

• Preparation of ingredients for cooking 
• Preparation of food items that don’t require cooking, for example preparation of 

sandwiches and salads 
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• Engaged in a variety of trade level activities such as cooking, baking, butchering, 
pastry cooking and/or setting up of an on-site kitchen 

• Reheat  food as required to prepare meals 
• Freeze and preserve foods, where appropriate 
• Portion, present and serve food as part of set menus or by request from customers 
• Preparation of food to meet special dietary requirements 
• Assist with ordering and stock control 
• Assist in budgeting for food and labour costs 
• Assist in the supervision and training of lower level employees 

 
Food Services employees involved in dispatch 

• Responsible for the dispatch operations for the area of operations to which they are 
assigned 

• Pick, label and dispatch goods in accordance with orders made 
• Maintain stock levels 
• Ensure all food is stored at the correct temperatures and are the correct temperatures 

prior to dispatch 
• Responsible for the maintenance and hygiene of all food transport trolleys, containers 

and transport fridges 
• Completion of necessary administration tasks associated with duties 
• Responsible for dealing with complaints and/or feedback from customers 
• Responsible for work allocation and provision of guidance to other employees and may 

assist in performance management processes 
 
Level 4 A 
 
Employees shall be classified at Level 4 A where they are classified at Level 4 and they have 
7 or fewer direct reports whilst on duty. 
 
Level 4 B 
 
Employees shall be classified at Level 4 B where they are classified at Level 4 and they have 
8 or more direct reports whilst on duty. 
 
Level 5 
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
A Level 5 employee is required to have completed a Certificate IV level qualification (e.g. for 
Food Services, Certificate IV in Commercial Cookery) or possess the knowledge, skills and 
experience deemed to be the equivalent by the employer. 
 
Level of Supervision/Responsibility 
 
Work within this level is performed under broad supervision, with employees being able to 
prioritise their own work within established policies, guidelines and procedures. Employees 
are expected to exercise their initiative or judgement in the application of these 
policies/guidelines/procedures. Employees at this level are responsible for their own work 
with a substantial level of accountability.  
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Employees at this level have supervisory responsibilities for employees reporting to the 
position, including on the job training, work allocation, rostering and guidance and 
performance management.  
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level: 
 
Food Services 

• Undertake all duties in accordance with the food safety and hygiene legislation, 
regulations and standards, including those specifically relating to the service of food to 
vulnerable persons and other relevant quality and customer service standards of the 
employer 

• Responsible for the food services of the area of operation to which they are assigned 
• Preparation of ingredients for cooking 
• Preparation of food items that don’t require cooking, for example preparation of 

sandwiches and salads 
• Engaged in a variety of trade level activities such as cooking, baking, butchering, 

pastry cooking and/or setting up of an on-site kitchen 
• Freeze and preserve foods, where appropriate 
• Portion, present and serve food as part of set menus or by request from customers 
• Preparation of food to meet special dietary requirements 
• Supervising all catering services (food and delivery) during meal services 
• Responsible for ordering and stock control within area of responsibility 
• Responsible for budgeting for food and labour costs within area of responsibility 
• Responsible for work allocation and provision of guidance to other employees and 

assist in recruitment and performance management processes 
• Responsible for dealing with complaints and/or feedback from customers 

 
Level 5 A 
 
Employees shall be classified at Level 5 A where they are classified at Level 5 and they have 
7 or fewer direct reports. 
 
Level 5 B 
 
Employees shall be classified at Level 5 B where they are classified at Level 5 and they have 
8 or more direct reports. 
 
Level 6  
 
Employees shall be classified at this level where the principal characteristics of their 
employment, as determined by the employer, are identified as follows: 
 
Experience 
 
A level 6 employee is required to hold a Certificate IV level qualification in Commercial 
Cookery or other relevant discipline or possess the equivalent knowledge, skills and 
experience deemed to be the equivalent by the employer. 
 
Level of Supervision/Responsibility 
 
Work is usually performed under broad direction from more senior management as to work 
priorities and the conduct of tasks. An employee at this level is capable of functioning 

Page 113

10804



 

   Page 77 

autonomously, and prioritising their own work and the work of others within established 
policies, guidelines and procedures. Employees at this level have a substantial level of 
accountability and responsibility. 
 
Employees may be required to review operations to determine their effectiveness and 
contribute to the development of policy initiatives and business strategies. 
 
At this level employees will have supervisory responsibilities for employees reporting to the 
position, including on the job training, work allocation, rostering, guidance and performance 
management. 
 
Typical Tasks or Duties 
 
The tasks/duties/skills listed below are indicative of those which may be performed or used 
by an employee at this level: 
 
Food Services 

• Manage the food preparation, cooking, presentation and serving of palatable and 
nutritious meals and mid-meals to customers, ensuring compliance, menu, dietary and 
budget requirements are met 

• Manage the ordering, delivery, stock control and food storage process for hotel 
services 

• Assist more senior employees in budgeting for food and labour costs for hotel services 
• Communicate with customers on a regular basis to ensure that catering services meet 

their needs, issues are addressed in a timely manner and formal comments are dealt 
with professionally and efficiently 

• Provide leadership and supervision of the day-to-day activities of the hotel services 
staff, including work allocation, rostering, guidance, training and performance 
management 

• Responsible for ensuring that the food safety and hygiene regulations and standards, 
including those specifically relating to the service of food to vulnerable persons are 
observed 

• Responsible for ensuring that relevant quality and customer service standards of the 
employer are observed 

 
Level 6 A 
 
Employees shall be classified at Level 6 A where they are classified at Level 6 and they have 
7 or fewer direct reports. 
 
Level 6 B 
 
Employees shall be classified at Level 6 B where they are classified at Level 6 and they have 
8 or more direct reports. 
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 ALLIED HEALTH STREAM 10.6
 
Employees shall be classified at a particular classification level where the principal 
characteristics of their employment, as determined by the employer, are identified as set out 
in the classification level. 
 
Level 1 - Allied Health Assistant  
 
An Allied Health Assistant at this level is a person employed under the supervision of an 
Allied Health Professional who is required to assist with therapeutic and program related 
activities.  
 
An employee engaged as this level is required to hold a minimum of a Certificate III in Allied 
Health Assistance or other relevant qualification deemed acceptable by the employer. 
 
Indicative tasks performed at this level include, but are not limited to: 

• Preparing customers for treatment 
• Assisting in customer treatment, therapeutic activities, retraining programs according to 

the care plan that has been prescribed by an Allied Health Professional, being aware of 
the background diagnosis and precautions 

• Supervising activities and exercises of customers individually or in groups under the 
direction of the Allied Health Professional 

• Providing assistance in therapy where two or more people are required for safety; 
assist with customer positioning/manual handling 

• Reporting any change in behaviour or performance of customers 
• Acting as escort to customers requiring supervision/assistance in a facility or 

community care environment 
• Assisting with customer intake, e.g. collect referrals, enter data 
• Preparing treatment space/room for next customer 
• Preparing or making aids/devices for therapy under the supervision of the Allied Health 

Professional 
• Updating and maintaining resources 
• Assisting with cleaning of therapy aids and equipment ensuring all equipment is safe 

and functional 
• Booking, confirming and re-scheduling appointments 
• Collecting data for monitoring quality improvement or statistical purposes 
• Assisting with ordering and/or purchasing of supplies and materials including 

stationary, stock and non-stock items 
• Other administrative duties as required 

 
Level 2 - Allied Health Assistant 
 
An Allied Health Assistant at this level, in addition to the knowledge, skills and experience 
required of a Level 1 Allied Health Assistant will be expected to undertake a more complex 
multi-dimensional role, such as supporting more than one allied health discipline, working 
under limited supervision or exercising skills that require higher clinical skills. 
 
An employee engaged as this level is required to hold a minimum of a Certificate IV in Allied 
Health Assistance or other relevant qualification deemed acceptable by the employer. 
 
In addition to the indicative tasks performed by a Level 1 Allied Health Assistant, indicative 
tasks performed at this level include, but are not limited to: 
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• Assisting the Allied Health Professional by undertaking customer care/clinical tasks 
specific to one more or more disciplines within their scope of practice under the 
guidance of the relevant Allied Health Professional. For example: 

o Under the guidance of a Physiotherapist, prepare for and guide the 
customers to complete the hydrotherapy program according to prescribed 
treatment plan and assist the customer after the hydrotherapy session. 

o Under the guidance of an Occupational Therapist, implement self care 
retraining programs as prescribed by the supervising Occupational 
Therapist. 

o Under the guidance of a Dietician, participate in risk screening including 
malnutrition screening and other relevant screening programs and identify 
and report factors that place patients at nutritional and hydration risk. 

• Assisting with the organisation of groups, prepare and conduct or co-facilitate group 
activities. 

• Assisting in the development of customer handouts/developing education resources. 
• Assisting in the sourcing and ordering of equipment and resources as delegated by the 

Allied Health Professional. 
 
Level 3 - Allied Health Professional 
 
This level is the entry level for new graduates with a qualification below degree level who 
meet the requirement to practise as a health professional (where appropriate in accordance 
with their professional association’s rules and be eligible for membership of their professional 
association) or such qualification as deemed acceptable by the employer.  
 
Positions at level 3 are regarded as entry level Allied Health Professionals.  It is also the level 
for the early stages of the career of a health professional, where professional supervision is 
required. Employees are expected to work effectively as a member of a multidisciplinary 
team. 
 
Level 4 - Allied Health Professional 
 
This level is for health professionals with a qualification below degree level who meet the 
requirement to practise as a health professional (where appropriate in accordance with their 
professional association’s rules and be eligible for membership of their professional 
association) or such qualification as deemed acceptable by the employer and are an 
experienced professional. 
 
An Allied Health Professional at this level works independently and is required to exercise 
independent judgment on routine matters. They may require professional supervision from 
more senior members of the profession or clinical governance team when performing novel, 
complex, or critical tasks. Employees are expected to work effectively as a member of a 
multidisciplinary team. 
  
In addition, an employee at this level:  
 

• may be required to provide professional supervision to Allied Health Assistants; 
• has demonstrated a commitment to continuing professional development and may 

have contributed to workplace education through provision of seminars, lectures or in-
services; 

• may be actively involved in quality improvement activities or research; and 
• contributes to the evaluation and analysis of guidelines, policies and procedures 

applicable to their clinical/professional work and may be required to contribute to the 
supervision of discipline specific students. 
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Level 5 – Allied Health Professional  
 
This level is the entry level for new graduates who hold a degree or higher level qualification 
who meet the requirement to practise as a health professional (where appropriate in 
accordance with their professional association’s rules and be eligible for membership of their 
professional association) or such qualification as deemed acceptable by the employer.  
 
Positions at level 5 are regarded as entry level Allied Health Professionals.  It is also the level 
for the early stages of the career of a health professional, where professional supervision is 
required. Employees are expected to work effectively as a member of a multidisciplinary 
team. 
 
Level 6 - Allied Health Professional 
 
This level is for health professionals who hold a degree or higher level qualification and are 
an experienced professional. 
 
An Allied Health Professional at this level works independently and is required to exercise 
independent judgment on routine matters. They may require professional supervision from 
more senior members of the profession or clinical governance team when performing novel, 
complex, or critical tasks. Employees are expected to work effectively as a member of a 
multidisciplinary team. 
 
In addition, an employee at this level:  
 

• may be required to provide professional supervision to Allied Health Assistants; 
• has demonstrated a commitment to continuing professional development and may 

have contributed to workplace education through provision of seminars, lectures or in-
services; 

• may be actively involved in quality improvement activities or research; and 
• contributes to the evaluation and analysis of guidelines, policies and procedures 

applicable to their clinical/professional work and may be required to contribute to the 
supervision of discipline specific students. 

 
Level 7 - Allied Health Professional 
 
This level is for health professionals who hold a degree or higher level qualification and 
possess significant experience as a professional. 
 
An Allied Health Professional at this level would be experienced and be able to 
independently apply professional knowledge and judgment when performing novel, complex, 
or critical tasks specific to their discipline. Employees are expected to work effectively as a 
member of a multidisciplinary team. At this level health professionals will have additional 
responsibilities. 
 
An employee at this level: 
 

• works in an area that requires high levels of specialist knowledge and skill as 
recognised by the employer; 

• is actively contributing to the development of professional knowledge and skills in their 
field of work as demonstrated by positive impacts on service delivery, positive referral 
patterns to area of expertise and quantifiable/measurable improvements in health 
outcomes; 

• is performing across a number of recognised specialties within a discipline; 
• may be required to provide professional supervision to less experienced health 

professionals and Allied Health Assistants; 
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• may be required to plan and implement care plans for customers with complex clinical 
needs; 

• may be accountable for allocation and/or expenditure of resources and ensuring 
targets are met and is responsible for ensuring optimal budget outcomes for their 
customers and communities; 

• may be responsible for providing regular feedback and appraisals for senior staff to 
improve health outcomes for customers and for maintaining a performance 
management system; and 

• is responsible for providing support for the efficient, cost effective and timely delivery of 
services. 
 

Level 8 - Allied Health Professional 
 
This level is for health professionals who hold a degree or higher level qualification and 
possess significant experience as a professional. 
 
An Allied Health Professional at this level would be experienced and be able to 
independently apply professional knowledge and judgment when performing novel, complex, 
or critical tasks specific to their discipline. Employees are expected to work effectively as a 
member of a multidisciplinary team.  
 
In addition to the responsibilities of a Level 7 Allied Health Professional, a key focus of this 
level is the supervision of other health professionals, both professionally and from a general 
management perspective. 
 
List of Allied Health Professionals 
 
The following is the list of Allied Health Professionals covered by this classification structure: 
 

• Chiropractor 
• Counsellor 
• Dietician 
• Diversional Therapist 
• Exercise Physiologist 
• Masseur, Remedial 
• Music Therapist 
• Occupational Therapist 
• Physiotherapist 
• Podiatrist 
• Psychologist 
• Social Worker 
• Speech Pathologist 
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 APPENDIX C – REFERENCE WAGE RATES FOR THE PURPOSES  PART 11.
OF CLAUSE 5.1 

     

Group First Full pay period 
after the Agreement 
Commences 

First Full pay period 
on, or nearest to, the 
1st year anniversary 
of the first payment 

First Full pay period 
on ,or nearest to, the 
2nd year anniversary 
of the first payment 

G1P1 $19.7074 $20.2001 $20.7051 
G1P2 $20.3557 $20.8646 $21.3862 
G1P3 $21.3267 $21.8598 $22.4063 
G2P1 $21.5716 $22.1109 $22.6637 
G2P2 $21.9284 $22.4766 $23.0385 
G2P3 $22.7378 $23.3062 $23.8889 
G3P1 $23.5167 $24.1046 $24.7072 
G3P2 $24.2457 $24.8518 $25.4731 
G3P3 $24.8603 $25.4818 $26.1188 
G4P1 $25.7778 $26.4223 $27.0828 
G4P2 $25.8524 $26.4987 $27.1612 
G4P3 $28.2860 $28.9931 $29.7179 
G5P1 $28.7344 $29.4528 $30.1891 
G5P2 $29.0724 $29.7992 $30.5442 
G5P3 $29.7486 $30.4923 $31.2546 
G6P1 $30.0187 $30.7692 $31.5384 
G6P2 $33.1367 $33.9652 $34.8143 
G6P3 $35.5102 $36.3979 $37.3079 
G7P1 $36.0589 $36.9603 $37.8843 
G7P2 $36.6859 $37.6031 $38.5431 
G7P3 $38.3299 $39.2882 $40.2704 
G8P1 $38.5881 $39.5528 $40.5416 
G8P2 $41.3070 $42.3397 $43.3982 
G9P1 $45.9585 $47.1075 $48.2851 
G10P1 $48.2608 $49.4673 $50.7040 
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 APPENDIX D – WAGE RATES PART 12.
 
NURSING STREAM 
 
Agreement 
Classification 

First Full pay 
period after the 
Agreement 
Commences 

First Full pay 
period on, or 
nearest to, the 1st 
year anniversary of 
the first payment 

First Full pay 
period on, or 
nearest to, the 2nd 
year anniversary of 
the first payment 

Assistant in Nursing 
3rd year and 
thereafter $21.3267 $21.8598 $22.4063 

Experienced (the 
holder of a 
relevant Certificate 
III qualification) 

$22.7378 $23.3062 $23.8889 

Enrolled Nurse 
Pay point 2 $24.7200 $25.3380 $25.9715 
Pay point 3 $25.7778 $26.4223 $27.0828 
Pay point 4 $25.8524 $26.4987 $27.1612 
Pay point 5 $28.2860 $28.9931 $29.7179 
Registered Nurse 
Level 1 
Pay point 1 $29.2710 $30.0027 $30.7528 
Pay point 2 $30.0187 $30.7692 $31.5384 
Pay point 3 $33.1367 $33.9652 $34.8143 
Pay point 4 $35.5102 $36.3979 $37.3079 
Level 2 
Pay point 1 $36.8992 $37.8217 $38.7673 
Pay point 2 $38.5881 $39.5528 $40.5416 
Pay point 3 $41.3070 $42.3397 $43.3982 
Level 3 
Pay point 1 $43.8985 $44.9960 $46.1209 
Pay point 2 $44.9285 $46.0517 $47.2030 
Pay point 3 $45.9585 $47.1075 $48.2851 
Level 4 
Grade 1 $48.2608 $49.4673 $50.7040 
Grade 2 $49.2134 $50.4437 $51.7048 
Grade 3 $50.1610 $51.4150 $52.7004 
Nurse Practitioner 
1st year $48.2608 $49.4673 $50.7040 
2nd year $49.2134 $50.4437 $51.7048 

 
 
 
 
 

Page 120

10811



 

                                        Page 84 

CARE SERVICES STREAM 
 
Agreement 
Classification 

First Full pay period 
after the Agreement 
Commences 

First Full pay period 
on, or nearest to, the 
1st year anniversary 
of the first payment 

First Full pay period 
on, or nearest to, the 
2nd year anniversary 
of the first payment 

Level 1 A $19.1683 $19.6475 $20.1387 
Level 1 B $19.7142 $20.2071 $20.7122 
Level 2 A 
Pay point 1 $20.3116 $20.8194 $21.3399 
Pay point 2 $20.4558 $20.9672 $21.4914 
Pay point 3 $20.5485 $21.0622 $21.5888 
Level 2 B 
Pay point 1 $20.4970 $21.0094 $21.5347 
Pay point 2 $20.6515 $21.1678 $21.6970 
Pay point 3 $20.7545 $21.2734 $21.8052 
Level 3 
Pay point 1 $20.8060 $21.3262 $21.8593 
Pay point 2 $21.4240 $21.9596 $22.5086 
Pay point 3 $22.0935 $22.6458 $23.2120 
Level 4 
Pay point 1 $24.3080 $24.9157 $25.5386 
Pay point 2 $25.2350 $25.8659 $26.5125 
Pay point 3 $25.7500 $26.3938 $27.0536 
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ADMINISTRATION STREAM 
 
Agreement 
Classification 

First Full pay period 
after the Agreement 
Commences 

First Full pay period 
on, or nearest to, the 
1st year anniversary 
of the first payment 

First Full pay period 
on, or nearest to, the 
2nd year anniversary 
of the first payment 

Introductory $18.9520 $19.4258 $19.9114 
Level 1 
Pay point 1 $19.7245 $20.2176 $20.7231 
Pay point 2 $20.1056 $20.6082 $21.1234 
Pay point 3 $20.4970 $21.0094 $21.5347 
Level 2 
Pay point 1 $20.5485 $21.0622 $21.5888 
Pay point 2 $20.6515 $21.1678 $21.6970 
Pay point 3 $20.7545 $21.2734 $21.8052 
Level 3 
Pay point 1 $20.8060 $21.3262 $21.8593 
Pay point 2 $21.1150 $21.6429 $22.1839 
Pay point 3 $21.4240 $21.9596 $22.5086 
Level 4 
Pay point 1 $21.4755 $22.0124 $22.5627 
Pay point 2 $22.0935 $22.6458 $23.2120 
Pay point 3 $22.6085 $23.1737 $23.7531 
Level 5 
Pay point 1 $22.6600 $23.2265 $23.8072 
Pay point 2 $23.3810 $23.9655 $24.5647 
Pay point 3 $24.1020 $24.7046 $25.3222 
Level 6 
Pay point 1 $24.3080 $24.9157 $25.5386 
Pay point 2 $25.2350 $25.8659 $26.5125 
Pay point 3 $25.7500 $26.3938 $27.0536 
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MAINTENANCE STREAM 
 
Agreement 
Classification 

First Full pay period 
after the Agreement 
Commences 

First Full pay period 
on, or nearest to, the 
1st year anniversary 
of the first payment 

First Full pay period 
on, or nearest to, the 
2nd year anniversary 
of the first payment 

Introductory $18.9520 $19.4258 $19.9114 
Level 1 
Pay point 1 $19.7245 $20.2176 $20.7231 
Pay point 2 $20.1056 $20.6082 $21.1234 
Pay point 3 $20.4970 $21.0094 $21.5347 
Level 2 
Pay point 1 $20.5485 $21.0622 $21.5888 
Pay point 2 $20.6515 $21.1678 $21.6970 
Pay point 3 $20.7545 $21.2734 $21.8052 
Level 3 
Pay point 1 $20.8060 $21.3262 $21.8593 
Pay point 2 $21.1150 $21.6429 $22.1839 
Pay point 3 $21.4240 $21.9596 $22.5086 
Level 4 
Pay point 1 $22.6600 $23.2265 $23.8072 
Pay point 2 $23.3810 $23.9655 $24.5647 
Pay point 3 $24.1020 $24.7046 $25.3222 
Level 5 
A 
Pay point 1 $24.3080 $24.9157 $25.5386 
Pay point 2 $24.5655 $25.1796 $25.8091 
Pay point 3 $24.9260 $25.5492 $26.1879 
B 
Pay point 1 $25.0290 $25.6547 $26.2961 
Pay point 2 $25.3895 $26.0242 $26.6748 
Pay point 3 $25.7500 $26.3938 $27.0536 
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HOTEL SERVICES STREAM 
 
Agreement 
Classification 

First Full pay period 
after the Agreement 
Commences 

First Full pay period 
on, or nearest to, the 
1st year anniversary 
of the first payment 

First Full pay period 
on , or nearest to, 
the 2nd year 
anniversary of the 
first payment 

Introductory $18.9520 $19.4258 $19.9114 
Level 1 
Pay Point 1 $19.7245 $20.2176 $20.7231 
Pay Point 2 $20.1056 $20.6082 $21.1234 
Pay Point 3 $20.4970 $21.0094 $21.5347 
Level 2 
Pay Point 1 $20.5485 $21.0622 $21.5888 
Pay Point 2 $20.6515 $21.1678 $21.6970 
Pay Point 3 $20.7545 $21.2734 $21.8052 
Level 3 
Pay Point 1 $20.8060 $21.3262 $21.8593 
Pay Point 2 $21.1150 $21.6429 $22.1839 
Pay Point 3 $21.4240 $21.9596 $22.5086 
Level 4 
A 
Pay Point 1 $22.2171 $22.7725 $23.3418 
Pay Point 2 $22.3098 $22.8675 $23.4392 
Pay Point 3 $22.4025 $22.9626 $23.5366 
B    
Pay Point 1 $22.4334 $22.9942 $23.5691 
Pay Point 2 $22.5158 $23.0787 $23.6557 
Pay Point 3 $22.6085 $23.1737 $23.7531 
Level 5 
A 
Pay Point 1 $23.3810 $23.9655 $24.5647 
Pay Point 2 $23.5046 $24.0922 $24.6945 
Pay Point 3 $23.6385 $24.2295 $24.8352 
B 
Pay Point 1 $23.6900 $24.2823 $24.8893 
Pay Point 2 $23.8960 $24.4934 $25.1057 
Pay Point 3 $24.1020 $24.7046 $25.3222 
Level 6 
A 
Pay Point 1 $24.3080 $24.9157 $25.5386 
Pay Point 2 $24.5655 $25.1796 $25.8091 
Pay Point 3 $24.9260 $25.5492 $26.1879 
B 
Pay Point 1 $25.0290 $25.6547 $26.2961 
Pay Point 2 $25.3895 $26.0242 $26.6748 
Pay Point 3 $25.7500 $26.3938 $27.0536 
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ALLIED HEALTH STREAM 
 

Agreement 
Classification 

First Full pay 
period after the 
Agreement 
Commences 

First Full pay period 
on, or nearest to, the 
1st year anniversary 
of the first payment 

First Full pay period on, 
or nearest to, the 2nd 
year anniversary of the 
first payment 

Allied Health Assistant 
Level 1 
Pay point 1 $20.8060 $21.3262 $21.8593 
Pay point 2 $21.6815 $22.2235 $22.7791 
Pay point 3 $22.5570 $23.1209 $23.6989 
Level 2  
Pay point 1 $22.6600 $23.2265 $23.8072 
Pay point 2 $23.2780 $23.8600 $24.4564 
Pay point 3 $23.7930 $24.3878 $24.9975 
Allied Health Professional 
Level 3 
Pay point 1 $24.3080 $24.9157 $25.5386 
Pay point 2  $24.8230 $25.4436 $26.0797 
Pay point 3 $25.3380 $25.9715 $26.6207 
Pay point 4  $25.8530 $26.4993 $27.1618 
Pay point 5  $26.6770 $27.3439 $28.0275 
Pay point 6 $27.6040 $28.2941 $29.0015 
Level 4  
Pay point 1 $27.8100 $28.5053 $29.2179 
Pay point 2 $28.7370 $29.4554 $30.1918 
Pay point 3 $29.8700 $30.6168 $31.3822 
Pay point 4 $31.0030 $31.7781 $32.5725 
Level 5  
Pay point 1 $31.1060 $31.8837 $32.6807 
Pay point 2 $33.1367 $33.9652 $34.8143 
Pay point 3 $35.5102 $36.3979 $37.3079 
Level 6  
Pay point 1 $36.0589 $36.9603 $37.8843 
Pay point 2 $36.6859 $37.6031 $38.5431 
Pay point 3 $38.3299 $39.2882 $40.2704 
Level 7  
Pay point 1 $38.5881 $39.5528 $40.5416 
Pay point 2 $41.3070 $42.3397 $43.3982 
Level 8  
Pay point 1 $45.9585 $47.1075 $48.2851 
Pay point 2  $50.1610 $51.4150 $52.7004 
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 APPENDIX E - APPRENTICES PART 13.
 
This Appendix E applies only to Cooking and Gardening Apprentices.  
 

  COOKING APPRENTICES 13.1
 
An employee apprenticed in the cooking trade will be paid the percentage of the Level 3 rate 
of the Hotel Services Stream set out in the following table: 
 

Year of 
apprenticeship 

% of Level 3 rate of the Hotel 
Services Stream for 

apprentices who have not 
completed year 12 

% of Level 3 rate of the Hotel 
Services Stream for 

apprentices who have 
completed year 12 

1st year 55 55 
2nd year 65 65 
3rd year 80 80 

4th year 95 95 

 
 GARDENING APPRENTICES 13.2

 
An employee apprenticed in the gardening and landscaping trade will be paid the 
percentage of the Level 3 rate of the Maintenance Stream set out in the following table: 
 

Year of 
apprenticeship 

% of Level 3 rate of the 
Maintenance Stream for 

apprentices who have not 
completed year 12 

% of Level 3 rate of the 
Maintenance Stream for 
apprentices who have 

completed year 12 
1st year  50 55 
2nd year  60 65 
3rd year  75 75 
4th year  95 95 

 
 ADULT APPRENTICES  13.3

 
 The minimum rate for an adult apprentice who commenced on or after 1 (a)

January 2014 and is in the first year of their apprenticeship must be 80% of 
the minimum wage for Level 3 of the Hotel Services Stream or Maintenance 
Stream, or the rate prescribed by clause 13.1 or 13.2 for the relevant year of 
the apprenticeship, whichever is the greater. 

 
 The minimum rate for an adult apprentice who commenced on or after 1 (b)

January 2014 and is in the second and subsequent years of their 
apprenticeship must be the rate for the lowest relevant adult classification in 
Appendix C or Appendix D or the rate prescribed by the relevant 
apprenticeship clause 13.1 or 13.2 for the relevant year of the apprenticeship, 
whichever is the greater. 

 
 A person employed by an employer under this award immediately prior to (c)

entering into a training agreement as an adult apprentice with that employer 
must not suffer a reduction in their minimum wage by virtue of entering into 
the training agreement, provided that the person has been an employee in 
that enterprise for at least six (6) months as a full time employee or twelve 
(12) months as a part time or regular and systematic casual employee 
immediately prior to commencing the apprenticeship. For the purpose only of 
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fixing a minimum wage, the adult apprentice must continue to receive the 
minimum wage that applies to the classification specified in Appendix C or 
Appendix D in which the adult apprentice was engaged immediately prior to 
entering into the training agreement. 

 
 APPRENTICE CONDITIONS OF EMPLOYMENT  13.4

 
 Except as provided in this clause or where otherwise stated, all conditions of (a)

employment specified in this Agreement apply to apprentices.  
 

 Where an apprentice is required to attend block release training for training (b)
identified in or associated with their training contract, and such training 
requires an overnight stay, the Employer must pay for the excess reasonable 
travel costs incurred by the apprentice in the course of travelling to and from 
such training. Provided that this clause will not apply where the apprentice 
could attend an alternative Registered Training Organisation (RTO) and the 
use of the more distant RTO is not agreed between the Employer and the 
apprentice. 

 
 For the purposes of clause 13.4(b) above, excess reasonable travel costs (c)

include the total costs of reasonable transportation (including transportation of 
tools where required), accommodation costs incurred while travelling (where 
necessary) and reasonable expenses incurred while travelling, including 
meals, which exceed those incurred in travelling to and from work. For the 
purposes of this subclause, excess travel costs do not include payment for 
travelling time or expenses incurred while not travelling to and from block 
release training.  

 
 The amount payable by the Employer under clause 13.4(b) may be reduced (d)

by an amount the apprentice is eligible to receive for travel costs to attend 
block release training under a Government apprentice assistance scheme. 
This will only apply if an apprentice has either received such assistance or the 
Employer has advised them in writing of the availability of such assistance.  

 
 All training fees charged by an RTO for prescribed courses and the cost of all (e)

prescribed textbooks (excluding those textbooks which are available in the 
employer’s technical library) for the apprenticeship, which are paid by an 
apprentice, shall be reimbursed by the Employer within six months of the 
commencement of the apprenticeship or the relevant stage of the 
apprenticeship, or within three months of the commencement of the training 
provided by the RTO, whichever is the later, unless there is unsatisfactory 
progress.  

 
 The Employer may meet its obligations under clause 13.4(e) by paying any (f)

fees and/or cost of textbooks directly to the RTO.  
 

 An apprentice is entitled to be released from work without loss of continuity of (g)
employment and to payment of the appropriate wages to attend any training 
and assessment specified in, or associated with, the training contract. 

 
 Time spent by an apprentice in attending any training and/or assessment (h)

specified in, or associated with, the training contract is to be regarded as time 
worked for the Employer for the purposes of calculating the apprentice’s 
wages and determining the apprentice’s employment conditions. This 
subclause operates subject to the provisions of Clause 13.5. 
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 No apprentice will, except in an emergency, work or be required to work (i)
overtime or shiftwork at times which would prevent their attendance at training 
consistent with their training contract. 

 
 SCHOOL-BASED APPRENTICES 13.5

 
 This clause applies to school-based apprentices. A school-based apprentice (a)

is a person who is undertaking an apprenticeship in accordance with this 
clause while also undertaking a course of secondary education. 
 

 A school-based apprenticeship may be undertaken in the trades covered by (b)
this Agreement under a training agreement or contract of training for an 
apprentice declared or recognised by the relevant State or Territory authority. 

 
 The relevant minimum wages for full time junior and adult apprentices (c)

provided for in this Agreement, calculated hourly, will apply to school-based 
apprentices for total hours worked including time deemed to be spent in off-
the-job training. 

 
 For the purposes of clause (c), where an apprentice is a full time school (d)

student, the time spent in off-the-job training for which the apprentice must be 
paid is 25% of the actual hours worked each week on-the-job. The wages 
paid for training time may be averaged over the semester or year. 

 
 A school-based apprentice must be allowed, over the duration of the (e)

apprenticeship, the same amount of time to attend off-the-job training as an 
equivalent full time apprentice. 

 
 For the purposes of this clause, off-the-job training is structured training (f)

delivered by a Registered Training Organisation separate from normal work 
duties or general supervised practice undertaken on the job. 

 
 The duration of the apprenticeship must be as specified in the training (g)

agreement or contract for each apprentice but must not exceed six (6) years. 
 

 School-based apprentices progress through the relevant wage scale at the (h)
rate of twelve (12) months progression for each two years of employment as 
an apprentice or at the rate of competency-based progression, if provided for 
in this Agreement. 

 
 The apprentice wage scales are based on a standard full time apprenticeship (i)

of four (4) years (unless the apprenticeship is of three years duration) or 
stages of competency based progression, if provided for in this Agreement. 
The rate of progression reflects the average rate of skill acquisition expected 
from the typical combination of work and training for a school-based 
apprentice undertaking the applicable apprenticeship. 

 
 If an apprentice converts from school-based to full time, the successful (j)

completion of competencies (if provided for in this Agreement) and all time 
spent as a full time apprentice will count for the purposes of progression 
through the relevant wage scale in addition to the progression achieved as a 
school-based apprentice. 

 
 School-based apprentices are entitled pro rata to all of the other conditions in (k)

this Agreement.  
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 APPENDIX F - PROTECTED CONDITIONS FOR EMPLOYEES EMPLOYED PART 14.
PRIOR TO THE COMMENCMENT OF THE 2015 AGREEMENT  
(2013 AGREEMENT ENTITLEMENTS) 

 
Note – The following clause numbering is referenced from the RSL Care Enterprise Agreement 2013 

 
6.1 ANNUAL LEAVE 

 
 All employees (other than casual) are entitled to five (5) weeks annual leave, (a)

per each completed year of service with RSL Care. 
 

 Employees on continuous shift work, where an employee works a (b)
combination of shifts across the full twenty-four (24) hour period over seven 
(7) days per week, over more than (three) 3 months; are entitled to six (6) 
weeks annual leave for each completed year of service with RSL Care. 
 

 For periods of less than twelve (12) months completed service, entitlements (c)
shall be calculated on a pro rata basis. 
 

 Such annual leave shall be exclusive of any statutory holiday, which may (d)
occur during the period of that annual leave. 
 

 RSL Care can require employees to take annual leave by giving not less than (e)
fourteen (14) days’ notice of the time when such leave is to be taken. 
 

 Accumulated annual leave hours will be credited to employees upon the (f)
completion of each four (4) week period of service with the employer. 
 

 RSL Care believes that it is important that all employees take annual leave on (g)
a regular basis to ensure employees are sufficiently rested and have the 
opportunity to balance work, family and recreational interests. 
 

 Employees can take annual leave at a time that is mutually agreed, taking into (h)
account the operational requirements of the workplace. 
 

 RSL Care will not unreasonably refuse the taking of annual leave. (i)
 

 Annual leave shall be paid at the employee’s applicable ordinary rate of pay (j)
plus the applicable annual leave loading in accordance with clause 6.1.4 
Annual Leave Loading. 

 
6.1.4 Annual Leave Loading 
 

 All shift workers (who are regularly rostered to work outside 6am to 6pm (a)
Monday to Friday or as defined in 6.1(b) or employees who are regularly 
rostered to work on weekends) will be paid an annual leave loading of 17.5% 
of their ordinary pay on a maximum of five (5) weeks accrued annual leave 
per annum.  
 

 All other employees will be paid an annual leave loading of 17.5% of their (b)
ordinary pay on a maximum of four (4) weeks per annum (i.e. 14% on 5 
weeks accrued annual leave).  
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 Employees may request the payment of the whole of their annual leave to be (c)
taken, to be paid on the pay day prior to commencing leave, or alternatively to 
be paid each fortnight throughout the employees period of leave. 

 
 Clause 6.1.4 (a) entitlements apply from the 16 March 2011 and are not (d)

retrospective on any accruals prior to this date. 
 

6.7 LONG SERVICE LEAVE 
 

 Employees will be entitled to long service leave accruing at the rate of one (1) (a)
week for each year of continuous service and a proportional amount for an 
incomplete year of service. 
 

 On completing seven (7) years continuous service, all full time employees will (b)
be entitled and encouraged to take long service leave accrued. 
 

 Part time employees accrue long service leave on a pro rata basis. (c)
 

 If employees have completed seven (7) years continuous service and they (d)
end employment with RSL Care, for reasons other than serious misconduct, a 
pro rata entitlement will be paid. 

 
 Casual employees, who are regularly employed in casual engagements, will (e)

be entitled to pro rata long service leave based on the average hours worked.  
If employees have a break of three (3) months or more between engagements 
/ employment this will constitute the end of the service entitlement for the 
purposes of long service leave. 
 

 By agreement between the employee and RSL Care in writing, all or part of (f)
an employee’s long service leave may be cashed out after seven (7) years 
continuous service. 
 

 RSL Care can request employees to take long service leave by giving three (g)
(3) months’ notice to employees; however, RSL Care prefers employees to 
plan and discuss the appropriate time for the taking of such leave with the 
employee’s Manager. 
 

 Employees can take their long service leave in whole or part however, a (h)
minimum of four (4) weeks is considered necessary to enjoy the benefit and 
meet the purpose for which long service leave is provided.  Payment for long 
service leave shall be based on the ordinary rate of pay, which the employee 
is receiving at the date of taking leave or terminating from RSL Care. 
 

 Long Service Leave shall be paid at the employee’s applicable ordinary rate (i)
of pay. 
 

 Clause (f) will not apply to employees employed in New South Wales in (j)
respect to cashing out of Long Service Leave. This is consistent with the Long 
Service Leave Act 1955 – NSW. 
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Signed for and on behalf of the Queensland Nurses Union of Employees and the 
Australian Nursing and Midwifery Federation 

Signature 
en~ .. k·J.'.\.J ... .. ~ · · · ·· · · · · · ····· · · ....... ...... . 

Name .. . Beth Mohle ..... ... .. ..... ... ... .... ... . 

Title ... Secretary .. ..... .... .... .. . .. ... .. .. .. . . 

Address 1 06 Victoria Street. .. .... .. ... ... ... ... . 

West End Old 4101 .... ...... ... ... . .. 

Date ~4' .. ~ .?. :. ~9.1.~ .. ... ... ....... . 

Witness 

Signature ... ... 12. .: .. ~ ...... ....... ... . 
Name ... ... l< .~.v.ir\ .... &. ~ .. ....... . 
Title ...... f. .~·.~. ~Y!..i. ?0. ... 9.!4. (ij 

Oat~ ....... ~~.f .. t.~) . !S: .. ... .... ........ . 
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Signed for and on behalf of the Queensland Nurses Union of Employees and the 
Australian Nursing and Midwifery Federation 

Signature .. ~ ... .... .... ... . ... . ... .. 

Name ... Beth Mehle .... ..... ... ................ . 

Title .. . Secretary .... .. ... .. ......... ..... .. ... . 

Address 106 Victoria Street ............. · .. ..... .. 

West End Qld 41 01 .. . ...... .. ....... . 

Date ~4' .. ~ .? :.~~-~.~ ............... . 

Witness 

Signature ...... 72..: .. ~ ....... .... .... .. 
Name ... ... 1<.~ .V. !!\ .. .. &. ~ ......... . 
Title ...... :f..~~. ~tr.-.~ 0 ... 9.f.4. (ij 

Date ....... ~~.t .. 1J./ .. !.5: ..... ... ......... . 
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employment will continue with the employer. A limited term employee 
shall be subject to the termination provision of this Agreement as set 
out in clause 3. 6. 

6. Clause 3.6.5 (Abandonment of Employment) of the Agreement will not be applied and 
therefore will have no effect. 

7. Clause 4.1.6(d) will be replaced by the following clause:-

(d) Where an employee requests a roster change and it is not operationally 
viable for the employer to provide those rostered hours at another time 
within the roster period, the employee will be required to work the original 
rostered hours. If the employee is unable to work the original rostered 
hours the employee shall forego those hours, even where that would result 
in the employee working less than the minimum hours for that roster 
period. 

this q 1"K 

Signed for and on behalf of RSL Care Limited 

... --~--~~ .................. . Sig~~t~· ~(A~th~;d Representative 

.. · .. P.A.~ ~~ ('/_ ..... f.~.~~~~ ............ . 
Name of Authorised Representative 

(BLOCK LETTERS) 

. N-. T.c. N.G. .. -~-~ '·~ f. f~F!!.':{ .. qff.t.~~ 
Title of Authorised Representative 

... ~/:: .#.. '::Y~~ .A'!P':J.~ I. ~L:~~-~ ~(2;0/C 
Address of Authorised Representative 

q \chentwm\4986061\rsl-01-005\00356003 doc 

day of MA~Gr\ 2016 

......... ~ ..................... . 
Signature of Witness 

. ..... ?h:~--:.'.£:~ .... &.(. ~""'!. : ...... .... . . 
Name of Witness 

(BLOCK LETTERS) 
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Model consultation term  Schedule 2.3 

   

 
 

 

 Fair Work Regulations 2009 115 

 

Schedule 2.3—Model consultation term 
(regulation 2.09) 
   

Model consultation term 

 (1) This term applies if the employer: 

 (a) has made a definite decision to introduce a major change to 

production, program, organisation, structure or technology in 

relation to its enterprise that is likely to have a significant 

effect on the employees; or 

 (b) proposes to introduce a change to the regular roster or 

ordinary hours of work of employees. 

Major change 

 (2) For a major change referred to in paragraph (1)(a): 

 (a) the employer must notify the relevant employees of the 

decision to introduce the major change; and 

 (b) subclauses (3) to (9) apply. 

 (3) The relevant employees may appoint a representative for the 

purposes of the procedures in this term. 

 (4) If: 

 (a) a relevant employee appoints, or relevant employees appoint, 

a representative for the purposes of consultation; and 

 (b) the employee or employees advise the employer of the 

identity of the representative; 

the employer must recognise the representative. 

 (5) As soon as practicable after making its decision, the employer 

must: 

 (a) discuss with the relevant employees: 

 (i) the introduction of the change; and 

 (ii) the effect the change is likely to have on the employees; 

and 

 (iii) measures the employer is taking to avert or mitigate the 

adverse effect of the change on the employees; and 

Federal Register of Legislative Instruments F2014C00008

Page 135

10826



Schedule 2.3  Model consultation term 

   

 
 

 

116 Fair Work Regulations 2009  

 

 (b) for the purposes of the discussion—provide, in writing, to the 

relevant employees: 

 (i) all relevant information about the change including the 

nature of the change proposed; and 

 (ii) information about the expected effects of the change on 

the employees; and 

 (iii) any other matters likely to affect the employees. 

 (6) However, the employer is not required to disclose confidential or 

commercially sensitive information to the relevant employees. 

 (7) The employer must give prompt and genuine consideration to 

matters raised about the major change by the relevant employees. 

 (8) If a term in this agreement provides for a major change to 

production, program, organisation, structure or technology in 

relation to the enterprise of the employer, the requirements set out 

in paragraph (2)(a) and subclauses (3) and (5) are taken not to 

apply. 

 (9) In this term, a major change is likely to have a significant effect on 

employees if it results in: 

 (a) the termination of the employment of employees; or 

 (b) major change to the composition, operation or size of the 

employer’s workforce or to the skills required of employees; 

or 

 (c) the elimination or diminution of job opportunities (including 

opportunities for promotion or tenure); or 

 (d) the alteration of hours of work; or 

 (e) the need to retrain employees; or 

 (f) the need to relocate employees to another workplace; or 

 (g) the restructuring of jobs. 

Change to regular roster or ordinary hours of work 

 (10) For a change referred to in paragraph (1)(b): 

 (a) the employer must notify the relevant employees of the 

proposed change; and 

 (b) subclauses (11) to (15) apply. 

 (11) The relevant employees may appoint a representative for the 

purposes of the procedures in this term. 

Federal Register of Legislative Instruments F2014C00008
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 Fair Work Regulations 2009 117 

 

 (12) If: 

 (a) a relevant employee appoints, or relevant employees appoint, 

a representative for the purposes of consultation; and 

 (b) the employee or employees advise the employer of the 

identity of the representative; 

the employer must recognise the representative. 

 (13) As soon as practicable after proposing to introduce the change, the 

employer must: 

 (a) discuss with the relevant employees the introduction of the 

change; and 

 (b) for the purposes of the discussion—provide to the relevant 

employees: 

 (i) all relevant information about the change, including the 

nature of the change; and 

 (ii) information about what the employer reasonably 

believes will be the effects of the change on the 

employees; and 

 (iii) information about any other matters that the employer 

reasonably believes are likely to affect the employees; 

and 

 (c) invite the relevant employees to give their views about the 

impact of the change (including any impact in relation to 

their family or caring responsibilities). 

 (14) However, the employer is not required to disclose confidential or 

commercially sensitive information to the relevant employees. 

 (15) The employer must give prompt and genuine consideration to 

matters raised about the change by the relevant employees. 

 (16) In this term: 

relevant employees means the employees who may be affected by 

a change referred to in subclause (1). 

Federal Register of Legislative Instruments F2014C00008
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

REPLY WITNESS STATEMENT OF LYN COWEN 

 

I  Lyn Cowen, Personal Care Worker (PCW), of  

, state as follows: 

1. I am a witness in these proceedings.  

2. I have previously provided a statement in respect of these proceedings, dated 31 March 2021 

(“my first statement”). 

3. I now provide the following information in addition to my first statement.  

 

Impact of COVID-19 

4. In my first statement I made reference to a number of measures taken by Bolton Clark to 

ensure the safety of its residents during the COVID-19 outbreak.  

5. Since this time Bolton Clark has introduced further measures which have had a profound 

impact on both clients and staff.  

6. I repeat and rely on my first statement and say that as a Personal Care Worker (PCW), I visit 

various clients at their residence. This means I visit clients at their home and support them 

with daily activities and tasks they require. 

7. As a result of the COVID-19 outbreak, I have had to be very careful when travelling from one 

resident’s home to another, to lessen the spread of COVID-19, and, to protect clients from 

getting sick.   

8. Some of the additional measures that Bolton Clarke has introduced as a result of COVID-19, 

and, which affect me as a PCW are set out below. 

Questionnaire 

9. I am required to ask clients a set of questions before entering their home to ascertain their 

level of risk, and, in particular, whether they are exhibiting signs and symptoms of COVID-19 

or are at risk of contracting COVID-19 . These questions include: 

“Have you recently returned from overseas travel in the last 14 days; 
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Have you been in contact with a person confirmed sick with COVID-19; and 

Do you have any symptoms in the last 14 days, for example, fever, cough, runny nose, 

shortness of breath or any other symptoms”. 

10. I will normally ask the screening questions over the phone just before attending the client’s 

home, or if they have difficulty using a phone, from behind the client’s door.  

11. As a PCW, I can visit a client’s home more than once a day, or more commonly several times 

a week.  

12. Every time I visit a client, regardless of the length of time I spend with them, I have to ask the 

screening question. This can make clients frustrated. For example, sometimes, when a client 

sees me approaching their door, they will pre-empt the questions and say: 

“No, I haven’t been overseas;  

No, I haven’t been in contact with someone with COVID-19; and  

No, I don’t have any symptoms of COVID-19”.  

13. Bolton Clark has prepared a document which provides clear and decisive steps I have to take, 

depending on how the client responds to the screening questions.  

14. The document states that if a client responds ‘no’ to all the questions, I am allowed to enter 

the property.  

15. If a client answers ‘yes’ to any of the screening questions, I am not permitted to enter the 

client’s home, and, I am required to notify my supervisor.  

16. The supervisor is then required to consider, for example: 

(a) whether the client’s doctor should be contacted;  

(b) whether to speak with the client about their care needs to determine whether 

the assistance sought it urgent; 

(c) whether the client should have a Rapid Antigen Test (RAT) test, or whether 

a RAT or Polymerase Chain Reaction (PCR) test should be arranged for the 

client; or 

(d) if the RAT test is negative, whether it’s safe to enter the property wearing 

appropriate PPE, ensuring that test results are noted in the client’s file; or 
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17. The effectiveness of the questionnaire to keep me safe is highly dependent on client’s 

answering questions truthfully. I believe some clients don’t respond to the questions truthfully, 

because they don’t want to be alone or need help performing personal care or routine tasks. 

Personal Protective Equipment (PPE) 

18. Bolton Clark has introduced various changes to PPE to minimise the spread of COVID-19. 

Changes in directives to PPE are informed by the Bolton Clarke offices in New South Wales 

or Victoria. For example, If there is a major outbreak in New South Wales or Victoria, Bolton 

Clarke introduces changes, which also impact Northern Queensland where I am located.  

19. When there are COVID-19 outbreaks in New South Wales or Victoria, we were required to 

wear more PPE, including: 

(a) disposable masks; 

(b) gloves;  

(c) disposable gown;  

(d) eye protection; and  

(e) a face shield.  

20. When we leave a client’s home, we are  required to remove and discard, usually in the client’s 

rubbish bin, the disposable masks, gloves and gown. The only items we don’t dispose of are 

the goggles and face shields. We need to thoroughly disinfect the goggles and face shield, 

using special wipes, before our next client appointment.    

21. The process of changing PPE between one client and another takes approximately 10-15 

minutes.  If I have to visit 8 residents in one day, I can spend over 1.5 hours changing PPE. 

The requirement to change PPE between appointments, means I spend less time with each 

client.  

22. We  also encourage clients to wear a mask but can’t force them to.  

23. At a bare minimum, at all other times, when there is no COVID-19 outbreak, we are required 

to:  

(a) wear a disposable face mask;  

(b) wear gloves when performing personal care activities; and  

(c) practice physically distancing.  
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These practices may continue after COVID-19. 

24. I  consider it extremely difficult to wear a mask whilst performing my duties. For example, 

when I wear the mask, I experience:  

(a) fatigue;  

When I wear the mask for prolonged periods, I am constantly breathing in my 

exhaled air over and over again, which makes me feel dizzy and fatigued.  

(b) difficulty breathing; and  

When I wear the mask, I am required to cover both my mouth and nose. This 

makes it difficult to breathe because the air I breath out is at body 

temperature, and my mask traps in all the heat.  

(c) headaches. 

Wearing the mask all day sometimes gives me headaches. I’m not sure if his 

is because I’m not getting enough oxygen.  

Cleaning and disinfecting 

25. As a result of COVID-19 we are told to routinely clean and disinfect all surfaces of our car, 

when we are transporting clients to, and from appointments or social gatherings. This includes 

wiping down the console compartment, the car gear stick, the door handles and the car door  

(both inside and out). I had to learn how to do this as it was not part of my duties prior to 

COVID-19.  

26. Due to the significant amount of routine cleaning of surfaces, I frequently need to buy my own 

cleaning supplies. While Bolton Clarke’s main office does have a stockpile of cleaning 

products, it is in Rockhampton, almost 35 minutes away from where I live. It is often easier to 

just buy my own cleaning products.   

27. The frequent handwashing and use of sanitiser to fend off COVID-19 also leaves my hands 

dry and sore.  

28. When I have back to back appointments, I will eat while travelling. Occasionally, while eating 

with my hands, I’ll get a small taste of hand sanitizer. I think by now, I know the taste of all the 

different hand sanitisers. If you have never tasted hand sanitiser, it tastes bad.  

Impact of PPE 

29. Most clients don’t like the PPE, because the mask and shield impact on my speech clarity.  
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30. It is hard enough having to communicate with clients who have difficulties communicating, but 

it becomes near to impossible with all the additional PPE. I have had to learn to use non-

verbal cues or behaviours to communicate with clients, especially with those clients who lip 

read. 

31. Poor visibility and hearing with PPE can also make some residents afraid and anxious. I 

attempt to normalise the way I appear to clients by reiterating why I wear the PPE.  

32. I also find that when I wear the facemask and shield, I have to pay closer attention to client’s 

questions and concerns, and respond in a slower, clearer and louder manner.  It has required 

me to learn new ways of communicating and adapt to these challenges. 

33. The clients also find it uncomfortable when I bathe them using gloves.  At times, the gloves 

catch on skin tags or hair, which can be painful. I have to use extra care and move more 

slowly around sensitive or vulnerable areas to try and stop this from happening. 

34. I also use my gloves to change bedding, because there might be saliva on the bed sheets, 

and I don’t know how long the bacteria virus survives on soft surfaces.  

 

Training 

35. All staff at Bolton Clarke have been provided with specific COVID-19 training, including: 

(a) how to don (put on) and doff (take off) each PPE component; and  

(b) how to practice good hand hygiene. 

36. The training is by video through an application called ‘Bridge Learning’, which all staff can 

access through their phones.  

37. Bolton Clarke also constantly circulates COVID-19 updates, which we are required to read. 

The constant changes  makes complying with, and interpreting the changes confusing and a 

real challenge.  

Impact on residents 

38. The COVID-19 pandemic has taken a toll on many of my clients and their families. One of the 

hardest things during the height of the pandemic was kids and adult children having little or 

no contact with their parents and grandparents.  

39. When I would visit my clients they would often say to me things like: 

“I haven’t seen my grandchildren in so long”. 

“I really miss my daughter”. 
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“They can’t see me because they don’t want to make me sick”. 

“If I pass away with it, they will feel guilty”. 

40. I would need to keep client’s positive by saying things like: 

“it’s not going to happen to you”. 

“You’re family will be here”. 

“The pandemic will pass”. 

41. It makes me sad to hear that clients are lonely or are still missing out on seeing their loved 

ones. Residents should not have to feel like they are living in a prison. The reality is that family 

members can visit their loved ones, provided they take the necessary precautions, such as 

wearing a face mask and adhering to social distancing guidelines. 

42.  One of my many duties as a PCW is to transport clients to, and from various medical 

appointments and leisure activities, like shopping.  

43. There was a period, where PCWs were told not take clients out into the community.  

44. When these restrictions were in place, some residents did face anxiety because they felt 

alone.  

45. My job was really to check in on them and to help them understand the need for the restrictions 

and the practice of social distancing.  

46. To help my clients feel involved and less lonely, I would take them out for long drives. Whilst 

many of my clients were quite happy to go for a car ride, some insisted on keeping the 

windows up, just in case the virus was airborne.  

47. I was, and still am required to disinfect and clean my car every time I transport a client.  

Family members 

48.  At the height of the pandemic, it was difficult for a lot of family members and adult children to 

be away from their parents and grandparents.   

49. Many adult children also encouraged their parents to stay home as they were more 

susceptible to a fatality if they contracted COVID-19.  

50. When we were unable to take our client’s shopping, we informed their family members to buy 

groceries or clothing for them.  
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51. Generally, if a family member has a question or concern about their loved ones, they call 

Bolton Clarke directly and speak to one of the supervisors. The supervisors will then contact 

us if they need specific information about a client’s care.  

 

52. During the pandemic, and even now many family members contact me to check up on their 

loved ones. For example, previously, my supervisor contacted me and said:  

  “Hi 

   Is Flo okay, is she doing well. have her daughter on the line”.  

53. I am required to provide my supervisor a detailed and accurate answer to any family enquiry 

she is unable to answer. . I rarely speak to the client’s family members directly. 

Staffing levels 

54. During the height of the COVID-19 pandemic, there were various staff shortages.  

55. Staff were unable to work if they experienced symptoms of COVID-19. Staff were required to 

isolate until they returned a negative PCR or RAT test.  

56. I remember some days feeling physically and emotionally burnt out after working additional 

long shifts, with little breaks in between travel to appointments. For example, some days I 

could start at 7 am and finish at 5:45 pm in the evening.  

57. Other days, resident’s would cancel their appointments because they were concerned about 

contracting COVID-19.  

 

Technology 

58. I understand that some witnesses on behalf of employer groups have given evidence that the 

introduction of technology in certain areas, has made the job of a PCW easier.  

59. I do not agree that this is the case. 
 

60. While we do have technology to keep record of client notes, this has not necessarily made 

my job easier.  

61. Similarly, whilst we have technology to help lift clients, in practice this means we perform more 

lifts. Also, we still perform a lot of manual work, for example; 

(a)  getting a client in and out of a car;  

(b)  in and out of a chair; and 

10835



 

 

(c) in and out of a shower.   

62. There are many situations where a client may need assistance or may need to lean on you 

when performing certain activities. In those situations I just have to adapt. There isn’t always 

a piece of equipment for every situation.  

 

 

LYN COWEN 

Date:  

 

 

 

19.04.2022
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SCHEDULE A - EMPLOYMENT CLASSIFICATIONS 

This Schedule contains the following employment classifications and definitions: 

I. GENERAL EMPLOYMENT CLASSIFICATIONS
II.
III. HEALTH PROFESSIONAL EMPLOYEE CLASSIFICATIONS
IV. CLERICAL EEMPLOYMENT CLASSIFICATIONS

_________________________________________________________________________ 

GENERAL EMPLOYMENT CLASSIFICATIONS 

The classification criteria in this schedule provide guidelines to determine the appropriate classification level of 
employees covered in this Agreement. In determining the appropriate classification level, consideration must be 
given to both the characteristics and typical duties/skills.  

The characteristics are the primary guide to classification as they indicate the level of: 

basic knowledge,

comprehension of issues, problems and procedures required; and

the level of supervision or accountability of the position.

The totality of the characteristics must be read as a whole to obtain a clear understanding of the essential 
features of any particular level and the competency required.  

The typical duties/skills are: 

a non-exhaustive list of duties/skills that may be comprehended within the particular level.

an indicative guide only and at any particular level employees may be expected to undertake duties of
any level lower than their own.

Employees at any particular level may perform/utilise one such duty/skill, or many of them, depending on the 
particular work allocated. 

The following employment classifications and definitions apply to this Agreement, these definitions are a generic 
summary of the duties involved for each position at Southern Cross Care (NSW & ACT). Please refer to the 
corresponding position description for a more detailed description of the duties involved: 
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1.1 CARE SERVICE EMPLOYEES 

Care Services Employee means a person who is required to provide care in accordance with Southern Cross Care 
(NSW & ACT) philosophy of care and the competency requirements, as directed across the streams i.e. care, 
support and maintenance. This may include the duties associated with the provisions of Home Care to Home Care 
Clients or those associated with providing care within a Residential Facility or Independent Living. 

1.2 Home Care 

Home Care Employee New Entrant 

Qualifying period and training. This is a Trainee level, which applies to new employees 
experience in the industry or less than 250 hours experience in Home Care but without previous relevant 
experience in personal care delivery.  

New entrants employed prior to the date of approval of this agreement whose rate of pay is above the new 
entrant rate of pay within this agreement will have that rate of pay preserved until such time as they are 
reclassified to a position above that of a New Entrant.  

An employee at this level must have basic written and verbal communication skills and basic computer skills. The 
employer shall provide training and the employee shall work under general supervision.  

At the end of a period of six months or 250 hours employment, whichever is first completed, employees who 
have satisfactorily completed the requirements of a New Entrant shall progress to Grade 1. 

An opportunity may be given to the employee to be further trained in personal care. An employee trained in 
personal care may progress to Grade 2. Any progression to Grade 2 will be at the discretion of the employer. 

Should an employee at this level not satisfactorily meet the requirements of a New Entrant, he/she shall be 
notified in writing by the employer two weeks prior to the date on which he/she would have proceeded to Grade 
1. 

New entrant means: 

performs basic duties under direct supervision
perform routine functions requiring understanding of clear rules and procedures.
work is performed using established practices, procedures and instructions including compliance with
documentation requirements as determined by SCC.
problems should be referred to a more senior staff member.  Indicative tasks an employee at this level
may perform are as follows:

Indicative but not exclusive tasks include: 

the undertaking of domestic work, including cleaning, vacuuming, dusting, washing and ironing, shopping,
sweeping paths, preparation and cooking of meals, defrosting refrigerators, emptying and cleaning of
commodes;

assisting with banking and account payment, organising appointments, client activities, transporting
clients, assistance with care of pets, and care of indoor and outdoor pot plants.

Employees at this level must comply with documentation requirements as determined by SCC

Indicative, but not exclusive tasks under limited supervision include: 

providing assistance to clients in carrying out simple personal care tasks which shall include but not be
limited to: supervision of daily hygiene e.g. assisting with showers or baths, shaving,; laying out clothes
and assisting in dressing; making beds and tidying rooms; storing clothes and cleaning wardrobes;
assisting with meals.
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Indicative, but not exclusive tasks, under direct supervision include provision of assistance to a higher grade 
employee in attending to the personal care needs of a client. 

Home Care Employee Grade 1 

Means a person who has satisfied the requirements of New Entrant and has progressed to Grade 1 or who is 
appointed to Grade 1 and is not a New Entrant. Employees at this level work under indirect supervision in 
domestic, gardening or maintenance service and in carrying out simple personal care tasks. An employee at this 
level is required to assist the client to do personal care tasks for themselves and assist them maintain 
independence in their own homes. 

Typical Duties: 

the same as New Entrant except the employee has completed the qualifying period and training
necessary to be Grade 1.

Adheres to duty of care principles according to SCC Policy & Procedure Manual and job roles
Assist with meals; as well as social, behavioural support and domestic assistance.
Develops capacity to provide care services to clients that may include personal care, food preparation,
hospital visits, shopping and cleaning,
Gardening and maintenance not requiring trade skills
May assist in organising outings.
Monitor the personal care needs of the clients: this includes but is not limited to medication monitoring.
Applies SCC HEART values approach in own work appropriate to setting.
Under direct supervision, provide assistance to a higher Grade Care Service Employee in attending to the
personal care needs of a client.

Home Care Employee Grade 2 
All home care Grade 2 are paid at Grade 2 Level 2. The typical tasks for an employee, performed under indirect 
supervision, at this Grade are as follows: 

An employee at this level can perform the all the duties of a New Entrant, and Grade 1
Showering/Bathing: all aspects of showering/bathing including assisting with mobility or transferring to
and from shower/bath; assisting or transferring client to commode chair; total bed bath/sponge except
where there are severely limited/uncontrollable body movements or serious comfort/health
consideration.
Toileting:  Helping clients to the toilet; assisting clients to use the toilet by loosening clothing; changing or
assisting clients to change their own incontinence and sanitary pads; assisting clients with bottles and
pans; assisting self-catheterisation by holding mirror or positioning legs.
Placement/removal/emptying/care/cleaning of sheaths and leg baths;  assist with changing collection bag
and cleaning around the insertion site; colostomy and drainage bags; assisting with bowel management;
continual caring of someone with bowel incontinence including washing the person and changing bowel
incontinence pads;
Skin Care:  Application of topical treatment creams to the genital area and other areas and the changing
of wound dressings.
Grooming:  All hair care; nasal and ear care; care of nails; shaving (except where there are uncontrollable
body movements); all dressing/undressing or assistance with dressing/undressing except where there are
severely limited / uncontrollable body movements.
Oral Hygiene:  Assisting clients with their own oral care; care of teeth and dentures for the client.
Medication:  Assisting client with liquid medicines, pills, powders, nasal sprays and eye drops, and
suppositories. Assisting and supporting diabetic clients in the management of their insulin and diet and
recognising the signs of both Hyper and Hypo-Glycaemia.
Transferring/Mobility:  Transferring client in and out of bed/chair/car and assisting with mobility; using
mechanical aids to lift and transfer clients.
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Fitting of Aids/Appliances:  Such as hearing aids, splints and callipers. 
Therapy:  Assisting with therapy in any of the following circumstances:  

o where low grade of assistance is required; 
o where carer/therapist is not in attendance and client is able to take responsibility for the basic 

exercises as per allied health recommendations or carer/therapist is on site; 
o where simple instructions provided by a therapist or senior employee are required rather than 

specialised training knowledge.  
Assistance with Eating:  Assisting with feeding except where There is an assessed risk of choking, 
vomiting or other eating difficulties. 

Home Care Employee Grade 3  
An employee at this level: 

can perform the duties of a New Entrant, Grade 1 and Grade 2 and  
complex needs, as opposed to assisting the client to do for 

environment.  
Grade 3 employees may be involved in on-the-job training of Home Care Employees New Entrants, Grade 
1 and 2 where required.  
Employees at this level will be designated by the employer as having the responsibility for 
leading/mentoring/training and/or supervising the work of others.  

Indicative Tasks 
The indicative tasks for an employee at this Grade are all of the tasks of a New Entrant, Grade 1 or Grade 2 
employee except that an employee at this level will be responsible for the more complex personal care needs of 
clients having regard to whether the client suffers from severely limited/uncontrollable body movements or 
serious comfort/health considerations.  

Home Care Coordinators Grade 4  
Level 1 
An employee at this level may also be called an Assistant Home Care Co-ordinator. 

Accountability and extent of authority -Employees are expected to exercise discretion within standard 
practices and processes, undertaking and implementing quality control measures. Positions in this level 
may provide direction, leadership, administration and rostering of direct care employees. An employee at 
this level is required to work individually with indirect supervision. 
Judgment and decision-making - The objectives of the work are well defined but the particular method; 
process of equipment to be used; must be selected from a range of available alternatives. For employees 
undertaking rostering duties, the process often requires the quantification of the amount of resources 
needed to meet those objectives. 
Specialist knowledge and skills- Employees will be required to plan, direct and train subordinate staff. 
Employees are also required to have a thorough understanding of the relevant technology, procedures 
and processes used within their operating unit. Indicative but not exclusive of the skills required include: 
the manipulation of data e.g. modify fields of information and create spreadsheets; create new forms of 
files or records using a computer based records system; access and extract information from external 
sources e.g. local authorities; roster staff and direct work programs; oversee the work and training of 
lower level employees; provide guidance and counselling; assist in the development of budgets; order 
consumables and routine stock items used in domestic support areas; develop client care plans and 
oversee the provision of domestic services. 
Interpersonal skills - Positions in this level require the ability to gain co-operation and assistance from 
members of the public and other employees in the performance of well defined activities. Employees in 
this level may also be expected to write reports in their field of expertise  
Indicative but not exclusive of the qualifications required in this level is an accredited qualification to the 
position at the level of Certificate III and/or knowledge and skills gained through on-the-job training 
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commensurate with the requirements of the work in this level.  

Level 2 
An employee at this level includes all of the duties of a Home Care Co-ordinator  Grade 1. A position in this level 
has the following characteristics:  

Accountability and extent of authority - Positions in this level may co-ordinate resources and/or give 
support to more senior employees or be engaged in duties of a specialist nature. In positions where the 
prime responsibility is for resource co-ordination, the freedom to act is governed by clear objectives 
and/or budgets with frequent prior consultation with more senior employees and a regular reporting 
mechanism to ensure adherence to plans. Whatever the nature of the position, employees in this level 
are accountable for the quality, effectiveness, cost and timeliness of the programs, projects or work plans 
under their control and for the safety and security of the assets being managed.  Employees with co-
ordination responsibilities are also required to ensure that all employees under their direction are trained 
in safe working practices and in the safe operation of equipment and are made aware of all occupational 
health and safety policies and procedures.  
Judgment and decision-making - In these positions, the objectives of the work are usually well defined 
but the particular method, technology, process or equipment to be used must be selected from a range of 
available alternatives. However, problems in this level are often of a complex or technical nature with 
solutions not related to previously encountered situations and some creativity and originality is required. 
Guidance and counsel may be available within the time available to make a choice. 
Specialist knowledge and skills - Co-ordinators in this level require a thorough understanding of the 
relevant technology, procedures and processes used within their operating unit. Co-ordinators are 
required to have an understanding of the function of the position within its organisational context, 
including relevant policies, regulations and precedents. Positions in this level may provide direction, 
leadership and structured training or on-the-job training to supervised employees or groups of 
employees.  
Management skills - These positions require skills in managing time, setting priorities and planning and 

in the most efficient way possible within the resources available and within a set timetable. The position 
requires an understanding of and ability to implement basic personnel policies and practices including 
those related to equal employment opportunity, occupational health and safety and emp
and development.  
Interpersonal skills - Positions in this level require the ability to gain co-operation and assistance from 
clients, members of the public and other employees in the administration of defined activities and in the 
supervision of other employees or groups of employees. Employees in this level are expected to write 
reports in their field of expertise and to prepare external correspondence of a routine nature.  
Qualifications and experience - The skills and knowledge needed for entry to this level are beyond those 
normally acquired through completion of a TAFE certificate IV or associate diploma alone. They might be 
acquired through completion of a degree or diploma course with little or no relevant work experience, or 
through lesser formal qualifications with relevant work skills, or through relevant experience and work 
skills commensurate with the requirements of work in this level.  

 
1.3 Residential Care 
Care Service Employee New Entrant 
Means an employee with less than 500 hours work experience in this industry. An employee at this level: 

performs basic duties under direct supervision  
perform routine functions requiring understanding of clear rules and procedures.  
work is performed using established practices, procedures and instructions including compliance with 
documentation requirements as determined by SCC.  
problems should be referred to a more senior staff member.  Indicative tasks an employee at this level 
may perform are as follows: 
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Typical Duties  New Entrant - Care Stream: Carry out simple tasks under supervision to assist a higher grade 
Care Service Employee attending to the personal needs of residents. 

Typical Duties  New Entrant  Support Stream (cleaning, kitchen, laundry): General assistance to higher grade 
employees in the full range of domestic duties. 

Typical Duties  New Entrant - Maintenance Stream: General labouring assistance to higher grade employees in 
the full range of gardening and maintenance duties. 
 
Care Service Employee Grade 1  
Means an employee who has 500 hours work experience in the industry or who has or can demonstrate relevant 
prior experience, acceptable to the employer, which enables the employee to work effectively at this level.  A 
Junior Employee (less than 18 years) when classified at this grade may be paid as a new entrant.   
 
Employees at this level: 

Work under limited and/or indirect supervision individually or in a team environment or on sleep-over.   
Work within established guidelines including compliance with documentation requirements as 
determined by SCC.   
Is capable of prioritising work within established guidelines 
Is responsible for work performed with a limited level of accountability 
Possesses sound communications skills 
Requires specific on the job training 
In some situations detailed instructions may be necessary   

 
Indicative tasks an employee at this level may perform are as follows: 

Grade 1 - Care Stream  Residential 
Typical Duties: 

Under limited and/or indirect supervision, develop capacity to provide care services to clients in carrying 
out simple personal care tasks which shall include but not be limited to: assistance with daily living 
activities eg assisting with showers or baths, shaving, ; lay out clothes and assist in dressing; make beds 
and tidy rooms; store clothes and clean wardrobes. 
Assist with meals; as well as social, behavioural support and domestic assistance. 
Employees at this level are expected to adhere to duty of care principles according to Policy & Procedures 
Manual and job role. 
Applies SCC HEART values approach in own work appropriate to setting. Under direct supervision, provide 
assistance to a higher Grade Care Service Employee in attending to the personal care needs of a client. 

Grade 1 - Support Stream (Cleaning, Kitchen, Laundry) 
Typical Duties: 

Performance under limited and/or indirect supervision of the full range of Domestic duties including but 
not limited to: general cleaning of accommodation, food service, and general areas; general waiting, table 
service and clearing duties;  
Assistance in the preparation of food, including the cooking and/or preparation of light refreshments; 
All laundry duties. 

 
Care Service Employee Grade 2 
An employee at this level: 

is capable of prioritising work within established routines, methods and procedures 
is responsible for work performed with a medium level of accountability or direction 
works under limited and/or indirect supervision, either individually or in a team 
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possess sound communication and/or arithmetic skills 
requires specific on the job training and/or relevant skills or training or expertise  
will possess or be working towards a Certificate III in Aged Care or a Certificate III in a similar field 
acceptable to SCC. 

Grade 2 - Care Stream  Residential 
Level One  
An employee at this level may perform typical duties as follows: 

Provide a wide range of personal care services to residents, under limited and/or indirect supervision, in 
accordance with Commonwealth and State Legislative requirements, and in accordance with the 

 
all duties of a Care Stream Residential Level One 
simple, non-complex, wound dressing;  
assist and support residents with medication utilising dosage administration aids;  
implementation of continence programs as identified in the Care Plan;  
attend to routine urinalysis, blood pressure, temperature and pulse checks;  
attend to blood sugar level checks etc and assist and support diabetic residents in the management of 
their insulin and diet, recognising the signs of both Hyper and Hypo-Glycaemia. 
recognise, report and respond appropriately to changes in the condition of residents, within the skills and 
competence of the employee and the policies and procedures of the organisation;  
assist in the development and implementation of resident care plans;  
assist in the development and implementation of programs of activities for residents,  
transferring/mobility - transferring client in and out of bed/chair/car and assisting with mobility; using 
mechanical aids to lift and transfer clients. 
work under the supervision of a Care Service Employee Grade 3 or above, or a Diversional Therapist.  
meet compliance with documentation requirements as determined by SCC 

Level Two   
An employee at this level will: 

be already employed as a CSE 2; 
have worked in the Care Stream for at least 6 months; and 
possess a Certificate III in Individual Support or a Certificate III in a similar field  acceptable to the 
employer 
be assessed as medication competent by an appropriate employee of SCC 

An employee at this level may perform typical duties as follows: 

Provide a wide range of personal care services to residents, under limited and/or indirect supervision, in 
accordance with Commonwealth and State Legislative requirements, and in accordance with the 

 
assist and support residents with medication utilising dosage administration aids;  
all duties of a Care Stream Residential Level One 

Grade 2 - Support Stream (Cleaning, Kitchen, Laundry)  
Typical Duties:  
 

Assist a higher grade worker in the planning, cooking and preparation of the full range of meals. 
Drive a sedan or utility 
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Care Service Employee Grade 3  
Means an employee who holds either a Certificate Level III in Individual Support or other appropriate 
Qualifications/Experience acceptable to the employer and: 

(a) is designated by SCC as having the responsibility for leading and/or supervising the work of others; or 

(b) is required to work individually with minimal supervision and has been designated by the employer as 
having overall responsibility for a particular function within the residential aged care facility. 

Employees at this level: 

May be required to plan, direct, and train staff and  
Assist in the development of budgets.   
Is capable of prioritising work within established routines, methods and procedures 
Is responsible for work performed with a medium level of accountability or direction 
Works under limited and/or indirect supervision, either individually or in a team 
Possess good communication and/or arithmetic skills 
Requires specific on the job training and/or relevant skills or training or expertise  
Will possess or be working towards a Certificate III in Aged Care or a Certificate III in a similar field 
acceptable to SCC.  
An employee who holds appropriate Trade Qualifications and is required to act on them.   

Grade 3 - Care Stream  Residential:  
Typical tasks an employee at this level may perform are as follows: 

Coordinate and direct the work of staff.   
Schedule work programs on a routine and regular basis.   
Develop and implement programs of activities for residents.   
Develop resident care plans. 
Work with an understanding of Accreditation Standards and functioning mechanisms 
Use strategies consistent with the HEART values and appropriate techniques to minimise impact of 
behaviour of concern 
Advocate for clients and support client rights and interests 
Apply an understanding of contemporary issues in aged care such as legal and ethical issues, legislation 
and respect for individual culture, spiritual and religious practices to their own work 
Create an environment which fosters teamwork and client wellbeing  
Comply with documentation requirements as determined by the employer  
May be in the role of Team Leader 

Grade 3 - Support Stream (Cleaning, Kitchen, Laundry) 
Indicative tasks an employee at this level may perform are as follows: 

Responsible for the provision of domestic services  
Responsible for the planning, ordering and preparing of all meals 
Schedule work programs on a routine and regular basis 
Coordinate and direct the work of staff 
Drive a Minibus or Larger Vehicle. 
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Care Service Employee Grade 4  
Grade 4 - Care Stream  Residential Care :  
 
Typical duties include:  

Overall responsibility for the provision of personal care to residents.   
Coordinate and direct the work of staff. 
Schedule work programs. 

Level One:   
An employee who holds a Certificate IV inAgeing Support or other appropriate qualifications/experience 
acceptable to the employer is required to act on them and: 

Is designated by the employer as having the responsibility for leading and/or supervising the work of 
others in excess of that required for a CSE 3; and 
Employees at Grade 4 may be required to exercise any/all managerial functions in relation to the 
operation of the care service and comply with documentation requirements as determined by the 
employer.  
Is capable of functioning semi autonomously and prioritising their own work within establish policies, 
guidelines and procedures 
Works either individually or in a team 
Possess well developed communication, intrapersonal and/or arithmetic skills 
Possesses administrative skills and problem solving abilities 
May be in the role of Deputy Facility Manager 

Level Two:   
An employee at this level must hold the following qualifications, which may be varied from time to time by the 
relevant National Vocational, Education and Training Body: 

a Certificate III in Individual Support ; and 
a Certificate IV in Ageing Support ; and 
Medication module    or  
hold other appropriate qualifications acceptable to the employer. 

Employees at this level may be required to perform the duties of a CSE 4 - Level 1. 
 
An employee who is rostered to deliver medication to residents in residential aged care facilities which 
werepreviously defined as Nursing Homes (as at 31 December 2004) by the Nursing Homes Act 1988 (NSW);  
Care Service Employee Grade 5 
This grade shall only apply to employees having responsibility for supervision of the care service (eg. Facility 
Manager).  An employee who may be required to have and use any additional qualifications than would be 
required for a grade 4 employee.  Employees at this level may be required to exercise any/all managerial 
functions in relation to the operation of the care service and comply with documentation requirements as 
determined by the employer. 
 
1.4 Maintenance 
 
Maintenance Officers 
CSE Grade 1 Maintenance Stream 
Typical duties 

Performance under limited supervision of labouring duties associated with gardening and general 
maintenance activities, including but not limited to: sweeping; hosing; garbage collection and disposal;  
Keeping the outside of buildings clean and tidy; mowing lawns and assisting the gardener in labouring. 
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CSE Grade 2 Maintenance Stream 
Typical duties 

Undertake basic repairs to buildings, equipment, appliances, and similar items not calling for trades skills 
or knowledge.   
Work with and undertake limited coordination of the work of other maintenance workers.  
Where no tradesperson is employed, an employee at this level may be called upon to perform tasks 
falling within the scope of trades skills.   
Perform gardening duties.  Provide advice on planning and plant maintenance.  Attend to indoor plants, 
conduct recycling and re-potting schedules.   
Carry out physical inspections of property and premises and report. 

CSE Grade 3 Maintenance Stream 
Typical duties 

Carry out maintenance, repairs, gardening and other tasks falling within the scope of trades skills.   
Undertake the more complicated repairs to equipment and appliances calling for trades skills.   
Coordinate and direct the work of staff performing gardening duties.   
Schedule work programs on a routine and regular basis 

Maintenance Supervisor -otherwise 
Means an employee who is required to perform maintenance duties as required and has overall responsibility for 
maintenance at the place of employment. 
 
Maintenance Supervisor (Tradesperson)  
Means an employee who has trade qualifications and has overall responsibility for maintenance at the place of 
employment and may be required to supervise other maintenance staff. 
 
Maintenance Supervisor (Otherwise in charge)  
Means an employee who is required to perform maintenance duties as required and who may be required to 
supervise other maintenance staff and has overall responsibility for maintenance at the place of employment. 
 
1.5 Kitchen  
Food Services means a Grade 1 or New Entrant - Support Stream  

 
Cook  means a person who assists the Cook in being responsible for kitchen services including 

ordering, planning and coordinating and supervising others. A person at this level will hold a Food Safety 
Certificate and experience of cooking in a commercial environment.  
 

 means a person who is responsible for kitchen services including ordering, planning and coordinating and 
supervising others. A person at this level will hold a Food Safety Certificate and experience of cooking in a 
commercial environment.  They may also hold or be working towards a Certificate III or IV in Commercial Cookery. 
 
1.6  Pastoral Care 
Pastoral Care Officer means a person who provides spiritual care. An Employee completing Certificate IV in 

Pastoral Care or equivalent and has other appropriate qualifications/experience acceptable to the Employer. The 
Employee is required to act on that qualification/experience and work with minimal supervision.  
 
Pastoral Team Leader means a person who provides spiritual care and in addition supervisors Pastoral Carers 

and Pastoral volunteers and holds a Certificate IV in Pastoral Care Diploma of Ageing and Pastoral Care or other 
appropriate qualifications/experience acceptable to the Employer The Employee is required to act on those 
qualifications/experience and work with minimal supervision. In addition, the pastoral care team leader may be 
responsible for providing spiritual care in residential, independent living units or home care services.  
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1.7 Lifestyle 
Recreational Activities Officer means a person who holds a Certificate III in Aged Care Leisure Studies or other 

relevant training in Recreation and/or Aged Care. The employee is required to ensure the preparation of personal 
activities plans to identify and capture the physical, emotional, spiritual and social needs of individual residents 
and to, monitor the implementation of these plans and regularly review and update them as appropriate.  
 
Lifestyle Officer means a person who holds a Certificate IV in Leisure and Lifestyle or working towards one. The 

employee in consultation with residents and other members of the care team, develops, maintains and 
implements a comprehensive program of activities designed to enhance the quality of life of residents. The 
employee also encourages and motivates residents to be involved in recreational and social activities that 
enhance their psychological, social, emotional and physical wellbeing.  
 
Lifestyle Coordinator  means an employee who holds Certificate IV in Leisure and Lifestyle or Diploma in 

Diversional Therapy and is required to act on them. Employees at this level may be required to plan, direct, and 
train staff and comply with documentation requirements as determined by the employer and assist in the 
development of budgets.  

Indicative tasks an employee at this level may perform are as follows:  
Coordinate and direct the work of staff.  
Schedule work programs on a routine and regular basis.  
Develop and implement programs of activities for residents.  
Develop resident care plans.  

2.  EMPLOYMENT CLASSIFICATIONS 
The following employment classifications and definitions apply to this Agreement: 
 
AIN means a person other than a registered nurse, trainee or enrolled nurse or care service employee who is 
employed in nursing duties in a residential aged care facility. 
 
Nurse includes Registered Nurses, Enrolled Nurses and Assistants in Nursing. 
Student Enrolled Nurse means a person who is being trained to become an enrolled nurse. 
 
Enrolled Nurse (EN) means a nurse enrolled with the Board and is authorised to administer medications. An 
Enrolled Nurse may be required to lead and/or supervise the work of others. 
 
Registered Nurse (RN) means a person registered by the Board as such. 
 
Clinical Nurse Specialist means: 

In residential aged care facilities where there are 250 or more beds: A registered nurse with specific post 
registration qualifications and twelve months experience working in the clinical area of her or his specified 
post registration qualification; or a registered nurse with four years post registration experience in a specific 
clinical area and working in the clinical area of her or his specified post registration experience. 
In residential aged care facilities where there are less than 250 beds: A registered nurse with specific post 
registration qualifications and twelve months experience working in the clinical areas of her or his specified 
post registration qualification. 
 

Clinical Nurse Consultant  means a registered nurse appointed as such to the position, who has had at least five 
years' post registration experience and who has in addition approved post registration nursing qualifications 
relevant to the field in which they are appointed or such other qualifications or experience deemed appropriate 
by the employer. 
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Clinical Nurse Educator means a registered nurse with relevant post registration certificate qualifications or 
experience deemed appropriate by the employer, who is required to implement and evaluate educational 
programmes at the residential aged care facility.  The Clinical Nurse Educator shall cater for the delivery of clinical 
nurse education at the residential aged care facility. The Clinical Nurse Educator may also be responsible for new 
employee orientation at the residential aged care facility.  A nurse will achieve Clinical Nurse Educator status on a 
personal basis by being required by the residential aged care facility to provide the educational programmes detailed 
above.  Nothing in this clause shall affect the role carried out by the Clinical Nurse Specialist as a specialist resource 
and the Clinical Nurse Consultant in the primary role of clinical consulting, researching etc. 
 
Nurse Educator means a registered nurse with a post registration certificate, who has relevant experience or other 
qualifications deemed appropriate by the employer, and who is appointed to a position of Nurse Educator.  A Nurse 
Educator shall be responsible for the development, implementation and delivery of nursing education programmes 
within a residential aged care facility or group of residential aged care facilities. Nurse education programmes shall 
mean courses conducted such as post registration certificates, continuing nurse education, orientation programmes 
including new graduate programmes, post enrolment courses for enrolled nurses and where applicable general staff 
development courses. 
(a) A person appointed to a position of Nurse Educator who holds relevant tertiary qualifications in education or 

tertiary post graduate specialist clinical nursing qualifications shall commence on the 3rd year rate of the salary 
scale. 

(b) A person appointed as the sole nurse educator for a group of residential aged care facilities shall be paid at the 
3rd year rate of the salary scale. 

Incremental progression for Nurse Educators shall be on completion of 12 months satisfactory full-time equivalent 
service, provided that progression shall not be beyond the 3rd year rate unless the person possesses the 
qualifications detailed in paragraphs (a) and (b).  Persons appointed to the 3rd year rate by virtue of those paragraphs 
shall progress to the 4th year rate after completion of 12 months satisfactory full time service. 
 
Nurse Practitioner means a registered nurse appointed as such and who is authorised by the Board, pursuant to 
Section 19A of the Nurses Act 1991, to practice as a Nurse Practitioner. 
 
Deputy Facility Manager (RN) means a registered nurse appointed to assist the Facility Manager / Facility Manager 
(RN) in the management of a Facility and take a shared responsibility for the clinical care of residents when the 
employer deems that assistance is required. An employee at this level will have responsibility for leading and/or 
supervising the work of others. They may be required to exercise managerial functions in relation to the operation of 
the care service. 
 
Facility Manager (RN) means a registered nurse who is appointed in accordance with the requirements of the 
Public Health Act 2010 as being responsible for the overall care of the residents of the facility. Employees at this 
level may be required to exercise any/all managerial functions in relation to the operation of the care service and 
comply with documentation requirements as determined by the employer. The Facility Manager (RN) must hold 
minimum necessary qualifications as required by the Public Health (General) Regulation 2002. 
 
3. HEALTH PROFESSIONAL EMPLOYEE CLASSIFICATIONS 
 
Diversional Therapists shall mean a person who provides, facilitates and co-ordinates group and individual leisure 
and recreational activities. This person must be a graduate from an approved university course which includes: an 
Associate Diploma and Diploma of Applied Science (Diversional Therapy); Bachelor of Applied Sciences (Leisure 
and Health); Bachelor of Applied Science (Diversional Therapy); Diploma or Bachelor of Health Sciences (Leisure 
and Health); an Associate Diploma course in Diversional Therapy; or who has such other qualifications deemed to 
be equivalent (such as a Four-year degree, Masters Degree or PhD). 
 
The classification structure for diversional therapists will be in accordance with the classification structure for 
Health 
pay will be in accordance with the separate pay rates scale for diversional therapists found in Table 1 of Schedule 
B to this Agreement.  
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Other Health Professionals 
 
The following employment classifications and definitions apply to this Agreement
Employment Classifications and include but are not limited to: Physiotherapists, Dieticians and speech 
pathologists and diversional therapists. The rates of pay for therapists other than diversional therapists will be as 
per Table 1 of Schedule B to this Agreement.  
A list of common health professionals which are covered by the definitions is contained in Schedule C - List of 
Common Health Professionals in the Health Professionals and Support Services Award 2010.  
 
Health Professional - level 1  
Positions at level 1 are regarded as entry level health professionals and for initial years of experience.  

This level is the entry level for new graduates who meet the requirement to practise as a health professional 

their professional association) or such qualification as deemed acceptable by the employer. It is also the level for 
the early stages of the career of a health professional.  
 
Health Professional - level 2  
A health professional at this level works independently and is required to exercise independent judgment on 
routine matters. They may require professional supervision from more senior members of the profession or 
health team when performing novel, complex, or critical tasks. They have demonstrated a commitment to 
continuing professional development and may have contributed to workplace education through provision of 
seminars, lectures or in-services. At this level the health professional may be actively involved in quality 
improvement activities or research. 
 
At this level the health professional contributes to the evaluation and analysis of guidelines, policies and 
procedures applicable to their clinical/professional work and may be required to contribute to the supervision of 
discipline specific students.  
 
Health Professional - level 3  
A health professional at this level would be experienced and be able to independently apply professional 
knowledge and judgment when performing novel, complex, or critical tasks specific to their discipline. At this level 
health professionals will have additional responsibilities.  
 
An employee at this level:  

works in an area that requires high levels of specialist knowledge and skill as recognised by the employer;  
is actively contributing to the development of professional knowledge and skills in their field of work as 
demonstrated by positive impacts on service delivery, positive referral patterns to area of expertise and 
quantifiable/measurable improvements in health outcomes;  
may be a sole discipline specific health professional in a metropolitan, regional or rural setting who 
practices in professional isolation from health professionals from the same discipline;  
is performing across a number of recognised specialties within a discipline;  
may be accountable for allocation and/or expenditure of resources and ensuring targets are met and is 
responsible for ensuring optimal budget outcomes for their customers and communities;  
may be responsible for providing regular feedback and appraisals for senior staff to improve health 
outcomes for customers and for maintaining a performance management system; and  
is responsible for providing support for the efficient, cost effective and timely delivery of services.  
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4. CLERICAL & ADMINISTRATIVE EMPLOYEES 
 
Grades:  All employees shall be graded in one of the following grades and informed accordingly in writing within 
14 days of appointment to the position held by the employee and subsequent graded positions. 
 
An employee shall be graded in the grade where the principal function of his or her employment, as determined 
by the employer, is of a clerical nature and is described in this clause.  
 
Clerical & Administrative Employee Grade 1  
An employee at this level: 

may work under direct supervision with regular checking of progress. 
at this grade applies knowledge and skills to a limited range of tasks.  The choice of actions required is 
clear. 
Usually work will be performed within established routines, methods and procedures that are predictable, 
and which may require the exercise of limited discretion. 

Indicative tasks an employee at this level may perform are as follows: 

Information Handling:  Receive and distribute incoming mail; receive and dispatch outgoing mail; collate 
and dispatch documents for bulk mailing; file and retrieve documents 
Communication:  Receive and relay oral and written messages; complete simple forms. 
Enterprise:  Identify key functions and personnel; apply office procedures. 
Technology:  Operate office equipment appropriate to the tasks to be completed; open computer file, 
retrieve and copy data; close files 
Organisational:  Plan and organise a personal daily work routine. 
Team:  Complete allocated tasks. 
Business Financial:  Record petty cash transactions; prepare banking documents; prepare business source 
documents. 

Clerical & Administrative Employee Grade 2 
An employee at this level: 

The employee may work under routine supervision with intermittent checking. 
An employee at this grade applies knowledge and skills to a range of tasks.  The choice of actions 
required is usually clear, with limited complexity in the choice. 
Work will be performed within established routines, methods and procedures, which involve the 
exercise of some discretion and minor decision making. 

Indicative tasks an employee at this level may perform are as follows: 

Information Handling:  Update and modify existing organisational records; remove inactive files; copy 
data on to standard forms. 
Communication:  Respond to incoming telephone calls; make telephone calls; draft simple 
correspondence. 
Enterprise:  Provide information from own function area; re-direct inquiries and/or take appropriate 
follow-up action; greet visitors and attend to their needs. 
Technology:  Operate equipment; identify and/or rectify minor faults in equipment; edit and save 
information; produce document from written text using standard format; shutdown equipment. 
Organisational:  Organise own work schedule; know roles and functions of other employees. 
Team:  Participate in identifying tasks for team; complete own tasks; assist others to complete tasks. 
Business Financial:  Reconcile invoices for payment to creditors; prepare statements for debtors; enter 
payment summaries into journals; post journals to ledger. 
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Clerical & Administrative Employee Grade 3 
An employee at this level: 

The employee may work under limited supervision with checking related to overall progress. 
An employee at this grade may be responsible for the work of others and may be required to co-ordinate 
such work. 
An employee at this grade applies knowledge with depth in some areas and a broad range of skills. 
Usually work will be performed within routines, methods and procedures where some discretion and 
judgement is required. 

Indicative tasks an employee at this level may perform are as follows: 

Information Handling:  Prepare new files; identify and process inactive files; record documentation 
movements. 
Communication:  Respond to telephone, oral and written requests for information; draft routine 
correspondence; handle sensitive inquiries with tact and discretion. 
Enterprise:  Clarify specific needs of client/other employees; provide information and advice; follow-up 
on client/employee needs; clarify the nature of a verbal message; identify options for resolution and act 
accordingly. 
Technology:  Maintain equipment; train others in the use of office equipment; select appropriate media; 
establish document structure; produce documents. 
Organisational:  Co-ordinate own work routine with others; make and record appointments on behalf of 
others; make travel and accommodation bookings in line with given itinerary. 
Team:  Clarify tasks to achieve group goals; negotiate allocation of tasks; monitor own completion of 
allocated tasks. 
Business Financial:  Reconcile accounts to balance; prepare bank reconciliations; document and lodge 
takings at bank; receive and document payment/takings; dispatch statements to debtors; follow up and 
record outstanding accounts; dispatch payments to creditors; maintain stock control records. 

Clerical & Administrative Employee Grade 4 
An employee at this level: 

The employee may be required to work without supervision, with general guidance on progress and 
outcomes sought.  Responsibility for the organisation of the work of others may be involved. 
An employee at this grade applies knowledge with depth in some areas and a broad range of skills. There 
is a wide range of tasks, and the range and choice of actions required will usually be complex. 
An employee at this grade applies competencies usually applied within routines, methods and procedures 
where discretion and judgement is required, for both self and others. 

Indicative tasks an employee at this level may perform are as follows: 

Information Handling:  Categorise files; ensure efficient distribution of files and records; maintain 
security of filing system; train others in the operation of the filing system; compile report; identify 
information source(s) inside and outside the organisation. 
Communication:  Receive and process a request for information; identify information source(s); compose 
report/correspondence. 
Enterprise:  Provide information on current service provision and resource allocation within area of 
responsibility; identify trends in client requirements. 
Technology:  Maintain storage media; devise and maintain filing system; set printer for document 
requirements when various setups are available; design document format; assist and train network users; 
shutdown network equipment. 
Organisational:  Manage diary on behalf of others; assist with appointment preparation and follow up for 
others; organise business itinerary; make meeting arrangements; record minutes of meeting; identify 
credit facilities; prepare content of documentation for meetings. 
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Team:  Plan work for the team; allocate tasks to members of the team; provide training for team 
members. 
Business Financial:  Prepare financial reports; draft financial forecasts/budgets; undertake and document 
costing procedures. 

Clerical & Administrative Employee Grade 5 
An employee at this level: 

The employee may be supervised by professional staff and may be responsible for the planning and 
management of the work of others. 
An employee at this grade applies knowledge with substantial depth in some areas, and a range of skills, 
which may be varied or highly specific. The employee may receive assistance with specific problems. 
An employee at this grade applies knowledge and skills independently and non-routinely. Judgement and 
initiative are required. 

Indicative tasks an employee at this level may perform are as follows: 

Information Handling:  Implement new/improved system; update incoming publications; circulate 
publications; identify information source(s) inside and outside the organisation. 
Communication:  Obtain data from external sources; produce reports; identify need for documents 
and/or research. 
Enterprise:  Assist with the development of options for future strategies; assist with planning to match 
future requirements with resource allocation. 
Technology:  Establish and maintain a small network; identify document requirements; determine 
presentation and format of document and produce it. 
Organisational:  Organise meetings; plan and organise conference. 
Team:  Draft job vacancy advertisement; assist in the selection of staff; plan and allocate work for the 
team; monitor team performance; organise training for team. 
Business Financial:  Administer PAYE salary records; process payment of wages and salaries; prepare 
payroll data. 

Any employee paid on a classification/grade carrying a higher wage rate as at 10 November, 1998 shall have the 
difference between the higher rate and the new agreed grade/rate preserved whilst remaining to undertake the 
duties associated with the classification held prior to the date referred to above. 
Clerks who are paid at a grade above that of Grade 5 as at 10 November, 1998 shall have the difference between 
that grade, inclusive of the 1998 State Wage Case Increase, and the new agreed grade preserved whilst employed 
in a clerical position with their current employer. 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99  

Application to vary or revoke the Aged Care Award 2010 

REPLY WITNESS STATEMENT OF LYNETTE FLEGG 

 

I, Lynette Flegg, of , say as follows:  

1. I am witness in these proceedings.  

 

2. I have previously provided a statement in respect of these proceedings, dated 30 March 2021 

(“my first statement”) 
 

3. I now provide the following information in addition to my first statement.  

Impacts of COVID-19 

4. Marian Nursing Home operated by Southern Cross Care (“Marian”) was required to employ 

changes during the peak of the COVID-19 pandemic.   

 

5. There have been various changes that have affected my role as a Senior Administration 

Officer, which includes:  

a. conducting (“RAT”) tests and temperature checks of visitors and contractors upon 

arrival at Marian; 

b. wiping down high touch surfaces;  

c. sanitising pens and goggles after each use;  

d. wearing personal protective equipment (“PPE”); and  

e. daily posting of exposure sites on all entrance doors, sign in area and in the staff 

room.  

 

6. As I mentioned in my first statement, I do not have a lot of exposure to residents, however in 

those instances where I did go into resident areas I was required to wear full PPE, which 

included:  

a. surgical/N95 masks; 

b. goggles/face shields; 

c. gowns; and 

d. aprons  

 

7. Infection controls such as extra cleaning, hand sanitising stations, alcohol wipes, wiping 

down/sanitising common surfaces after use, temperature checks, and social distancing were 

implemented by Marian during the peak of the COVID-19 pandemic. I had to learn how to do 
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these new tasks properly as I had not done them before and they were part of the rigourous 

infection controls put in place to try and stop COVID-19 coming into Marian. These tasks are 

also time consuming and frequently take me away from performing my regular duties. 

 

8. The following infection control measures have remained in place when there have been less 

COVID-19 cases in the community:  

a. wearing of N95/P2 masks and goggles/face shields; 

b. sanitising stations;  

c. sanitising common surfaces; and 

d. extra cleaning.  

 

9. Earlier this year, Marian was in lockdown for approximately three to four weeks.  This was in 

addition to a 2 week lockdown in September 2021. Both were due to Covid-19 outbreaks at 

the facility. Due to the very high vulnerability of our residents, Marian has also been in 

complete lock down during outbreaks/lockdowns in the general community since Covid-19 

became a health concern. 

 

10. During the lockdown period at Marian, recreational activities, especially those provided by 

external sources, were suspended to ensure the residents’ safety. Recreational staff provided 

one on one support to residents when and where it was needed. Window visits were also 

introduced for relatives who visited regularly.  

 

11. A large percentage of the residents at Marian contracted COVID-19.  

Dealing with family members and complaints  

12. Part of my daily duties includes receiving phone call enquiries from family members. We 

received a great deal of phone calls from concerned family members of COVID-19 infected 

residents.  

 

13. The families of the COVID-19 patients sought frequent updates, some wanted to know if they 

could visit and why they couldn’t whilst others subjected us to verbal and/or written abuse. For 

example, I was subjected to abuse and I recall overhearing several instances of the Facility 

Manager and doctor being abused on the phone and email by a family member residing 

overseas on account of the residents’ COVID-19 care and condition.  

 

14. It was difficult dealing with families during this time. Understandably they were concerned 

about their loved ones in the facility and wanted to see them, it was hard telling them they 

couldn’t. I had to remain calm and explain that the limitations we had in place were designed 

to keep our residents, staff and visitors 
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15. Family members can also make formal complaints by way of email and/or filling out the 

complaints form.  

 

16. The Facility Manager is responsible for dealing with complaints; however, I still receive 

complaints which I then need to forward on to the Facility Manager to deal with.  

Staffing shortage  

17. Unfortunately, we had a large percentage of staff members that also contracted COVID-19, 

which resulted with significant staffing shortages and this directly impacted on my role as 

Senior Administration Officer.  

 

18. As mentioned in my previous statement, I undertake the additional duty of filling in vacant 

shifts. This duty has become more complex, specifically when there are staff shortages due to 

a COVID-19 peak. Carrying out this duty includes:   

 

a. putting together the roster and entering it into the roster program;  

b. placing staff on 12-hour shifts due to shortages; 

c. attempting to acquire agency/relief staff at short notice to fill vacant shifts; and 

d. calculating when individual staff will be able to return to the workplace after testing 

positive for COVID-19 in line with the Public Health Orders (“PHO”). 

 

19. Ensuring that the most up to date rules and directions were applied when rostering staff was 

incredibly challenging as the PHO and directions from Head Office changed rapidly. 

  

20. We also experienced shortages in the office area. I was required to come in and cover for this 

and assume some of the duties of other, more senior roles.  

 

21. Whilst I was not required to formally act in a higher role, I am aware that there were other staff 

members working extra-long hours without extra pay.  

 

22. In addition to staff shortages due to COVID-19, Marian often experiences a high turnover and 

absence rate which negatively affects the shortages already caused by COVID-19. All these 

factors caused extreme amounts of stress to everyone as we had a lot more work to do, with 

fewer people.  

 

23. As a result of work becoming more intense due to understaffing, I was required to adapt and 

use skills like prioritisation, negotiation and computer skills. For example: 

 

a. My computer skills were often called upon. No one else knew how to compile a data 

collection sheet on Excel that would collect information on when staff members went 
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into the staff room and when they left, in case any staff member tested positive for 

COVID-19. There were also a lot of ad hoc tasks that were urgently required that 

needed computer skills that no one else was able to complete. 

 

b. I had to become a good negotiator. Due to staffing shortages, it was extremely 

difficult to find staff that would fill in shifts. As such, I often needed to negotiate with 

staff members to persuade them to come in and fill shifts.  

Additional responsibilities associated with COVID-19 

24. In addition to the responsibilities mentioned in my previous statement at paragraph 28, I have 

had to learn and use a new skill to conduct RATs on all visitors upon entering the workplace.  

Technology  

25. I appreciate that there has been evidence provided by some employer witnesses that new 

technology has been introduced in some areas to make people’s jobs easier.  

 
26. I do not agree with this.  

 
27. At Marian we have had a new technology system set up called My Hub.  

 
28. The staff were provided with training upon implementation however this does not mean that 

they have been able to use the technology.  

 

29. A lot of information from this system flows through to payroll and eventually to the roster 

system used at the facility. 

 

30. My experience working with My Hub has been difficult since it was first implemented. The 

technology is difficult to navigate as it is hard for staff to understand how to enter data in the 

system. Information that is supposed to flow through to the roster system is often late or held 

up by numerous blocks and checks along the way. Very little of this information can be seen 

by administration staff meaning that payroll and/or HR need to be contacted.  

 
31. My Hub has a platform called My Hub Learning where we are required to partake in ongoing 

education for our respective roles. I also have difficulty using this section of the system as it is 

always difficult to ascertain what learning I am required to do.  

 
32. Other new technology including a new doorbell intercom system that was installed and a new 

phone system have proven to be more of a hindrance than a help.  No instructions or training 

were provided after installation, we just had to pick up how to use the new technology and the 

doorbell intercom system malfunctions regularly. Cordless, portable DECT phones which 
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were available with our old phone system were not provided with the new one. We often find 

ourselves unable to contact the relevant employees if they are not at their desk, meaning we 

then have to leave the office area to find them which takes us away from our other duties. 
 

33. I understand that some employers in this case have said that there has been no change in the 

role of administrative staff over time. I don’t agree with this. I repeat my first statement in 

relation to my role and changes in it. 

 

 

 

Lynette Flegg 

Date:  14/04/2022 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF MICHELLE HARDEN 

I, Michelle Harden, Recreational Activities Officer, of  
make the following statement which is true and correct to the best of my understanding and 
belief. 

Employment background 

1. This statement is made from my own knowledge and belief, unless otherwise 
stated. Where statements are not made from my own knowledge, they are made to 
the best of my knowledge, information and belief and I have set out the sources of 
my knowledge, information and belief. 

2. I am employed by the Royal Freemasons Benevolent lnstitution(RFBI). I work at the 
Basin View Masonic Village. I have worked for RFBI for 13 years and have always 
been at this facility . 

3. Basin View has 50 residents all in residential care. It operates with 4 wings. 30 
residents are in the first two wings. The other two wings are a secure unit with the 
remaining 20 residents. The second pair of wings are for residents with dementia 
who are at risk of wandering. The care needs of the residents across all four wings 
range from high to lower levels of care needs. 

4. I have worked in the laundry service, as a cleaner, in administration, in catering and 
now as a Recreational Activities Officer (RAO). 

5. When I worked in the laundry and as a cleaner I was employed through a contractor 
called 'Nationwide.' That lasted for just a year or two. I then worked directly for RFBI 
in administration and the kitchen for approximately 10 years. I have now worked as 
an RAO for approximately 3 years. 

Education and Training 

6. I have completed a Cert IV in Leisure and Health. A copy is marked as attachment 
MH-1 . A copy of my academic transcript is attached MH-2. 

Duties as an RAO 

7. An ordinary day for me will involve the following. 

(a) My shift starts at 8am. I finish at 4:30pm. 

(b) After I arrive, I assist in food service and feeding residents breakfast for about 
30 minutes. RAOs are engaged in assisting the feeding of residents who are 
not capable of feeding themselves. This could consist of spoon-feeding • 
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residents or cutting up their food . This needs to be done really carefully so 
that residents don't choke. It is also important to ensure that this is done in a 
dignified way so that residents don't feel embarrassed. I will often chat to 
residents as I do this. 

(c) If the facility is short staffed that day because someone has called in sick, we 
do not have back up staffs that are able to attend on short notice. Therefore, 
RAOs will also assist with the delivery of meal trays to residents' rooms. 

(d) I will then spend some time planning the activities for the day. This might 
involve adjusting plans according to the circumstances of the day. For 
example, if I plan an activity for outside and there is bad weather, I must 
change the activity to an indoor event. A recent example of this kind of 
variation was where I had planned to host an Australia Day activity outside on 
the verandah but plans had to change due to rain . I notified the residents by 
writing the change of location on the notice board , I also verbally 
communicated with residents while they were having breakfast so that they 
weren't upset and could ask any questions. 

(e) Another instance involved plans to go to the local zoo to have a private sitting 
with the animals and a BBQ lunch but we had to change plans as we were 
surrounded by bush fires . Inclement weather or other factors can lead to 
changes on short notice. It is important for me to have back up plans ready to 
implement on short notice and to ensure a seamless transition to avoid 
confusion or disappointment to residents. The trick is making complicated 
logistical exercises look easy, to create the best experience for residents. 

(f) At 9.15am I prepare and coordinate a safe environment for the first activity 
which is exercises or walking around the facility after breakfast. This goes for 
about 45 mins. I assess the walking circuit ahead of time to make sure there 
are no hazards that could trip or hurt our increasingly frail residents . 

(g) At about 10:30 I assist with morning tea service. I assist the kitchen staff, by 
making tea, serving their tea and food. During special events I will be more 
involved. Occasionally it is necessary to assist residents with eating morning 
tea. 

(h) At 11 :00am we do a mid-morning activity. A mid-morning activity will involve 
various activities or games, often in combination ; 

(i) We play a game of indoor golf, 

(ii) indoor carpets bowls, 

(iii) church service (I do not officiate or preside but assist in the facilitation) , 

(iv) quiz games, 

(v) music therapy, 

(vi) hand massage, 

(vii) foot spa, 

(viii) manicure, 

10866



Page 3

(ix) playing different floor games, 

(x) white board quiz, 

(xi) playing hangman game; and 

(xii) many others. 

(i) Before the residents have lunch, I will take the opportunity to record some 
progress notes. After each activity has been completed I need to record on an 
activity chart for each resident who participated and to what level they 
participated, or whether anyone refused to participate in the activity. At the 
end of each day I do a weekly summary report on activities for 5 selected 
residents. Between myself and my partner we try to each pick 5 different 
residents each day so that between us we have done a weekly report on 
everyone. These notes might look like: 

Michelle chose to participate in exercises, ball co-ordination and having a 
laugh. 

Michelle chose not to participate in a quiz game. 

Michelle chooses to watch TV in the common area with other residents or 
watch TV in her room. 

Michelle chooses to read her novel in her room. 

Michelle chooses to not participate in any activities that may be on offer; 
Michelle chooses to stay in her room as she enjoys her own company. 

Staff member assisted feeding Michelle breakfast and lunch. 

U) These notes are always recorded in resident progress notes on a daily basis. 
Notes are also recorded in resident's progress notes if anything unusual 
happens. For example, the resident having a fall. 

(k) Progress notes are relevant to funding but also more generally they are very 
important in documenting the progress of the health and wellbeing of the 
resident. Documenting notes is a vital part of communicating with other staff, 
Registered Nurses and Doctors. If there is a deterioration in activity 
participation (either physical capability or willingness) then this might 
demonstrate that there is an issue with someone's physical or mental health. 
This can be an early warning sign and allow us to identify early that someone 
needs medical treatment. For example, we might notice some behavioral 
signs that are unusual , or aggressiveness that is uncharacteristic, or 
nonsensical or slurred speech. Any combination of these may indicate a 
urinary tract infection (UTI) or other serious illness. 

(I) At 12.15pm there is a lunch service. RAO staff need to serve drinks to 
residents and assist in feeding residents, this will include me providing the 
same assistance as at breakfast but also includes service of alcohol and soft 
drinks. During lunch we also respond to any requests or needs of residents or 
kitchen staff that come up over the course of service. 

10867



Page 4

(m) At 1 :30pm I conduct and coordinate the afternoon activity. This goes for about 
an hour and a half. This will be similar to the morning activities detailed above. 
I modify activities to try and ensure that as many people can participate as 
possible. For example, during bingo, one of the residents has problems 
seeing so we have arranged for a bigger font size on her card. Other 
residents have problems hearing, and I make sure that I sit with them so I can 
indicate the number on their bingo cards if they have not heard. 

(n) I will then assist with afternoon tea service. This assistance is done in the 
same way as morning tea. We do have birthday cakes for residents at 
afternoon tea, so I will also assist with cutting the cake and taking photos for 
the resident. 

(o) I will spend some time during the day planning activities for the future. We aim 
to have plans about one month in advance to allow for any preparation that is 
necessary. A copy of the plan for January 2021 is marked as attachment MH-
3. I am responsible for sourcing all of the material for activities. For regular 
activities most material will be present already. From time to time, we receive 
donations, for example, a resident donated a bingo 'ball cage'. If we don't 
have the necessary material for an activity I go out and buy those things. I 
have a budget that I need to stay within , but ultimately, I don't spend very 
much. I always try to buy things when they are on sale. 

(p) We occasionally conduct special events. This is usually on a Wednesday 
when there are two RAOs. Special events that we have coordinated for 
residents on a Wednesday morning are: 

(i) 'Armchair travel' to Italy, Fiji , and Hawaii. 

(ii) 'Wacky Wednesday,' 

(iii) Christmas in July, 

(iv) Halloween, 

(v) Biggest Morning Tea and Breast Cancer Morning tea fundraiser, 

(vi) Dolphin Watch Cruise, 

(vii) Melbourne Cup Fashion on the Field , 

(viii) Olympic Games, 

(ix) Teddy Bear's Picnic, 

(x) Easter Hat Parade, 

(xi) High Tea, 

(xii) taking the residents to the movies with lunch in the park, 

(xiii) BBQ lunch in the park, and 

(xiv) movie morning up in the hall with morning tea. 

Some of these special events were before and during COVID19. 
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(q) On other days we have allocated times during the day to play group activity 
games, as there is only one RAO on duty and maybe a volunteer to assist. 

(r) At different intervals throughout the day residents may need assistance from 
RAOs in other ways. For example, residents may need personal items from 
their room, help to make a personal phone call , or the resident may want to go 
and sit in the lounge or dining area and require assistance. Residents may be 
upset and just want to talk. I engage in all of these activities. 

(s) We also do individual activities with residents. This may involve reading the 
newspaper to them , giving them manicures, doing resident's surveys, taking 
them for a walk around the facility, gardening with a resident or reminiscing 
about the old days. We try wherever possible to spend one on one time with 
residents that are unwell and cannot leave their rooms. I really love this part of 
what I do. Residents really respond to time spent one on one. When I do 
manicures, or hand massages, or play cards with residents, they will say how 
nice it is to have the company. It really lifts their spirits greatly. 

(t) We have an office afternoon on a Wednesday when I am working with the 
other RAO to plan the activities and organising the resources that are required 
for activities and other paperwork that is required. The paperwork will include 
planning and doing activity programs and, the written material required for 
special events. I also organise material for the volunteer that does the 
newsletter. We will do work around surveying residents or considering the 
response to surveys and how we can improve activity delivery. We will review 
care plans. Wednesdays are the only days of the week where two RAOs are 
present. 

(u) I also do risk assessments during this period. This is especially relevant for 
outings, in particular 'new' outings. The risk assessments will involve ensuring 
that there is wheelchair access and walker access and that there will be 
suitable toilet facilities . It may involve making enquiries with the venues or 
travelling out to visit. We went 10 pin bowling and we had to contact them in 
advance to make sure there was an elevator and suitable toilets. 

(v) Fortnightly I go to the shopping centre and do the residents shopping. Prior to 
COVID-19 this was an outing with groups of residents . More recently I have 
tried to collect things for people whenever I can . I have to go around and ask 
the residents if they require anything from the shops, get their list and money. 
I head to the shops around 8:30am return around 11 :30am. On my return I 
distribute the shopping to the residents along with their change. Sometimes 
residents ask me when I am shopping for myself (i.e. in my own time) 'can 
you pick up this for me', as some of these residents do not have any family 
close by. I happily do this in my own time. 

Responding to challenges 

8. It is important to remember that every day is different. The activities and challenges 
vary all the time. For example, if maintenance work is in progress in the common 
areas where we were holding an activity, we change the location to a safer 
environment. We operate in a dynamic environment and need to be responsive to 
that. 

9. When care staff are short on the floor RAOs assist care staff so the residents are 
provided with their primary care needs. For example: we deliver meal trays to • 

10869



Page 6

resident's rooms, empty resident's bins, and assist in any other way within our skills 
or experience (this often includes providing personal care) . On outings I will need to 
assist with toileting , but also other general care matters such as assisting with 
putting a cardigan on or off and helping to feed residents) . Many RAOs have care 
experience and skills that they are required to utilise, for example, my colleague 
RAO Kerrie has a Cert Ill in Nursing and will , from time to time, provide assistance 
across the full range of care duties. 

10. For incidents when residents are not able to sit in the common area for a period of 
time because of social distancing during COVID-19, we have played a game of 
bingo in the hallways. The residents would sit in front of their doorway and we 
would play. We have done exercises in the hallways as well , so that way we could 
still accommodate the physical needs for the residents. 

11 . Because of COVID19 we could not take the residents to the movies anymore, so 
we arrange a movie in our hall with morning tea. I used my personal laptop to 
download a movie onto a 'USB stick.' The maintenance officer was kind enough to 
lend me his large speakers and I used work's projector. Making do in these 
circumstances is a team effort. 

12. For people living with dementia the activity that you have planned for the day can 
change due to resident behaviours or what sort of mood they are in . You need to be 
observant to signals in their behaviour early on and to adjust your activity so that 
the resident is interested and engaged. Offering a hand massage for relaxing 
therapy or music therapy of the resident's choosing , for example, can be a calming 
and secure activity without being demanding on the resident wil l often be 
appropriate in those circumstances. 

13. It is necessary to have plans 'b' and 'c' to deal with changes that may need to be 
made to arrangements. Working in a dynamic environment means that we need to 
respond to any number of factors that might require a change of plans. Residents 
get excited when we are going on an outing or other activity that might be of 
significance to them . We don't want to let them down or disappoint them. We try to 
make our substantive plans work wherever possible. If we had planned an outing 
and the weather was bad , for example, we may have to postpone the outing for 
safety reasons and then play a game, or do a quiz, or ask the resident what they 
would like to do and act responsively. 

14. In one instance I recall we planned a scenic drive to get an ice cream and when the 
volunteer bus driver went to get the bus, we realised it had a flat battery. My back
up plan was to make ice cream sundaes in the facility. I had thought in advance 
about what that would involve if it were necessary and was able to implement it 
quickly without disruption to the residents. This kind of relevant substitution is what 
we aim for, we try to minimise the disruption and potential for upset wherever 
possible. 

Deteriorating health of residents 

15. You need to allow for the needs of the range of residents. As the balance moves 
towards residents with higher needs the focus of activity delivery drifts towards 
them. 

16. For example, if you have a palliative resident , you are relatively restricted in what 
you can do. I will select relatively passive activities such as hand massages, playing 
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soothing music and reading to them one on one. I have observed that this assists 
with resident 's emotional and mental state during this awful time. 

17. Residents with speech issues may require special communication methods such 
as cue cards, writing down options and getting them to indicate what they intend to 
say. Sometimes it can be like a guessing game. It takes practice and training to be 
able to do this well. 

18. Residents with cognitive difficulties needs simple activities with simple steps. 

19. Overall , this means residents with higher needs tend to need more focused 
attention. It is a challenge then to make sure you make the time to for residents that 
can participate in the more general activities. 

20. I make every attempt to involve residents of different capacities in the general 
activities and make amendments to the activity. As a simple example, for a resident 
that we have with Parkinson's disease, when we are doing a ball coordination 
exercise (throwing and catching a ball) I will move much closer to him so he can 
attempt to catch the ball and return it. 

Coordination of Volunteers 

21 . Part of my role involves responsibility for coordinating volunteers. We advertise in 
the local magazine for volunteer bus drivers and other activities volunteers. If 
people would like to volunteer, they will ring or just pop into the facility and I arrange 
a time for a meet and greet with myself and the other RAO. 

22. For example, in the case of a volunteer bus driver we would arrange for the 
volunteer to take myself and my work collage for a drive in the bus to make an 
assessment about how safely and how effectively he can drive the bus. I am 
responsible for the safety of the residents while on the bus. Volunteer paperwork 
needs to be filled out and a police check undertaken. Then when preparing an 
activity involving an outing on the bus, I will ring a volunteer to see if he/she is 
available to drive the bus to take me and the residents out for a couple of hours. 

23. I have volunteers that assist with other activities, such as my Newsletter volunteer. 
Each month I arrange for that volunteer to prepare the monthly newsletter, this 
involves me preparing and dropping off some information to her house for content 
for the newsletter. 

24. Our monthly activity program is advertised on the wall for all to see. I write out a 
daily activity list for the volunteers to follow based on the monthly program. During 
the day I will supervise or check on the volunteers to see how they are going with 
the activity or they can come and see me if they have an issue. 

25. At the end of each day I ask the volunteers to write down what they have done with 
the residents , so I can document the activity on the progress notes, activity chart 
and the manager's monthly report. 

26. I have to make sure that I feel comfortable with the volunteer, before I allow them to 
be with a resident. I effectively induct them into the organisation and mentor them. I 
give them an introductory pack and talk to them about what will be involved. I am 
responsible for giving them ongoing support as required and direction when 
needed. 
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27. Volunteers will assist catering with serving morning and afternoon tea to the 
residents. 

28. I co-ordinate volunteers to come in and do manicures for the ladies once or twice a 
week when they are available. 

29. I have a volunteer to meet me at the shops to assist me to do the resident's 
shopping. 

30. We also have Ladies Auxiliary who fundraise for the facility and they will assist me 
with special events (for example, High Tea, Breast Cancer fundraiser, Cancer 
Council Fundraiser). 

31. During the height of the COVID19 pandemic we could not use volunteers. 

Special Event and Activities 

32. To co-ordinate special events takes extra work and coordination . As an illustrative 
example I have detailed below- what went into organising the 'armchair travel' to 
Hawaii : 

(a) This trip took me months in the planning to make it feel as real as possible for 
the residents. 

(b) I organised 'passports ' for every resident. 

(c) I arranged for the 'pilot' , played by our maintenance officer. He played the role 
in a pilot uniform. I instructed him on what I wanted him to do. 

(d) I set up the lounge room to look like a plane. 

(e) Myself and my work colleague dressed up us flight attendants, I had life 
jackets and masks. 

(f) I downloaded photos of Hawaii put up a slideshow on the TV while residents 
were having morning tea on the 'plane.' 

(g) I had Hawaiian music playing . 

(h) Once arriving in 'Hawaii ' the resident's passports were stamped saying aloha 
and they received a coloured lei . 

(i) I organised a photo booth, so residents could have their photos taken with 
props. I sourced props including leis, a surfboard , a beach chair, a beach ball , 
beach towels , sarongs, a beach umbrella, palm trees, coconuts and colourful 
lanterns . 

U) I arranged for catering to have Hawaiian food for lunch and I made a non
alcoholic punch. 

(k) Most of the props were donated from staff, family members and volunteers. 
Myself and my work colleague also bring props from home to use for the 
event. We may do craft activities with the residents to make things for the 
special event. If I see costumes when I am shopping , I will buy them. I may 
ask my husband to make things for the special events. 
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Marked and attached MH-4 are three pictures of decorations and costumes 
from the Hawaii event. 

33. The special bush themed Australia Day, involved some of the steps in the 
preceding paragraph. In addition , I: 

(a) Planned the theme. 

(b) Sourced props for the photo booth( one staff member brought in 2 bales of 
hay, saddle, whips and a riding helmet. I made a didgeridoo, brought in gum 
boots and other bits and pieces from home). 

Marked and attached MH-5 is a picture of decorations from the Australia Day 
event. 

34. To co-ordinate 'armchair travel ' to Italy: 

(a) The details followed the same stages as the Hawaii 'trip' but with a 
corresponding Italian theme. 

(b) The photo booth props were: a cardboard leaning tower of Pisa , a large violin , 
and a range of different hats and glasses. 

(c) I asked catering to make an Italian lunch and dessert. 

(d) I decorated the dining room like an Italian restaurant with red and white 
checked table clothes and made centrepieces with Italian flags. 

Marked and attached MH-6 are 3 pictures of decorations and costumes from 
the Italy event. 

35. To co-ordinate 'armchair travel' to Fiji : 

(a) Again , this event followed the approach in the previous 'travel ' events. Having 
some 'beachy' similarities with the Hawaiian event. 

(b) The photobooth props were: Leis, a surfboard, a beach chair, a beach ball , 
beach towels, sarongs, a beach umbrella , palm trees, coconuts, fancy 
colourful lanterns, bongo drums, a sand pit and grass skirts. 

(c) I arranged catering to make a Fijian lunch and desert. 

Marked and attached MH-7 are two photos from the Fiji event. 

36. To co-ordinate 'Chair Yoga' activity required some substantial planning and 
organisation. This included: 

(a) Moving the lounge chairs to the side of the room for safety. 

(b) Placing dining chairs in the lounge room to prepare for Chair Yoga . 

(c) Assisting residents to chairs and removing their walkers to the side for safety. 

(d) Putting chair yoga music on the big screen TV for all residents to see to do 
the yoga. 
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(e) Assisting in the performance and undertaking of the Chair Yoga itself. 

37. To co-ordinate Indoor carpet bowls involved: 

(a) Moving the lounge chairs to the side of the room for safety. 

(b) Laying out the carpet for bowling and set up. 

(c) Placing a chair for residents to sit on to bowl. 

(d) Assisting residents with their participation in the activity. 

(e) Facilitating those that are familiar with bowls, and 

(f) Teaching and assisting those who are less familiar with the rules. 

Individual Support for Residents 

38. It is necessary to consider residents as individuals and examine how they engage in 
activities. This might mean I need to implement very minor variations, or it might 
mean tailoring activities to them from time to time. 

39. I have one resident who is very active and likes to keep busy. If she is not regularly 
and actively engaged, she can get very agitated. I give this resident daily 
responsibilities involving the watering of the garden, wiping down the dining tables, 
sweeping the facility floors and verandas. An arrangement like this also takes into 
account the value she gets from performing 'work' or having a sense of usefulness. 
An arrangement like that needs constant monitoring as circumstances, attitudes, 
and capacities can change. 

40. I have also worked with another resident who enjoys 'calling ' bingo whenever bingo 
is played. 

41 . One of our residents was a seamstress in her younger days and is happy to do any 
sewing and alterations for other residents. She also leads a sewing class as an 
activity with which we assist the facilitation . 

Interactions with Families 

42. As an RAO it is very important to be able to engage with family members with 
empathy and openness. As I live in a small rural community I know some of the 
residents' family members on a personal level. Family members like to see the 
residents having fun , having a laugh, and their care needs are taken care of. Family 
members ask if their mum or dad is participating in activities, we need to be able to 
provide a detailed update on the matters they are engaging in. For residents who 
cannot represent themselves I need to interact with family members to find out what 
activities the resident is interested in so I can engage that resident's particular 
interests. 

43. If family members wish to speak to care staff and they are unable to find anyone, 
the next person that family member will talk to is a RAO, because we are always 
around. We need to be able to deal with any of the day-to-day enquiries. 

Impact on residents of Activities 
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44. The importance of having RAOs working in Aged Care is to support the residents to 
participate in social activity. Our work contributes to an improved quality of life for 
the residents. We put smiles on their faces and give them a reason to get up in the 
morning. I have observed that it helps them to maintain an active body and mind as 
well as providing support and opportunities to interact with other people on a daily 
basis. In my observation, these activities make the residents feel safe, loved, and 
included. It supports the residents building a shared and positive relationship. You , 
as an RAO, and the other residents become their family , especially for those who 
do have access to family , or who have been limited by COVID-19. 

45. Leisure activities are a good way for residents to develop social relationships with 
other residents who live in the home especially if the person has low self-esteem. I 
have seen friendships grow through involvement in activities. Activities promote 
emotional , social , and mental wellbeing. Whether it is in a group activity setting or 
as an individual it allows people to enjoy this stage of their life to the greatest extent 
possible. 

46. It is important to promote activities in an aged care facility, as it prevents residents 
from becoming bored, which can help prevent unhealthy behaviours , reduce 
anxiety, lower stress levels, prevent depression, which makes the environment a 
happier place and also allows our residents to live a longer, more dignified life 

Changes over time 

4 7. Over time I have observed a distinct change in the level of care that many residents 
required. When I first started many residents required relatively little assistance with 
day to day living. Over time the higher-level needs have become more common. 
For example, needing assistance with eating, drinking, basic movement or motor 
skills . 

Impact of COVID-19 

48. I experienced several substantial challenges over the last year since the COVID19 
pandemic started. We had to change the way we did activities because of social 
distancing and the absence of volunteers. We had to do smaller group activities 
because of social distancing . We had to think of more special event activities 
because we could not take the residents out. There was a lot of pressure on RAOs. 

49. When the COVID-19 pandemic first started it was RAOs responsibility to arrange 
appointment times for family members so they could speak to their loved ones on 
the phone, 'facetiming ', Zoom on the iPad, or 'facetiming ' resident 's family members 
on our personal phones, and arranging window and balcony visits. I had to learn 
how to use this technology. 

50. RAOs arranged to send out to family members a 'thinking of you' card with a tea 
bag in it with a saying in it 'when you are sitting having a cuppa of tea think of me'. 
The residents signed the cards which were then posted to their family members. 
The purpose was to create a sense of connection on both sides. 

51. When we hosted special events, I would email photos to family members, so they 
could see that the resident was doing okay and was cared for. 

52. When the COVID19 pandemic first started there was only one RAO responsible for 
50 residents, engaged in taking appointments and trying to do activities without 
having support from any volunteers. Eventually we employed two more RAOs and a • 
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concierge which took some of the pressure off. Sometimes you can't rely on 
volunteers, just in case they have other commitments, COVID-19 restrictions also 
limited the availability of volunteers. 

53. When the outbreak of COVI 0-19 began around March I had to cancel all the 
following activities: 

(a) Music Entertainers (I plan a music activity with Instruments), 

(b) Attendance of the minister for church services, I hosted a substitute 'service', 

(c) RSL volunteers to host ANZAC Day and Remembrance Day Service, I hosted 
both substitute events, 

( d) School Choir, 

(e) Bus outings, 

(f) Fishing with NSW fisheries , 

(g) Scenic drive to McDonald's to get ice creams, 

(h) Scenic drives to picnic grounds to have morning tea, 

(i) Going to clubs for a concert, 

U) Residents shopping trips, 

(k) Ten pin bowling. 

54. COVID-19 was really hard as many residents were lonely or upset without being 
able to see their loved ones. Many didn't understand due to dementia. This made it 
hard as they could be distressed, difficult and demanding. Their social isolation 
meant that we had to put more effort into group and one on one activities to try and 
de-escalate their distress. But we had to do this with less people and no external 
activities. I felt a great responsibility to residents during this. time to try and give 
them what they needed by way of activities, social interaction and emotional 
support. 

55. At my workplace, all staff have been doing the right thing every day by following 
COVID-19 guidelines that our employer has put in place for our facility . To minimise 
risk, we go home and then straight back to work the next day and have been doing 
longer hours to look after our residents . 

56. I have observed that my colleagues are team players and pitch in whenever 
needed- from feeding residents, cleaning , doing laundry and making sure that our 
workplace is a safe environment for our residents and staff during COVID19. 

Why I love my job 

57. I believe that all workers who work in the aged care sector work very hard. It is 
mentally and physical demanding work. Workers in the aged care sector don't get 
the recognition that they deserve, unfortunately this is an industry in our country that 
is poorly paid . 
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58. Everyone who works in aged care does amazing work and they take pride in the 
care they provide to our residents. Staff spend more hours with the residents than 
their own family members, for many that commitment extends beyond paid hours. 

59. I personally love the interaction that you have directly with the residents. It feels 
good to make someone else laugh. It is fulfilling work to make a difference in the life 
of people. You do the best you can in the situation it is. 

Michelle Harden 

Date: 3o\3 \21 
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Having been assessed in accordance with the requirements of the 

CHC Community Services Training Package 
you are eligible to receive 

CHC43415 Certificate IV in Leisure and Health 
Year Code Unit Result 

2019 CHCCCS023 Support independence and wellbeing Competent 

2019 CHCCCS025 Support relationships with carers and families Competent 

2019 CHCCOM002 Use communication to build relationships Competent 

2019 CHCDIS001 Contribute to ongoing skills development using a Competent 
strengths-based approach 

2019 CHCDIS003 Support community participation and social inclusion Competent 

2019 CHCDIV001 Work with diverse people Competent 
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2019 CHCLAH004 Participate in planning leisure and health programs for Competent 
clients with complex needs 

2019 CHCLAH005 Incorporate lifespan development and sociological Competent 
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                                     Kiosk - Every Wednesday 9:30-11am 
                                                                         Hairdresser - Every Wednesday 8:30-2pm 
                                                                                                           Ice Cream Trolley - Every Thursday 3pm 
                                                                                                                                                            Happy Hour every Friday– 2-3pm 
                                                                                                                                                       

  

  
  

    
                                             

1.   Public Holiday 

 

 

2.  
9 – 10am 
Exercises or Walking 
Group A/B  
 
11am Did you know 
Quiz? A/B  
 
1:30pm Bingo A/B 
 
3.15pm Social TV 
viewing A/B 
 
 

3. 
9-10am  
Exercises or walking 
group A/B  
 
11am Word Game A/B  
 
1:30pm Hand Massage 
A/B 
 
3.15pm Social TV viewing 
A/B 

4.  
9-12.00am Staff 
Shopping for Residents 

 
 
1.30pm Bingo A/B 
 
3.15pm Social TV 
Viewing A/B 

5. 
9am -10am Exercises or 
walking group A/B  
 
 
11am Music Therapy 
A/B 
 
 
1.30pm Celebrity Head 
Game A/B 
 
 3.15pm Social TV 
Viewing A/B     

6. 
9 – 10am 
Exercises or Walking 
Group A/B  
 
11am Naughts & 
Crosses A/B  
 
 
1:30 Movie A/B  
 
 
2pmStaff Office 
Afternoon 

7. 
9 – 10am 
Exercises or Walking 
Group A/B  
 
11am Quoits A/B  
 
 
 
1.30pm Bingo A/B  
 
 
3.15pm Social TV 
Viewing A/B                                                              

8.         
9 – 10am 
Exercises or Walking 
Group A/B  
 
 11am Beauty Therapy  
 
 
 
2pm Happy Hour A/B 
 
 
3.15pm Social TV 
Viewing A/B                                                              

9. 
9 – 10am 
Exercises or Walking 
Group A/B  
 
11.00am Golf A/B 
 
 
 
1:30pm Bingo A/B 
 
 
3.15pm Social TV 
viewing A/B 

10.  
9am -10am Exercises or 
walking group A/B 
 
 
11am Ball Games A/B 
 
 
 
1:30pm Board Games A/B 
 
 
3.15pm Social TV viewing 
A/B 
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TAFE NSW 
RTO Provider No. 90003 
ABN 89755348137 
Student No.: 338668431 
Student Name: MICHELLE HARDEN 

MICHELLE HARDEN 
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NSW TAFEi 
GOVERNMENT 

BUSINESS TO BUSINESS / 
PARTNERSHIPS 
PO Box 528 
PORT MACQUARIE NSW 2444 
Telephone: 1300 628 233 
Fax: 6583 6478 

TRANSCRIPT OF ACADEMIC RECORD as at 8-MAY-2019 
Having been assessed in accordance with the requirements of the 

CHC Community Services Training Package 
you are eligible to receive 

CHC43415 Certificate IV in Leisure and Health 
Year Code Unit 

2019 CHCMHS003 Provide recovery oriented mental health services 

2019 CHCPRP003 Reflect on and improve own professional practice 

2019 HLTAAP002 Confirm physical health status 

2019 HLTWHS002 Follow safe work practices for direct client care 

END OF TRANSCRIPT 

This statement is issued without 
alteration or erasure of any kind 

MANAGING DIRECTOR 

Result 

Competent 

Competent 

Competent 

Competent 
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Monday Tuesday Wednesday Thursday Friday Saturday Sunday 

11. 
9 – 10am 
Exercises or Walking 
Group A/B  
 
11am Australia Day 
Craft A/B 
 
1.30pm Bingo A/B  
 
3.15pm Social TV 
Viewing A/B         
 

12. 
9 – 10am 
Exercises or Walking 
Group A/B  
 
11am Reminiscing Quiz 
A/B 
 
1.30pm Hand Massage 
A/B 
3.15pm Social TV 
Viewing A/B 

13. 
9 – 10am 
Exercises or Walking 
Group A/B  
 
10am Movie in the Hall 
A/B 
 
1:30pm Movie A/B  
 
2pmStaff Office 
Afternoon 

14. 
9 – 10am 
Exercises or Walking 
Group A/B  
 
11am Quito’s A/B  
 
 
1:30pm   Bingo A/B  
 
3.15pm Social TV 
Viewing A/B  
 

15. 
9 – 10am 
Exercises or Walking 
Group A/B  
 
11.am Quiz Ball A/B 
 
  
2-3pm Happy Hour A/B  
 
3.15pm Social TV 
viewing A/B 

16. 
9 – 10am 
Exercises or Walking 
Group A/B 
  
11am Ball Games A/B 
 
1:30pm Bingo A/B 
 
3.15pm Social TV 
viewing A/B 

17. 
9 – 10am 
Exercises or Walking 
Group A/B 
  
11am Golf Game A/B 
 
 
1:30pm Word Game A/B 
 
3.15pm Social TV viewing 
A/B 

18. 
9-12.00am Staff 
Shopping for Residents 

 
1.30pm Bingo A/B 
 
3.15 Social TV Viewing 
A/B 

19. 
9 – 10am 
Exercises or Walking 
Group A/B  
 
11am Church Service 
A/B 
 
1.30pm Celebrity Head 
Game A/B  
3.15 Social TV Viewing 
A/B 

20. 
9 – 10am 
Exercises or Walking 
Group A/B 
 
11am Indoor Carpet 
Bowls A/B 
 
1:30pm Movie 
afternoon A/B  
2 pm Staff Office 
Afternoon 

21. 
9 -10am Exercises or 
walking group A/B  
 
 
11am Hand Massage 
A/B 
 
1.30 Bingo A/B  
 
3.15 Social TV Viewing 
A/B 

22. 
9 – 10am 
Exercises or Walking 
Group A/B  
 
11am Beauty Therapy  
 
 
2pm Happy Hour A/B 
 
3.15pm Social TV 
Viewing A/B                                                              
 

23.  
9 – 10am 
Exercises or Walking 
Group A/B  
 
11am Did you know 
Quiz? A/B  
 
1:30pm Bingo A/B 
 
3.15pm Social TV 
viewing A/B 
 

24. 
9am -10am Exercises or 
walking group A/B  
 
 
11am Reminiscing about 
the good old days. A/B 
 
1:30pm Nail’s 
 
3.15pm Social TV viewing 
A/B 
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25. 
9 – 10am 
Exercises or Walking 
Group A/B  
11am Australia Day 
Decorating A/B 
 
1.30pm Bingo A/B 
 
3.15 Social TV Viewing 
A/B 

26.   

Public Holiday 

 

27.  

Australia Day      
Celebrations 

 
Wear White, Red and 
Blue.  
Australia Day Games 

28. 
9 – 10am 
Exercises or Walking 
Group A/B  
 
11am Hang Man A/B  
 
1.30pm Bingo A/B  
 
3.15 Social TV Viewing 
A/B 

29. 
9 – 10am 
Exercises or Walking 
Group A/B  
 
11am Manicure A/B 
 
2pm Happy Hour A/B 
 
3.15pm Social TV 
Viewing A/B                                                              

 30. 
9 – 10am 
Exercises or Walking 
Group A/B  
 
11am Golf A/B 
 
1:30pm Bingo A/B 
 
3.15pm Social TV 
viewing A/B 

31. 
9am -10am Exercises or 
walking group A/B  
 
 
11am quiz A/B  
 
1.:30pm Hand Massage 
A/B 
3.15pm Social TV viewing 
A/B 
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Five photos from the ‘armchair travel’ to Hawaii. 
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One photo of the Australia Day decorations 
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Three photos of ‘Armchair’ trip to Italy. 
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Two photos of ‘Armchair’ Fiji decorations. 
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IN THE FAIR WORK COMMISSION

FWC Matter No: AM2020/99

Application to vary or revoke the Aged Care Award 2010

WITNESS STATEMENT OF PAUL REGINALD JONES

I, Paul Reginald jones, Care Services Employee, of 

say as follows:

1. I am an Applicant in these proceedings.

2. I am currently 55 years old.

3. This statement is made from my own knowledge and belief, unless otherwise stated. 

Where statements are not made from my own knowledge, they are made to the best 

of my knowledge, information and belief and I have set out the sources of my 

knowledge, information and belief.

4. I am employed as Care Services Employee by the United Protestant Association 

NSW Ltd (UPA), in Casino, New South Wales.

5. As a Care Services Employee, I am employed to assist residents with all aspects of 

personal care, including assisting with hygiene, showering, toileting, mobility support 

and administering medications. I have described my duties and skills in further detail 

below.

6. The terms and conditions of my employment are also covered, in part, by the UPA 

Enterprise Agreement (NSW) 2017-2020 (Enterprise Agreement). The Enterprise 

Agreement is an agreement between UPA, the Health Services Union (HSU) and the 

Australian Nurses and Midwifery Foundation (ANMF).

7. I am classified as a Grade 2, Level 1 employee, pursuant to the Enterprise 

Agreement.

8. I usually work 50 hours over the course of a fortnightly roster. In addition, I can be 

called in to relieve someone if they are unwell or are unable to attend work.
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9. I have a Certificate III in Aged Care and Disability Care which I obtained prior to 

commencing my employment with UPA, in 2016.

Employment history and career progression

10. I first commenced employment with UPA 5 years ago in January 2016. Prior to 

January 2016,1 worked as a truck driver, but decided to retrain to work in Aged Care. 

I made this decision because I wanted to work in an industry where you know you 

are making a genuine difference to people’s lives.

11. The facility I work at is a small facility located in Casino NSW, Richmond Lodge 

There are 30 residents at my facility. The facility provides residential aged care, 

respite care, palliative care and secure dementia beds (in the east wing).

Role and Skills

Assessing the needs of residents and developing care plans

12. When a resident is first admitted, I am involved in assisting to create the resident’s 

care plan. A care plan is a formal document that each resident has which records 

how they are to be looked after, and their care needs. I do this by monitoring and 

documenting their toileting, mobility capabilities, medications they require and their 

behavioural issues and dietary needs. It is crucial to make sure that the care plan is 

up to date to ensure they a properly looked after, whilst they are at our facility.

13. A Registered Nurse will put together the proposed care plan in the first instance in 

consultation with the resident’s family, but then it is the job of a care services 

employee such as myself, to monitor it constantly to make sure it is up to date. It is 

sometimes difficult to assess the caring needs of a resident in these early days of 

their stay with us, especially, if they have difficulty communicating. This can be 

because of dementia or other severe physical ailments. Accordingly, in order to get a 

sense of what their needs might be, often I am required to engage with them on a 

subtler level, including observing their body language, non-verbal signs such as 

grimacing and groaning, as well observing physical changes in their bodies.
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14. A Registered Nurse (RN) will provide us with a briefing on the care plan when the 

resident is first admitted to our care. This briefing will include a description of the 

diagnosis in question and what their main health concerns might be. I have come to 

learn what each diagnosis is likely to mean for each resident’s health care needs, but 

everyone is different. The severity of each resident’s condition varies greatly. There 

is no one-size-fits-all approach to any diagnosis. For example, if a resident has been 

diagnosed with dysphagia (difficulty swallowing), which is a common diagnosis, the 

extent to which that individual might be able to swallow different foods will only 

become apparent at meal time. It is part of my role to monitor this closely, and make 

sure the care plan accurately reflects what the resident can and cannot eat by 

themselves.

15. Care plans vary immensely and are very tailored to each individual resident’s needs. 

For example, at the moment I am looking after a resident who is from the Philippines. 

She has some distinct cultural needs, which are documented in her care plan, that 

you might not expect. For example, to make her feel comfortable and ensure she is 

receiving sufficient nutrition, part of her care plan is that she needs to be fed some 

rice with whatever meal is being served that evening. Also, she collects a lot of 

'things’. You might say she is a bit of a hoarder. I think it is because she has grown 

up suffering financial hardship and is used to trying to make the best use out of 

everything. This information is in her care plan because it has consequences for the 

care we need to provide. For example, because she has so many things in her room, 

I need to constantly make sure there are no trip hazards in her room. I have had to 

slowly encourage her family to take things home with them to free up space in her 

room.

16. Dementia is an increasingly common diagnosis in residential aged care. We have a 

specialised dementia ward at our facility which I am often rostered on to work at. 

Through my role as a Care Services Employee, I have come to learn that dementia 

does not impact any two residents in the same way. The only way I am able to 

assess whether a care plan is up to date, or accurately reflects a resident's health 

care needs, is by carefully observing a resident’s behaviour, what triggers their 

behaviour and any changes that may arise over time.

Medication rounds
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17.1 am usually rostered on to work during the evening shift which goes from 4:00pm to 

10:30pm.

18. When I arrive at work at 4:00pm, my first task is to commence medication rounds.

19. In order to be able to administer medications, I was required to complete an online 

course. Once I completed the course, I was then assessed by a Registered Nurse 

who observed me when administering medications, before I was allowed to 

administer the medications on my own. Being allowed to administer medications on 

your own, is also referred to as having your ‘medication competencies’.

20.1 am currently qualified to administer all medications other than Schedule 8 

medications. Only a Registered Nurse is allowed to administer a Schedule 8 

medication. Schedule 8 medications are restricted and include morphine, 

hydromorphine, pethidine, methadone, codeine phosphate and oxycodone.

21. We are supposed to have three staff on the wing for evening shift, but all too often, 

we only have two staff members to assist. During the medication around, I am 

supposed to be undisturbed so that I can concentrate on making sure I administer 

the medications correctly. However, this does not happen. In reality, I am frequently 

asked on duty to attend to other duties including feeding, repositioning or toileting 

residents, or transferring residents using a lifter and sling - a task that must be 

performed by two staff members. Less experienced staff members often require my 

guidance or assistance as well and so I do my best to help them.

22. There is a two-hour window for each medication round (dinnertime round and 

bedtime round). There are also some residents who have medication at specific 

times outside of these rounds (known as “out-of-routine”). There are 18 residents I 

am directly responsible for. Some take more time than others to administer 

medication to.

23. It is really important that the medications are administered in this time frame, 

because if they are not, this can have negative health impacts on the residents. 

Residents that need medication for Parkinson’s disease for example, are particularly 

impacted if medications are not given within the requisite time frame. They start 

locking up, which really impacts on their mobility and comfort.
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24. For this reason, during the medication round, I have to manage my time effectively to 

ensure that time-critical medications are administered at the prescribed time, and the 

remainder of the medications are administered within the two-hour window. This is 

also difficult when residents are keen to tell you about their day. Providing emotional 

support to residents is an important part of my job and I take this aspect of my role 

very seriously. I know that if I talk to every resident about their day, I won’t get time to 

administer the medications within the timeframe, so I have learnt to engage and then 

politely end conversations relatively quickly during this time, with particular care not 

to agitate or upset the residents. This has an emotional toll on myself as well, as I 

would like to spend more time providing emotional support for residents, than I am 

able to, given the time constraints placed upon me. Residents with dementia will 

often be resistive to taking their medications, sometimes refusing them because they 

do not understand what they are getting or why I am giving it to them, or accepting a 

tablet but then just working it around in their mouth or spitting it out. Some of these 

residents have eight tablets in the bedtime round. It is not uncommon to have to 

approach some residents four or five times during the two-hour window of the round 

to administer their medications. One of our current residents has severe anxiety, 

particularly in relation to her diet, medications and bowel movements. Administering 

this resident's bedtime medications can take up to fifteen minutes or more, such is 

the level of reassurance she requires.

25. Medications are administered in a number of different ways to each resident. I am 

required to read and familiarise myself with each resident’s care plan so that I know 

what medication is to be administered, when, and how. How medications are to be 

administered is also marked on each resident’s Webster pack.

26.1 have learnt the names and purposes of the medications over time. It is important to 

double check the different names of the medications, because some kinds of 

medications have up to three different brand names. To check that I am providing the 

right medication to a particular resident, sometimes I am required to look the name of 

the medication up on a computer program called Medsig. I have learnt to use this 

database throughout my employment. Medsig tells me what the generic name of the 

medication is, and the different brand names.

27. Some of the residents I look after who are not able to swallow require their 

medication to be crushed up and placed in some pureed food so that they are able to 

ingest it. It is important that I crush the medication to the right consistency, to ensure 

they don’t choke. Some residents who have problems swallowing, need to take

Page 5

10896



medication that is unable to be crushed. With these particular medications, I must 

remind the resident that they need to take particular care in swallowing that tablet, 

otherwise they will choke. If I were to make a mistake with this task, and a resident 

choked there is a very real risk they might die.

28.1 also administer insulin via injection to residents who are diabetics. In order to be 

qualified to administer insulin injections I was required to complete an online course 

which provided me with a higher level of medication competency. If a Registered 

Nurse is on duty, she will administer the insulin and I will witness it. When there is no 

RN on duty, such as during the bedtime medication round, I administer the insulin, 

witnessed by another staff member who must also have completed the medication 

competency for insulin. Often this means asking a staff member from the other wing 

to come over to witness the injection, as there is often only one 'med-comp' staff 

member on each wing.

29. During the evening (from 6pm onwards) there is no registered nurse on duty. If we 

have an emergency, where we require an RN’s assistance, we need to call them and 

ask them to come onto the site. This means that I am the most senior team member 

on site when I am administering medications. I will also be responsible for observing 

and assessing the medical condition of residents and whether to contact a doctor or 

call an ambulance if they are having a major health episode. If I get this assessment 

wrong and don't call a doctor or ambulance then there is a risk that a resident might 

die.

30. Sometimes a resident might request a medication that is known as a 'PRN'. A PRN 

medication, means that it is administered ‘as required’, and is usually for the purpose 

of pain relief. If a patient requests a strong form of pain relief, I am required to call the 

RN. I recall on one occasion a resident requested a strong pain relief medication that 

required an RN. It took the RN approximately 30 minutes to arrive. During the 

intervening period, I was required to assess and determine an alternate way of 

providing pain relief for that resident. On this particular occasion, the resident 

required a heat pack. On other occasions, I have assessed the resident’s needs and 

determined that massaging was more appropriate. I make this assessment, by 

examining the resident’s care plan, and considering my personal knowledge of the 

resident’s behaviour which I have learnt through my time caring for them. It is very 

emotionally draining to observe one of our residents being in pain.

Dinner
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31. After the medication round has been completed, I then start assisting with dinner. 

Some residents that are more mobile will come out and sit in the dining room, others 

sit in their room and some can only be moved around in what is known as a ‘float 

chair1. A float chair is essentially a lounge chair on wheels that is able to be pushed 

around. Those residents need to be put back into bed for dinner time, and it is part of 

our job to feed those residents their dinner which means putting food on a spoon and 

placing it near or in their mouths.

32. Some residents who have difficulty swallowing have a modified diet. In order to make 

sure all residents are able to safety ingest their food, I am required to be familiar with 

the dietary needs of each resident, including whether they have allergies, and their 

ability to swallow different consistencies of food. Whether or not residents are able to 

eat their food properly and therefore have adequate nutrition is obviously 

fundamental to their health and wellbeing.

33. When I assist residents with dinner, sometimes I will need to cut up their meat for 

them, and others require me to actually feed them their food. What a particular 

resident may need changes frequently and so it important that I monitor each 

resident closely in this respect. Of course, in order to be able to do this, whilst 

attending to all of my other duties, this requires me to prioritise my time well.

34. Each resident’s feeding and dietary needs are documented in their individualised 

care plan. However, it is part of my job to monitor each resident for changes in how 

they are eating, and make sure this is reflected in their care plan. Changes can occur 

very swiftly in aged care residents. For instance, if a resident’s ability to swallow 

deteriorates, this will impact on what food they are to be given, and so this needs to 

be observed and updated.

Bedtime routine

35. After each resident has eaten dinner, most of them go to bed. Some are able to put 

themselves to bed, but most residents are not mobile enough to go to bed on their 

own and require my assistance.

36. Part of my job during the evening shift is to assist residents to go to bed. Each 

resident has an individualised night time routine that is documented in their care plan.
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37. Residents who are unable to get out of bed without the use of a lifter and sling are 

assisted with the use of a urinal bottle or bedpan, or have their incontinence aids 

checked and replaced as required. Residents who are able to get out of bed are 

assisted with transferring to and from the toilet and with their post-toileting hygiene. 

Given a high number of residents have dementia and are prone to waking up during 

the night and walking around, often confused, we also turn on an infrared sensor 

which alerts us when a resident is out of their bed.

38. One of the residents I look after at the moment has a very particular night time 

routine that I have had to learn throughout my time caring for her. This particular 

resident requires two staff to use a lifter and sling to get her in and out of bed. Before 

we assist her to go to bed for the evening, we use the sling and lifter to assist her to 

use the toilet. I then assist her to put her pyjamas on which requires me to lift her with 

the assistance of my colleague. She has a lot of pain issues and has a very specific 

way of sleeping to make sure she is comfortable. I am required to make sure she has 

two pillows placed under her knees so that she is comfortable. This particular 

resident also needs to have lambs’ wool booties placed on her feet overnight to 

protect her heels from pressure sores. Due to this resident's restricted mobility, it is 

necessary to attend to her twice for her bedtime medications - she has her inhalers 

and tablets (not crushed but given in puree to assist her swallowing) while still sitting 

in her motorised chair, but can only be given her eye drops after she is in bed, as it is 

difficult and painful for her to tilt her head back.

39. This is just one example, of a very specific bedtime routine, but all residents have 

their own specific needs and individualised care plan. For example, other residents 

have particular incontinence issues. Other residents I look after need compression 

stockings to be placed on their legs and various moisturising creams applied.

Monitoring of changing care needs

40.1 have learnt what a particular resident needs by becoming more familiar with their 

care plan over time. However, these needs change frequently, particularly as a 

resident’s health declines, which is of course inevitable at this stage of their life.

41. Indeed, watching for changes in the health of residents which require modifications to 

a care plan is an important part of my role. This requires me to be aware of the subtle 

and often unnoticed signs of deterioration in somebody’s health. I have learnt what to 

look out for, over time. For example, often I observe residents finding it more difficult
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to walk than their care plan indicates. They might suddenly forget to take their walker 

with them, for example, which means that they are at a higher risk of falling at that 

particular moment, but also can indicate that their memory is deteriorating. If this 

happens, their care plan needs to be updated to expressly indicate that they are 

forgetting to take their walker with them. Failure to make this kind of update, might 

mean that a resident suffers a fall which can lead to serious injury, or in some cases, 

even death or that mental deterioration isn’t identified early and treated (if possible).

42. In order to record changes that need to be made to a resident’s care plan, I 

document changes in resident’s health on a computer system known as LEECare. It 

is a computer program that has different categories of health indicators that need to 

be filled in. Prior to working in aged care, I wasn’t required to use a computer in my 

truck driving job. Becoming literate in using a computer is an additional skill I have 

acquired over my time working in this sector. Given the importance of monitoring 

residents’ health, and making sure their care plan is up to date, being proficient in 

using a computer is an increasingly important aspect of my role. The computer 

proficiency my job has required has increased significantly since I started.

Communication skills

43. Given no two residents are the same, I have learnt that the way I communicate with 

each resident needs to be adapted to their individual needs. Where residents' 

cognitive abilities are relatively advanced, I can have a usual conversation with them, 

where time permits.

44. Other residents, who have suffered significant cognitive decline are easily agitated 

and startled. With these residents, I have learnt that it is better if I communicate more 

quietly with them as any unexpected noises can really upset them. I also make sure 

they can see me at all times, so they don’t get a shock.

45. Where residents are not able to speak to me, I have found eye contact is really 

important so they know you are acknowledging them as a person. You need to let 

them know what you are doing, even if they can’t respond. This means I will, of 

course, still talk to them, even though I know they won’t be able to engage in a 

conversation with me.

46. Residents in the dementia unit are particularly challenging. This is because 

sometimes they don’t know what is happening around them at a particular point in
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time, and can become agitated and upset. One of the techniques I have learnt in 

developing trust and good communication with the residents I look after in the 

dementia ward, is to use the resident’s maiden name when talking to them. An effect 

of dementia is that while residents have trouble remembering recent events, their 

long-term memory is usually still intact. I have found that using maiden names makes 

residents in the dementia ward feel more at ease, and they are usually more 

responsive as a result. At my suggestion, female residents' maiden names are now 

included in their Care Plan. I make a point of remembering their maiden name if I 

think it is going to help.

47.1 have learnt these various methods of communication throughout my time working 

with residents, observing their behaviours and modifying my behaviours accordingly. 

This is not something that I originally knew how to do when I commenced working in 

the sector, but is a skill I have developed over time.

Changes over time

48. Even in the relatively short period of time I have worked in aged care, I have seen a 

significant increase in the level of the needs of residents. Residents now tend to be 

more high care. Residents are now coming to us, after many years of being 

encouraged to stay at home, when that is no longer a viable option. In particular a 

greater number of residents now have clear signs of dementia when they come to us, 

even if it is in the early stages.

Supervision

49. When performing my role, I am not really supervised. We have team leaders who are 

working on shift, but they really just coordinate who is doing what. They aren’t able to 

really oversee the work we perform. There are no team leaders rostered on for 

evening or night time shifts, so we really don’t have any supervision whatsoever on 

those shifts. Team leaders have a Certificate 4 in Aged Care, whereas I have a 

Certificate 3. There is only a very small difference in our pay though. I think the 

difference is less than $2.00 an hour.

COVID

10901



50. When COVID-19 started, in or around March 2020, we were required to wear masks 

for the entirety of the shift.

51. Some people don’t realise this, but managing contagious diseases and taking 

infection control measures is something we did regularly, even before COVID-19. 

Whenever someone had gastroenteritis or the flu, we were required to war PPE even 

prior to COVID. That PPE includes wearing gowns and booties over our shoes.

Salary

52. During the evening on Monday to Friday, I am paid an hourly base rate of $23.37.

53. Living on my wage is a constant juggling act. There are times when I have to decide 

between keeping my rent up-to-date or paying another bill and catching up with the 

rent the next fortnight. I have often had to miss family or social engagements to 

ensure that I will have enough fuel in the car to get to work for the remainder of the 

pay cycle. In the longer term, working in Aged Care at the current rate of pay is 

unsustainable.

Why I love my job

54. I love my job because it gives me an opportunity to contribute to the lives of the 

residents, whether through day-to-day care, advocacy or simply engaging with them 

and bringing a smile to their face. This is especially important to me with those 

residents who receive few or no visitors.

Pi

Date: 0 / /o e4 / 'JOZ-I
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

WITNESS STATEMENT OF ANITA FIELD 

I, Anita Field , Laundry Hand, of , 
say as follows: 

1. I am currently 52 years old and was born on . 

2. I am employed as a Laundry Hand by Leigh Place Aged Care (Leigh Place) and as 
a Chef at Australian Unity. I work at the Roselands Aged Care Home for Leigh Place 
and the Constitution Hill Aged Care Home for Australian Unity. 

3. This statement is made from my own knowledge and belief unless otherwise stated. 
Where statements are not made from my own knowledge , they are made to the best 
of my knowledge, information and belief and I have set out the sources of my 
knowledge, information and belief. 

Employment history and career progression 

4. I have worked in aged care for approximately fifteen years. 

5. I started off at Leigh Place in or around 2006 and then started with Australian Unity 
in or around 2015. 

6. Leigh Place consists of six different houses with approximately 10 to 13 residents in 
each house. House 5 is a dedicated dementia unit with 13 residents. When I first 
started at Leigh Place, it was a low to medium care facility. However, it has turned 
into a high care facility now. 

7. When I first started at Leigh Place, I was an Assistant in Nursing (AIN). There was 
one AIN allocated to a House at any given time (except in House 5 where there would 
be additional nurses because it was a higher level of care). 

8. My general duties as an AIN included: 

(a) checking in on residents at the start of my shift; 

(b) informing residents about breakfast time; 

(c) assisting with dressing; 

(d) taking residents to the dining hall (including residents with walkers and 
wheelchairs) ; 

(e) assisting with dishing out meals ; 

(f) administering medication (paracetamol and vitamins); 

(g) tidying the kitchen; 
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(h) making beds; 

(i) wash ing and drying of clothes; and 

(j) assisting with showering. 

9. In or around 2015, I moved into a Laundry Hand role at Leigh Place whilst working 
as an AIN. At the time, the Laundry Hand in my House was on workers compensation. 
Management asked the staff if anyone wanted to complete the laundry duties. I 
volunteered to assist as no one else wanted to do the work. 

10. I would work from 7:00am to 4:00pm as a Laundry Hand and then I would work from 
4:00pm to 10:30pm as an AIN on the night shift. Although I had dedicated shifts, I 
would often perform AIN duties during my Laundry Hand shift because residents 
would call out to me for assistance as they would be in pain or needed assistance 
with toileting . I did not want to ignore them and so I would respond to their calls. 

11 . I performed both the Laundry Hand role and the AIN role together for approximately 
2 years. I was being paid approximately $18 to $19 per hour at the time. 

12. In or around late 2017 or early 2018, I stopped working as an AIN and became a 
permanent Laundry Hand at Leigh Place. I stopped performing AIN duties as the new 
management was having issues with me attending residents during my Laundry Hand 
shift from 7:00am to 4:00pm. I told management that I would no longer do the AIN 
duties and wanted to continue performing the Laundry Hand duties. 

13. As long as I've been there, there's been no enterprise agreement for Leigh Place so 
I've been covered by the Award. 

14. My current hourly rate is $22.82. 

15. In or around 2016, Leigh Place reduced my shift from 7:00am to 3:30pm without my 
consultation . 

16. Furthermore, in March 2021 , my hours were reduced to 7:00am to 3:00pm. The 
change in hours has resulted in a 2 hour decrease in my fortnightly pay. 

17. In or around 2016, I started a part-time role as a Chef at Australian Unity. I had to do 
this as I was not earning enough at Leigh Place to support myself and pay my bills. 
Also, Leigh Place reduced my hours without consulting me and the salary was much 
lower at Leigh Place than at other aged care centres. 

18. My current hourly base rate is roughly $28 at Australian Unity. On weekdays I work 
8-hour shifts from 10:00am to 6:00pm. 

19. Since I started at Australian Unity, I have worked Saturday, Sunday and Monday 
there and at Leigh Place on Wednesday and Thursday. On weekends I work from 
7:30am to 6:00pm. I receive shift penalties on the weekends which results in my 
hourly rate on Saturdays being $60 and $70 per hour on Sundays. 

20. At the start of COVID, I was pushed out of Leigh Place because I was working at 
another home but the union got my job back. 
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Training history 

21. I got my Catering Certificate , Responsible Service of Alcohol Certificate and 
Responsible Conduct of Gambling Certificate in 2005. 

22. I obtained a Certificate Ill in Health Services Assistant (Assistant-In-Nursing) in 2006. 

23. Leigh Place didn't require me to have a Cert Ill when I started there . 

24. I did my Certificate IV in Health Services Assistant (Assistant-In-Nursing) through 
Wentworth College in or around 2008. I completed this whilst working as Wentworth 
College would come to the workplace one day in the week and sit down and teach 
the course to the students . The certificate was paid for by Leigh Place. 

25. The Cert IV included training around dementia and palliative care. My pay didn't 
change on completion of the Cert IV and doing it wasn 't compulsory. 

26. Australian Unity didn't require me to have the Catering Certificate, but I do get extra 
pay because I have it. 

Description of tasks and explanation of skills 

Laundry Operator 

27. I work alone in the laundry. I (and my colleagues) have told my manager  that 
we need two people on a shift to get the work done but they won 't give an extra 
person to us and they're now cutting half an hour from our shifts. 

28. My day as a Laundry Hand usually looks like the following: 
a. I arrive to work at 7:00am to a dedicated laundry area, which has three washing 

machines, three dryers and an ironing board , even though we don't do the 
ironing anymore. 

b. Usually the washing bags from the night before for Houses 4 and 5 are there 
waiting to be done when I arrive at work. The residents of Houses 4 and 5 are 
very incontinent, so the bags are usually contaminated with poo and wee. 

c. I used to be able to put the bags straight into the washing machine unopened 
but Leigh Place management decided in 2020 that I now have to open them to 
take woollen items out. 

d. The woollen items shrink in hot water, so we now have to handwash them. If 
they do shrink anyway, we put the item in cold water and then stretch it out with 
fabric conditioner. 

e. These woollen items used to be taken home by the families to be washed . Now, 
laundry staff need to take great care to handwash them to make sure they're 
being washed in the proper way. 

f. I have to lift the bags into the room and then into the washing machine. They 
can weigh up to 30 kg each. Once the washing is in the washing machine, it 
takes thirty to forty minutes to wash and thirty to forty minutes to dry. 

10912



Page 4

g. I don't use the same setting for each wash. I have to decide what is appropriate. 
The normal heat is about eighty to ninety degrees. If I decide that it doesn't 
need to be that hot, I'll do it at sixty degrees, for example with synthetic 
materials. 

h. While the first lot of washing is on, I go and use the trolley to collect washing 
from Houses 1 to 6. Each day there are usually: 

i. Two bags of laundry from House 1; 
ii. Two to three bags of laundry from House 2; 
iii. Four bags of laundry from House 3; 
iv. Eight to nine bags of laundry from House 4; 
v. Thirteen bags of laundry from House 5; and, 
vi. Two to three bags of laundry from House 6. 

i. It takes me three to four rounds to collect the washing . I have to lift the bags 
and get them onto the trolley and then push the trolley around the residence. 

j. When I'm doing my rounds, I'm collecting the resident's personal clothes, 
collecting bed linen that has already been stripped and sometimes stripping 
sheets if the other staff haven't had time to do this . I also collect dirty 
tablecloths . 

k. Sometimes all of the clothes are in laundry hampers but sometimes they are 
on the floor. If clothes are on the floor, I check with the residents and then pick 
them up and wash them . 

I. If I see a resident is getting distressed because they are struggling to get 
dressed, I tend to help them because I used to be AIN and I have my Cert IV. 

m. I interact with residents as I walk around but if I spend more than five minutes 
talking to a resident, a manager will see you on the cameras and call you to tell 
you that that's not your job to chat to residents. 

n. The bags are usually more than 30 kgs, so there is a lot of heavy lifting involved . 

o. Once I've taken the bags to the laundry, I take the clothes out of the bags and 
put them into the washing machine. I have to remove the woollen garments 
from there and check for things like pads, hearing aids and glasses (as these 
often end up in the wash). 

p. I also have to make decisions on how to wash the laundry depending on what 
is on them and what condition they are in. The types of things that you might 
find on the laundry is blood, saliva , poo, wee and vomit. Sometimes the staff 
members who work in the Houses don't have time to throw faeces in the toilet 
so the solids stay bundled up in the sheets. 

q. I remove any solids before soaking or washing the laundry. I have to change 
the amount of chemicals for a heavy wash while making sure that I don't overfill 
it with bleach. 

r. I then usually use bleach powder for serious stains and then soak these in hot 
water. I have to decide what temperature to soak at and how much bleach will 
whiten the fabric without compromising its integrity. 
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s. Each resident's washing needs to be done separately and I try to cater for each 
resident's needs. For example, 

 

i. One particular resident, , wants her clothes to be washed and 
folded in a certain way. She doesn't want anyone else to wash her 
clothes, which means I end up with more bags. 

ii.  wants her clothes to be washed at a particular temperature , 
which means that I have to add cold water to the washing machine 
manually when it is getting re-filled so there is more cold than hot water. 

iii . The reason that she wants me to do it is because that's how she wants 
it done. We need to think a bit more about the needs of residents 
because they're old people and they don't need more anxiety. 

 

iv. I also do the washing for  in House 3. The way she was getting her 
undies and bras washed was wrecking the straps. I encouraged her to 
give them to me so that I could hand wash them. Once they've been 
washed , I put them in the dryer for ten to fifteen minutes and then bring 
them to her. 

v.  relies on me to do that and doesn't ask anyone else to do it. I don't 
mind. I like to be of assistance to residents. 

t. After the clothes are washed I place them in the dryer. I have to be careful when 
I put synthetic materials into the dryer that I don't put them on too high a setting. 

u. I take things out straight away like shirts, trousers, cardigans, fleecy tops and 
anything that is easy to crease , and lie them straight on the counter (folding 
them and stretching them as I go so they do not lose their shape). 

v. I then take out the sheets and fold them. There is usually more than fifty to sixty 
sheets that all have to be hand-folded. 

w. I then have to fold the undies, socks and the rest of the personal washing and 
put them back into the bag that I collected them in . 

x. If I take a break and the dryer finishes while I am on my break, I fall behind . 
Sometimes, if I'm really struggling , someone will help for a couple of hours but 
otherwise it's all manual folding on your own. 

y. I usually have to stay back half an hour or an hour to finish everything and I 
don't get paid for overtime. 

z. My manager, , has sometimes told me not to finish the job if it's not 
finished at the end of my shift, but then it's not done, they ask why and I get in 
trouble. For example, we recently had a conversation about a time I left some 
work in the laundry as I didn't have enough time to finish it during my shift. The 
conversation was to the following effect: 

: 

Me: 

"Anita, don 't ever leave the laundry in the state you did last 
week" 

"You told me to leave it." 
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: 

Me: 

: 

Me: 

"It's not right. Everyone else can finish their work, why can 't 
you?" 

"Everyone has the same problem with work but they don 't 
come and speak to you about it. " 

"I have been in the laundry. I know how it works." 

"No you don 't." 

aa. I was berated in front of everyone and told I was the only one with a problem. 
However, when I showed  the problem she apologised to me. I find it 
upsetting because they don't understand the difficult conditions that we work in 
when we first tell them. 

bb. Recently, one of the washing machines broke down in the laundry and water 
was spilling everywhere. I noticed that someone had burst the hose. I spoke to 

 and asked her if she could get it fixed. She advised me that she was not 
going to call anyone because the servicing for the machines was coming up. 
She told me to keep doing what I was doing until the servicing occurred. The 
situation was so bad that I had to call maintenance and ask them to give me 
some duct tape to fix the leak. Maintenance assessed the damage and told me 
I couldn't use that washing machine and turned it off. 

29. My day as a Chef usually looks like the following: 

a. I arrive to work at Australian Unity at 7:30am on my Saturday and Sunday 
shifts. I wash my hands and start the breakfast preparation. Breakfast is only 
for five people . 

b. After that, I start my medication rounds. I have to give medication to three or 
four people because I'm the only person there until 1 0am. As it is a low care 
facility , there is no Registered Nurse present at the start of my shift. As I have 
a certificate with AIN training, Australian Unity has delegated the task of 
administering the morning medication to the residents to me. The medication 
comes in a Webster pack which includes medication such as Paracetamol 
and/or vitamins. There are no S8 medications. I provide the resident with the 
medication and watch them take it. I then sign the signing sheet which lets the 
manager know they have received their medication. 

c. During the medication round I also assist residents with administering eye 
drops. 

d. It is a low care facility so I am just keeping an eye on the residents and engaging 
with them basically doing a shift as a personal care worker between 7:30am 
and 1 0:00am. I don't assist with showering or getting residents out of bed as 
they are all independent. Most of my assistance occurs in the dining room 
where I set up breakfast, set tables and put cutlery for residents to eat. My 
purpose is to be there in case something happens to a resident or they need 
something. 
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e. If a resident is feeling ill or in a state where they need attention, I call after hours 
doctors or call an ambulance. 

f. When the carer arrives, they start doing the care work and I go into the kitchen 
and start preparing lunch. 

g. There are forty residents in my wing who I have to prepare lunch for but most 
of them I don't see as it is independent. 

h. Lunch needs to be ready by 12:30pm. 

i. There is a set menu but I alter it for the five residents who have dietary 
requirements. In order to do this I have to know what foods and ingredients are 
not allowed for various dietary conditions. 

j . My manager  plans the meals with the resident's 
preferences in mind, whether they're disabled, fussy eaters or require gluten 
free. 

k. Once lunch is ready, I dish it out and the care staff serve it. 

I. I help with service three or four times a week. 

m. While I'm serving them, I talk to the residents. They love to talk. 

n. When the serving is finished , I start preparing the dessert for dinner. 

o. Lunch starts at 12:30pm and on a normal day is finished by 1 :45pm. 

p. Usually between 1 :30-2:00pm I clean up the kitchen . 

q. I then have a break between 2:00-2 :30pm. 

r. At 2:30pm , I start preparing afternoon tea for ten to fifteen residents. This could 
include getting biscuits, making scones or cakes and preparing tea and coffee . 

s. I prepare everything on a trolley and wheel it over at around 3pm to the 
residents in the committee room where they help themselves. 

t. Afternoon tea is usually finished around 3:30pm. 

u. After that I start preparing dinner for fifteen people, which is served in the dining 
room by the care staff. 

v. Dinner is usually finished by 5:30pm , and after that I clean the kitchen and then 
leave. 

Supervision 

Laundry Operator 

30. My managers are  and . 
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31 .  is the Operations Manager. She used to be a personal care worker and 
trained me when I arrived. 

32. She checks on the chemicals and stock and that the staff members are on duty. She 
broadly supervises things and if I am struggling she sometimes comes and helps or 
sends someone to help me. 

33. Generally though there isn't much assistance and now that they're cutting our hours 
I am not getting everything done and am staying back without pay to finish things. 

34. There are some days when I don't see . Over the last two weeks I haven't 
seen her once. 

35. When I started, she used to visit three or four times a day to check on me but now I 
don't see her if I don't call her. If there's a problem, I need to solve it by myself and I 
don't get any help. 

36. It is very pleasant but very hard work. I am the only person in the kitchen. I do all the 
preparation, cooking, dishing and cleaning . The care staff will come along and hand 
out the meals and tea or coffee. 

37. The manager is wonderful. If I am struggling, she comes out and helps out a lot. 

38. The staff members are very caring and there is a lot higher level of assistance and 
supervision than in my laundry role . 

Changes over time 

39. Generally, the biggest change in aged care has been the declining health of the 
residents. 

40. When I started , the residents were more energetic. 

41. Now they need more assistance with everything . They need help with moving , getting 
out of bed, toileting, eating and many other things. As they are elderly, they soil their 
sheets and clothing a lot more which means an increased workload for me. 

42. Sometimes I'm so busy that I can't talk to the residents and it's hard. I used to go and 
talk to them, but now I don't have time and when I do it, my managers don't like it 
because they say I shouldn't be in their room . 

Pay 

43. As explained above, I had to seek a second job at Australian Unity because the pay 
at Leigh Place was so low. I was not able to survive on a single income from one 
facility. I wasn't consulted when they reduced my hours at Leigh Place. I was also 
having a lot of conflict with management at Leigh Place because of the working 
conditions. They saw me struggle but did not do anything about it. 
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44. The pay I receive from Australian Unity assists me a lot. Even though working as a 
Chef is much harder at Australian Unity, I am a lot happier there. I always look forward 
to going to work there because the staff appreciates me. 

Anita Field 

Date: _so -o3- 2-..I 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 201 O 

WITNESS STATEMENT OF KERRIE ANNE BOXSELL 

I, Kerrie Anne Boxsell, Care Staff, Team Leader, of , 
 say that: 

1. I am  years and was born on . 

2. I am currently employed as a Care Staff, Team Leader and Acting Assistant at 
Evergreen Life Care (Evergreen) in West Gosford NSW 2250. 

3. This statement is made from my own knowledge and belief, unless otherwise stated. 
Where statements are not made from my own knowledge, they are made to the best 
of my knowledge, information and belief and I have set out the sources of my 
knowledge, information and belief. 

Education and qualifications 

4. I have attained the following qualifications and certificates: 

(a) Certificate Ill in Aged Care in 2010; 

(b) Certificate in Advanced Dementia Care in 2014; 

(c) Certificate IV in Aged Care in 2015; 

( d) Certificate in Aged Care Worker Skills in 2016; 

( e) Certificate IV in Mental Health in 2017; 

(f) Certificate in Palliative Care in 2018; 

(g) Certificate IV in Leadership and Mentor Training in 2018; 

(h) Certificate in Infection Control in 2020; and 

(i) First Aid Certificate in 2020 

In order to remain competent and stay informed of any changes or new 
knowledge in manual handling, I have to renew this certificate each year. It is 
also a mandatory requirement from my employer. 

5. It is mandatory to have a Certificate IV in Aged Care and First Aid Certificate for my 
Care Staff role at Evergreen. I did not receive any additional pay when I obtained this 
qualification. No part of requirements. 

Employment at Evergreen 
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6. I began my career in the Aged Care industry in or about 2010. 

7. I commenced employment at Evergreen in the position of Assistant-In-Nursing (AIN). 
At the time, Evergreen was called Gosford RSL Leisure Living. 

8. I worked as an AIN from 2010 to 2016. 

9. In 2016, I was promoted to a Team Leader position and also began working as an 
Acting Assistant in the office 1 day per week. 

10. In 2019, I began working 1 day on the floor as a Care Member, 2 days on the floor 
as a Team Leader and 2 days in the office. 

11. I understand I am classified as a 'Grade 4' employee under the Aged Care Award 
(Award) for my Team Leader and Acting Assistant duties. I also understand I am 
classified as Grade 2 Level 1 under the Award for my Care Staff role. 

Hours of work 

12. In a typical week, I am rostered to work 36 hours per week. 

13. I am rostered to work from Tuesday to Saturday. 

14. My hours are between 6:00am and 2:00pm, or between 8am to 4pm. 

15. I receive different rates of pay for my different roles. They are as follows: 

(a) I am paid $24.00 per hour when I am rostered as a Care Staff employee 1 day 
per week; 

(b) I am paid $27.00 per hour when I am rostered as a Team Leader 2 days per 
week; and 

(c) I am paid $27.00 per hour when I am rostered to work as an Acting Assistant 2 
days per week. 

16. My fortnightly pay is approximately $2,000.00 (with salary sacrificing). 

My duties 

17. Across all my roles at Evergreen, my duties generally include: 

(a) Leading a wing of nurses to exercise care for residents by (without limitation): 

(i) Showering residents; 

(ii) Assisting with toileting; 

(iii) Continence management; 

(iv) Feeding; 

(v) Performing regular observations; 

(b) Checking blood sugar levels; 
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( c) Giving out medication to residents; 

(d) Ensuring day to day care of residents; and 

( e) Completing administrative tasks. 

A typical day as a care staff employee and team leader 

Sign-in and handover 

18. Evergreen has different wings with approximately 28 residents in each wing. I am 
usually rostered on to work in the Allawah wing. However, if someone is sick and 
there are limited staff in other wings, I usually swap and work in other wings to assist. 

19. At the start of my shift, I sign in and collect all my equipment (phone, iPad and 
medications). 

20. I usually check in with the Registered Nurse (RN) to see if there have been any issues 
with residents overnight and then head off to an area in our wing where we do a 
handover with the night shift staff. 

Morning routine 

21. After the handover, my team (including myself) begin assisting residents to get ready 
for the day. This usually begins with showers. 

22. We know which resident needs assistance as it is stated on their care plan and in 
their rooms. For example, some residents require supervision only whereas others 
need 1 or 2 carers to assist. 

23. For residents who require supervision only, I usually stand near them during 
showering in case they are sore and need help. Sometimes you have to help them 
reach their toes or help them bend. 

24. For residents who require 1 or 2 assists, the process is a lot more hands on. I get 
residents to hold on to their walkers and move them into the shower. Some residents 
need to be put into lifters if they are not mobile while others need to be placed on 
shower chairs. 

25. Once I finish showers, I dress the resident and brush their teeth, fix their hearing aids 
and put on their glasses. 

26. It usually takes approximately 1 hour to get every resident ready for the day. We have 
2 hours before breakfast and then continue after breakfast. 

Medication rounds 

27. Once residents are ready for the day, I begin assisting in medication. This usually 
occurs whilst breakfast is being served. We do medication rounds while also 
attending to residents as there are different times that they need to be given. 

28. I use the prescriber order sheet which is provided in the folder of each resident. This 
document is also available on the iPad. 

29. The types of medications I administer are: 
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(a) Tablets; 

(b) Eye drops; and 

(c) Nebulizers. 

30. The medication round usually takes around 2 hours. I do it alone. 

General tasks 

31. After medication rounds are complete, I usually complete general tasks. 

(a) helping other care staff with their tasks; 

(b) attending to buzzers from residents; 

(c) assisting with toileting; 

(d) ordering stock; and 

(e) ordering medication. 

32. Helping the care staff includes making sure my team are okay and not overwhelmed 
with caring for all the residents. Our team is good in the sense we always fill in for 
each other and jump in to assist whenever someone needs help. We are always 
communicating and briefing each other during the shift. I have mentored them and 
performance managed any issues I have identified over the years. 

33. Each resident has a buzzer which allows us to know they need to be attended to. 
Throughout the day, we are constantly buzzed to attend residents who need water, 
require assistance with toileting, showering, dressing, feeding, making beds or 
emptying rubbish from rooms. I also ensure I update the RN on anything that is 
outside the scope of my duties. This includes: 

(a) Wound dressing; 

(b) Attending to residents who have temperatures outside of normal range; 

(c) Residents not feeling well; and 

(ct) Assessing aggressive behavior. 

(RN Duties) 

Attending to falls 

34. As a team leader, I also have to attend to residents who have falls. I have learnt the 
procedure of how to attend to falls through my Aged Care training and also the 
procedure in place at Evergreen. 

35. We are usually notified of falls when the resident presses the assist button. 

36. Attending to a resident involves: 

(a) at least 2 care staff going to the resident's room to check on them; 
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(b) assessing their state of health (visually and by talking to them); 

( c) calmly reassuring the resident that they will be alright; 

(d) calling the RN to the room for assessment; 

(e) lifting the resident carefully to minimize any pain or injury; 

(f) putting the resident back into bed and making sure they are comfortable; 

(g) monitoring the resident for the remainder of the shift; and 

(h) noting every detail of the incident in the resident's folder. 

37. We also ensure we discuss the fall in our handover to the next shift staff so that they 
know to check up on the patient. 

Medication audits 

38. As a team leader, I also conduct medication audits once a week to ensure each 
resident has the correct medication for the upcoming week. This is a part of my role. 

39. Conducting these audits includes checking Webster packs against the doctor's 
prescriber order sheet. I need to check that the medication provided in the packs is 
in accordance with the prescription. I also look for any missing tablets or extra tablets. 

Cleaning 

40. Cleaning has become a major part of the role as a team leader and for care staff. 
Examples of the type of cleaning we do at Evergreen includes: 

(a) making beds, 

(b) infection control; 

(c) emptying rubbish from rooms; 

(d) cleaning solids (such as faeces) off linen; 

(e) taking laundry for washing; and 

(f) tidying resident rooms. 

Urine analysis and faecal samples 

41. When a resident has a fall, the RN may require a urine analysis which requires us to 
get a urine sample from a resident. The reason for this is because some residents 
can get urinary tract infections (UTl's) which can influence their behaviours. 
Additionally, we might also be asked to obtain a faecal sample from the resident so 
that it can be sent to pathology. 

Attending to dementia residents 

42. Some of the dementia residents are difficult to deal with because they do not 
understand why I am trying to help them. They don't recognise you and ask questions 
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as to why I am helping them with undressing or toileting. They become restless and 
start yelling, scratching and hitting you. 

43. To calm them down, I try to engage with them by talking or even singing to them. For 
example, one of our dementia residents was becoming very agitated when we were 
trying to assist him with personal care. I held his hand and talked to him while the 
other care staff wiped him down. We also try to give him something to hold to make 
him feel comfortable and supported. It is always a good idea to give him something 
to do or engage him by doing his buttons himself. 

Attending to palliative care residents 

44. We have palliative residents but not many at once. The procedure to look after these 
residents is focused on their care for the end of their life. I and my staff try to keep 
close contact with them and keep looking at them in their eye. 

45. Staff check in on them frequently. During the checks, we assess the resident's needs, 
change their pads, feed them and check and assist with medication. We also take 
the residents out for walks when we have time or take them down for activities if they 
are able to. I try and talk to them and comfort them as much as possible. 

46. If we can sense the resident is in pain, we try our best to comfort them and ask them 
what they need. 

47. Every action is recorded in the resident's palliative care book. 

48. Once a resident has died, we let the RN know who will come in and check on the 
resident. Some residents have an end of life plan and we try to follow every step of 
that plan. This could include putting the resident in their favourite clothes or pyjamas 
and/or making them look "kissable" (put on some makeup). We also make sure we 
follow any cultural or spiritual procedures that they have identified. 

49. It is also important to nurture the family during the grieving process. We offer 
residents a cup of tea when they come to see their deceased family member and 
attend to anything they need. 

Training 

50. Evergreen is one of the aged care centres in Gosford which trains the local aged care 
TAFE students. We get approximately 5 to 6 students at a time; however, this 
depends on how many people are studying the course at the time. 

51. There is a system in place where TAFE students studying aged care come and obtain 
experience in our wing. We buddy each student up with a care member and show 
them all the aspects of how to do the role. 

52. We aim to provide a hands-on experience as that is how we believe they will learn. 
Some of the tasks we show students to do are: 

(a) Showering residents; 

(b) Cleaning teeth; and 

( c) Washing hair. 
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53. As they are still learning, it takes much longer to do these tasks. This can sometimes 
create a backlog of other tasks that need to be completed in our shift. 

54. I am not sure if this is included in my position description however it is something I 
have always done at Evergreen. 

Supervision 

55. My immediate supervisor is the RN on duty. She is not usually on the floor as she 
has a lot of paperwork and 1 to 1 resident duties to do. I report everything to the RN 
however if there is something urgent that needs attention then I speak to the Care 
Manager or Facility Manager. 

56. I am always supported when I need it. If I have a resident that is behaving differently 
or there is a new issue that I do not know how to handle, they will always step in and 
help me. For example, we have recently had a new resident who is presenting with 
certain behaviours. As I do not know her well enough at the moment, I was unable to 
comprehend what she was saying at times. I spoke to the supervisors to try and get 
more information about the resident and her background. They provided me with 
information and also asked me to look at her paperwork to see if there was any 
information included there. 

57. The level of supervision I receive has increased because we are getting residents 
with higher needs who need an increased level of care. When I first started at 
Evergreen, the facility was a low care facility and high care and dementia. However, 
we are now a high care facility with a dementia wing . It is getting harder because 
every resident needs help and there are not enough staff to meet the needs. 

Changes over time 

58. I have noticed that the residents coming to Evergreen are at the end stage of their 
life. This was increased when the Home Care packages were introduced. The Home 
Care packages allowed elderly people to get care at home instead of having to come 
to an aged care home. Therefore, we see a lot of the residents who come from 
hospital so that we can look after them and try and get them back on the feet or 
residents who are bedridden. 

59. Residents now come with more complex care needs. Recently we have had residents 
who have feeding tubes When we first started receiving residents with this type of 
care we had no idea on how to work the machines. We had to learn what to do and 
how to look after the resident before and after feeding. 

60. Higher care residents require more observation and attention. This means there are 
less residents who need 'Supervision Only' and more who need 2 carers. More staff 
need to attend a single resident to assist with anything from behaviour, nutrition, 
toileting and other complex care. This did not occur earlier on in my career. 

61. As the residents are frailer, they can sometimes have difficulty communicating with 
care staff. We try our best to talk slowly so they understand. We also have cue cards 
where the resident can point to what they want. If a resident is unable to tell us how 
much pain they are in, we have a pain scale that the resident can point to. 

62. We currently have approximately 3 nurses per 25 residents at Evergreen and a floater 
who alternates between wards. This rate of staff to residents was good in earlier years 
when the facility was a low care facility however it does not apply anymore. An 
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increase in the ratio of nurses to residents would be beneficial in a higher care facility 
like Evergreen. For example, I think it would be good to have 5 or 6 residents to 4 
staff members. This way, all the residents can have better care and there is less 
workload on the care staff. 

63. There is an increased need for me and the other carers to liaise with clinical and 
health professional staff because of the residents. The external staff include: 

(a) a palliative care team; 

(b) specialist health professionals who deal with complex wounds; 

(c) behaviour teams; 

(d) physiotherapists; and 

( e) speech pathologists. 

64. I think of myself as an advocate for residents when I am dealing with these 
professionals. I will try and identify residents' health issues and press for 
assessments and support for residents. 

65. Furthermore, I have noticed that the residents tend to become more depressed. If I 
do notice that a resident is feeling down, I report it to the RN who will consult with 
their doctor. There is also a BASIS team who will come to assess the behaviours of 
a resident and sit down and provide them with strategies to cope. I also implement 
strategies like: 

(a) Activities; 

(b) Speaking to residents about their families and memories; 

(c) Volunteers; 

(d) One on one sessions; 

( e) Pet therapy; 

(f) Patting horses; 

(g) Men's shed; 

(h) Gardening; and 

(i) Videos. 

66. Early on in my career, Evergreen used to organise bus trips with volunteers that would 
take the residents to the local ice cream shop, cinema or to get lunch. However, less 
residents go on these trips now because they are frail and it is harder to transport 
them 

67. No matter what their age or diagnosis is, we are always looking for changes and how 
to help residents. Our aim is to ensure they are pain-free, have always had enough 
to eat and drink and are comfortable. The staff are encouraged to engage with 
residents. The residents love one on one time with the staff which is why we always 
try our best to take time out of our shift to talk to the residents. For example, there is 
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one resident who requires ice gel every day. I don't give her the ice gel during the 
morning medication rounds. I usually visit her later on in the day to apply the gel so 
that I can spend some one on one time with her. She really appreciates this. 

68. We have had to adjust how we perform our work. Prior to 2018, care staff used to do 
everything on paper. Now, all our work is done on iPad's. I find it much faster using 
a digital system as everything is entered in or ticked off immediately. It is also much 
easier to find information when required. During this change, we were also provided 
training for the iCare system which we use everyday on the iPads. 

69. As a supervisor, you are responsible for assessing and supervising the work of your 
team and picking up the slack if the team is behind in their tasks. This means you 
often do not get to take your breaks. Your team will always come to you and notify 
you of what is going on. You are responsible for going out and assessing the situation 
if there is a problem with a resident. You are also responsible for liaising with the RN. 

70. In my administration role, I put together the funding packs for the funding we receive 
from the government for resident care. This includes ensuring all the assessments 
are completed and making sure cognitive and depression paperwork is complete by 
the RN's. I also ensure I write down what type of care a resident needs, what 
behaviours they have and what medication the resident needs as this impacts the 
funding. 

COVID 

71. During COVID, it was mandatory to wear personal protective equipment (PPE) all 
the time when dealing with residents in insolation. We would have to wear full 
protective wear before stepping into their rooms. It became a very time-consuming 
process. 

72. Evergreen required staff to get regular COVID tests all the time if they displayed any 
symptoms or were unwell. 

73. I organised Facetime/Zoom calls and window visits for residents because they 
weren't able to see their family. This took a lot of time out of the day for care staff 
because we would have to set up the technology or wheel residents in and out of 
special rooms to see their families. I had never used Zoom or facetime prior to 
COVID. 

Kerrie Anne Boxsell 
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 

REPLY WITNESS STATEMENT OF KERRIE ANNE BOXSELL 

I Kerrie Anne Boxsell, Care Staff, Team Leader, of 

, state as follows: 

1. I am a witness in these proceedings. 

2. I have previously provided a statement in respect of these proceedings, dated 31 March 2021 

("my first statement"). 

3. I now provide the following information in addition to my first statement. 

Impact of COVID.-19 

4. I have been fortunate working at Evergreen because there has only been three COVID-19 

cases onsite . 

• 
5. VVhen a staff member tests positive, we shut down wings where they've worked and test all 

residents the positive case has been in contact with. Residents are required to stay in their 

room, which is difficult for them and staff too. 

6. Personally, I've had to be very cautious in where I go and what I do in my private life, for 

example, prior to attending an event or occasion with my family I will conduct a brief risk 

assessment and if it's a large event I will often not attend for fear of contracting COVID-19. 

This is because of the risk of hurting residents or letting down teammates if I were to contract 

COVID-19 and brought the virus to work. 

Testing tent 

7. Throughout COVID-19, a testing tent has been set up to ensure families and visitors perform 

a Rapid Antigen Test rRAT") test prior to entering the facility. 

8. The tent is staffed by a single care staff member who is taken from their regular caring duties 

to work in the tent, reducing our headcount in the care team. 

9. The tent contributes to keeping us safe collectively, however, individually staff have to rotate 

to staff the tent. 

, 
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10. During work in the tent, staff are expected to: 

(a) provide families with RATs; 

(b) explain how to perform the RATs; 

(c-) monitor their use of the RATs to ensure they are used 
accurately; and 

(d) check the RAT to confirm negative results and document the 
result. 

11 . I had to learn how to do all of these things accurately after COVI D-19 started. When we staff 

the tent, we may be exposed to the virus because this is where the initial testing occurs. If 

someone tests positive in the tent, they are required to leave the facility. 

PPE 

12. At all times while on shift, staff are expected to wear varying degrees of PPE. When there is 

no COVID-19 outbreak, we are required to wear masks, face shields and gloves while 

performing duties. 

13. Full PPE is only designated when an identified positive case is suspected or confirmed. 

14. Wearing PPE each day creates challenges, such as: 

a) exhaustion and challenges with breathing; 

(b) over-heating; 

(c) communication with colleagues and residents is difficult; and 

(d) obscures my vision and other senses. 

15. In my first statement, I identified challenges with communication to residents, particularly 

dementia patients. We cannot proceed with our work until the resident comprehends what we 

are doing. Calming down a dementia patient is significantly more difficult now with masks 

being required, along with restrictions on singing. Singing to a dementia patient can de

escalate aggressive situations. 

16. PPE creates communication challenges. I have had to identify and implement more creative 

ways to communicate, which are often time consuming. For example, I will use my hands to 

gesture, use objects or draw and write out what we want the resident to understand. All of 

these approaches take longer for us to complete. 

17. We have not had an instance that I'm aware of where we could not get a resident to 

understand eventually. Ultimately, it is our job and a crucial requirement to proceeding with 
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any care to ensure the resident understands, however sometimes we may be required to 

leave the resident and seek assistance from other staff. I've worked here for eleven years and 

with my experience, I find there is always a way to communicate with residents, it's simply far 

less straightforward or efficient under COVID PPE requirements. 

18. As Team Leader, staff wiU often come to me because they cannot communicate with a 

resident, which has increased due to PPE and COVID restrictions. Less experienced staff 

struggle with interventions so as Team Leader, I will assist, guiding and mentoring the less 

experienced staff. This is a necessary requirement of my role but it means I'm pulled away 

from other work. 

19. Ultimately, masks make work less efficient, taking longer periods of time to do our usual tasks, 

require more energy and require greater creativity . 

20. Staff are looking to leave the industry. Many staff discuss leaving because of the COVID 

r-equirements and burn out, for example, people have left because of the COVID vaccine 

requirements and in conversation staff say they are hoping to leave the industry. I know it's to 

protect us and the residents but it's exhausting and challenging to be constantly wearing PPE 

and having restrictions in place, such as no singing and enforced social distancing. 

Staffing levels 

21 . C0.1/ID has impacted staffing levels, right now we continue to struggle to be fully staffed day

to-day because staff contract COVID, are required to isolate as family members have COVID 

or show symptoms. 

22. We cannot always predict when the staffing shortages will occur. The shortages often come 

in waves, one day we are fully staffed and then the next week we have several staff 

unavailable. 

23. The remaining staff have to fill in across the facility . I have had to pick up duties in cleaning , 

leisure, and Reception, depending on where we are short-staffed. If several cleaners are in 

isolation, we fill in and mop, vacuum and generally do what is necessary where we can. 

24. Where kitchen staff are unavailable, I have filled in to dish up ahd serve meals, it is 

increasingly common for care staff to assist if we are not in the main kitchen. None of this is 

in our job description or roles we would ordinarily perform when adequately staffed. 

25. Management is good and do what they can, I know management attempt to source third party 

labour to fill gaps, whether that be cleaning or Reception, but when they reach out to labour 

hire providers, management are often told there is no-one available. 
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26. Since the beginning of this year, management have attempted to recruit a lot of new staff. 

Normally, pre-COVID, we would have enough staff and a casual pool to fill holiday and sick 

leave. Management have increased recruitment efforts with the increased levels of sick leave 

and understaffing. 

27. We retain most new staff whdve come from other facilities. 

28. In my first statement, i referred to the relationship Evergreen has with the local TAFE to train 

and educate young workers seeking to enter the industry. This provides us with a steady 

group of young employees which we can develop. 

29. Since the major COVID outbreak last year, we no longer get groups of students coming into 

our facility to learn because of COVID restrictions. It appears to me, in my observations, less 

people are coming through the TAFE system and into these caring roles since COVID 

commenced. 

Families and loved ones 

30. When families come to visit, Evergreen does impose certain restrictions, which are designed 

to limit potential exposure and keep residents safe . 

31. After the outbreaks in aged care· homes in Victoria during the early phase of the pandemic, 

visitors were prevented from entering the facility. We are now better resourced, educated, and 

aware of how to manage risks which means families can safely visit. 

32. To make visits safe, it requires more work from staff. For example, staffing the tent at the front 

of the facility which I described above, families perform their RAT tests in this tent, staff 

oversee the process and ensure validity or results. This includes administering RAT tests, 

observing the process, documenting results, and ensuring validity of the tests, all while 

ensuring compliance with infection control measures. 

33. Only two visitors can visit a resident at a time. Visitors are restricted to the resident's room to 

ensure social distancing requirements are met or outdoor areas. 

34. Evergreen still promotes Zooms as a means for residents to interact with family . This is 

something which primarily Leisure workers set-up and manage for the families. I will assist 

with Zoom when we are short-staffed or when there are technical issues with the technology 

and no Leisure worker is around to address it. I expect that Zoom catchups will continue after 

the pandemic as families have gotten used to them and they are convenient for them. 

35. Most visitors have been well-behaved and easy to deal with. There have been some 

challenges, primarily with COVID restrictions, for example, ensuring that visitors always wear 

their mask correctly. 
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Emotional and recreational support for residents 

36. During COVID it has been necessary to spend more time one-on-one with residents to 

support them emotionally. We will do activities with them such as colouring books ahd 

reading magazines to entertain and distract them. 

37. We will also spend more time reminiscing and exploring memories of their life to provide 

companionship, which residents could not get from ~heir regular visitors. 

38. Most of the recreational activities are coordinated through the leisure and wellness team, 

which requires the team being fully staffed. We step in and assist when they are short

staffed, for example, on weekends when they only have one leisure and wellness staff 

member for three areas. This takes us away from our usual caring duties. 

39. It is exhausting assisting in so many areas with so much unpredictability. I know the 

residents rely on us and need our help, so I just get the work done and find a way to make 

sure things happen. I get so exhausted because I'm going faster, not having breaks, 

sacrificing myself to meet the workload. If I slow down, the people that suffer are the 

residents. 

New skills and technology 

40. I haven't !'\Pd to learn many new skills because I've been working here for eleven years, six 

jears as a team leader. With my experience, a lot was revision or updates on what I'd 

previousiy 1earnt. 

41 . Less experienced staff did need to learn a lot of new skills because of COVID. 

42. For me, it was not so much the specific skills, rather it was the scale of the challenge. I've 

dealt with influenza outbreaks, gastro and other viruses but I've never dealt with the extent 

of COVID and how transmissible it was. The approach we had to take was bigger than other 

viruses, for me, the skills were not new, but the scale and intensity was. 

43. Our Registered Nurse in charge of infection control did a lot of training for our staff. We 

spent more time in meetings preparing and practicing for hypothetical situations, such as an 

outbreak being confirmed on site. This included: 

(a) chain of command and reporting lines; 

(b) procedures in case of an outbreak; 

(c) ensuring quick and easy access to information in case of an 

outbreak; and 
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(d) working through a big whiteboard filled with the steps to be 

followed in specific scenarios. 

44. The training staff had to undergo included competencies in: 

(a) infectious outbreaks; 

(b) infection control; and 

(c) donning on and doffing off PPE. 

45. We had to be very particular about understanding donning on and doffing off procedure. I 

understand several of the severe outbreaks in Aged Care in Sydney and Melbourne were 

due to lapses in PPE controls. 

46. For myself, it was largely revision and updating my understanding and competency to 

application in a much bigger, dangerous virus. For most staff this informatior was new 

training and new skills. 

47. I understand s·ome employers have argued new technology has made our job easier. This is 

not the case at Evergreen, there is discussion about new technology being introduced 

occasionally, however we do not believe it until it is rolled out because we've heard so many 

praposals which do not go ahead. 

48. The only new technology we have is a new phone system. It has made minimal change to 

our work. 

6 

.... 
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Filed on behalf of Health Services Union

Address Suite 46/ 255 Drummond St CARLTON Vic 3053

Filed by Leigh Svendsen, Senior Industrial and Compliance Officer

Email leighs@hsu.net.au Phone 0418 538 989

IN THE FAIR WORK COMMISSION

FAIR WORK ACT 2009

Application to vary the Social, Community, Home Care and Disability Services
Industry Award

Matter No: AM2021/65

STATEMENT OF CAMILLA SEDGMAN

I, Camilla Sedgman, Personal Support Worker, of

, state as follows:

1. I have worked in the aged care sector for around 11 years.

2. I am currently employed by RSL LifeCare (RSL) in Far North NSW as a

Personal Support Worker. I have worked in this position for nearly two years.

3. I am years of age and was born on .

4. This statement is from my own knowledge and belief unless otherwise stated.

Where statements are not made from my own knowledge, they are made to the

best of my knowledge, information and belief and I have set out the sources of

my knowledge, information, and belief.

A. Employment History

5. Prior to entering the aged care sector around 11 years ago, I worked mainly in

retail, however I also spent four years working in childcare.

6. My first job in aged care was with Blue Care (which was later amalgamated with

Uniting Care). I commenced with Blue Care in around 2010 as a personal

support worker. After about three years, Blue Care became Uniting Care. I

stayed with Uniting care until 2019. Throughout my time with Blue Care/Uniting

Care, I worked as a home care worker.

7. With Uniting Care, I was on a 20 hour per week part-time contract. I was

allocated and worked over 30 hours work per week for most of my time with
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Uniting Care, however in 2019 my hours reduced to closer to my contracted

hours of 20 per week.

8. Being a single mum, I needed more hours. So, I started looking around for

another job. I had a friend working with RSL who told me there were plenty of

hours available there, so I applied for a job with RSL and was successful.

9. I commenced with RSL towards the end of 2019.

B. Qualification and Training Requirements

10. I completed a Certificate III in Aged Care Work in 2012 through Open Colleges

Pty Ltd. A copy of my Certificate III is annexed to this Statement and marked

CS-01.

11. I am required to undertake annual ongoing training and development with RSL,

which is provided online via the ‘AKUNA’ platform – RSL’s learning

management system. There are usually around 9 or 10 modules I am required

to complete across the year. The modules cover topics like manual handling,

bullying, work health and safety, PPE, hand washing, medication refresher, and

so on. The online training is mandatory.

12. RSL determines how long each module should take to complete – for example,

30 minutes – and pays staff for that time. If it takes us longer, we are not paid

for that additional time.

13. I also just recently completed 5 days of work health and safety training to

become a Health and Safety Representative. This training was paid for by RSL.

14. I am also required to complete yearly CPR training and three yearly full first aid

training. I organise and pay for these courses but am reimbursed by RSL. I have

not had to use my CPR training in the course of my work, however I occasionally

use some of my first aid training to dress wounds.

C. Wages and Conditions of Employment

15. My employment is regulated by the RSL LifeCare, NSWNMA and HSU NSW

Enterprise Agreement 2017-2020 (Agreement).

16. I am employed as a Home Care Employee, Grade 3.
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17. My current hourly rate of pay is $25.78.

18. The classification description for a Home Care Employee, Grade 3 in the

Agreement aligns with the classification description for a Home Care Employee,

Level 3 in Schedule E of the Social, Community, Home Care and Disability

Services Industry Award 2010 (Award).

19. The hourly rate of pay for a second year Home Care Employee, Level 3 of the

Award, is currently $24.40.

D. Roster and Duties

20. For the first six months of my employment with RSL, I was employed on a

casual basis.

21. After six months, I was converted to a permanent part-time position. My part

time contract specified 15 hours per fortnight, however I was regularly working

over 60 hours a fortnight because I was offered and accepted additional hours

of work.

22. After a further 12 months, in around May or June 2021, I asked my manager at

the time for a contract review. Given the ongoing impacts of COVID, I was

concerned about job security and wanted to lock in some more guaranteed

hours. I requested a 40 hour per fortnight contract.

23. I was told by my manager that my availability was not broad enough to allow

her to give me a 40 hour per fortnight contract. At this time, I had a private NDIS

client who I worked with on Tuesday and Thursday afternoons (for 5.5 hours in

total), however I was otherwise fully available at any time throughout the week

for RSL.

24. In July 2021, my previous manager left and was replaced by a new manager.

By this time, two staff who were on 40 hour per fortnight permanent contracts

had left. So, I approached my new manager and again asked for my contract

to be reviewed and increased to a 40 hour per fortnight contract.

25. My new manager agreed. So, I am now on a permanent part-time contract

specifying 40 hours per fortnight.

26. I still perform, however, 60 to 65 hours of work per fortnight in practice.
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27. I work 5 days per week with RSL (Monday to Friday).

28. I get my roster with RSL on a Friday for the following week.

29. I have been pretty lucky in that I have a fairly regular roster and generally see

the same clients week to week.

30. All the clients I see with RSL are aged care clients – most are DVA-funded;

however, some are Home Care Package-funded.

31. The majority of the clients I see are aged between 80 and 100.

32. RSL have ‘morning’ and ‘afternoon’ shifts. This means I sometimes have a

break of around 1.5 or 2 hours in the middle of the day. When this occurs, I

receive a one-off broken shift allowance of half of my usual hourly rate – so

$12.89 – to compensate for this.

33. A typical Monday for me looks like the following:

a. My first client on a Monday is at 8.00am. This client lives around the corner

from me, about 5 minutes away. I am not paid for my kilometres or time

getting to my first client (nor home from my last client).

b. This is a DVA client who I see for a two-hour domestic service. He has just

turned 80, and lives with his wife. They live in a big house. I am required

to clean the bedroom, office, two lounge rooms, dining room, kitchen and

two bathrooms. This includes cleaning all surfaces and disinfecting the

toilets and sinks in the bathrooms, and dusting, vacuuming and mopping

throughout. This usually takes me the full two hours to complete.

c. Each client has a folder in their house which we are required to sign to

indicate we’ve been, and to add in any comments for the family or the next

carer or nurse who comes by. I fill in this client’s folder, then head to my

next client.

d. I then see my next client at 10.15am. I am given 15 minutes to get to this

client, however it only takes me 5 minutes to get to him from my last client.

I am paid a 72c per kilometre allowance for my drive between clients,

however, I am not paid for my time between 10.00 and 10.15am.
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e. This client is a Home Care Package client. He is a lovely 92-year-old

gentleman who lives with his daughter and her family. I see him to provide

social support and community access for two hours. This client likes to go

for a drive down along the beach, and to get a coffee or some morning

tea. We usually stop off at the shops and have a wander around.

f. Although I am usually out with this client for most of the two hours, I always

make sure I have a time to chat to this client’s daughter to see how he is

going and how she is managing. In the last little while, this client has

started to go downhill. He is in the early stages of dementia and is starting

to have a bit of memory loss and confusion (for example, misplacing and

forgetting things).

g. Recently, his daughter told me her dad had been up at night wandering

around, and that she was a little concerned. She asked me for my thoughts

and advice.

h. I have previously had dementia clients with Sundowner’s. While

Sundowner’s can affect people differently, I have had clients who become

restless, irritable, confused or even verbally abusive after sundown. This

seems to affect men in particular. Because of these previous experiences,

I thought my client’s restlessness and wandering at night may be related

to his dementia.

i. This client had also had a sore back of late and had gone to have x-rays

taken the week prior. On this occasion, the daughter told me she was

taking him to a doctor’s appointment that afternoon to get the results of

the x-rays. So, I suggested that she take that opportunity to also speak to

the doctor about her concerns about her dad at night.

j. If I have serious concerns about a client, for example, that they are at a

risk of falling and might need a wheelchair, I report this back to the office

to pass on to either a nurse or the client’s case manager who then go out

and assess the client. To do this I either call the office or send a text

message through ‘TCM’ (text communication message) which is a general

number that someone in the office receives.
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k. We are provided with work mobile phones for this purpose. Our phones

also contain an app with our rosters, which we use to log in and out of

shifts and to log our kilometres. The office pre-estimates our kilometres,

however if we have to re-route for whatever purpose – roadworks, for

example – we can change this in the app as long as we let the office know

the reason.

l. In addition, as already noted, each client has a folder in their house which

we are required to sign to indicate we’ve been, and to add in any

comments for the family or the next carer or nurse who comes by.

m. After I finish with this client at 12.15pm, I then have a break until 2.00pm.

Because this is considered a broken shift, RSL pay me an allowance

equivalent to 30 minutes of my usual hourly pay – so $12.89.

n. I then begin my afternoon shift which commences at 2.00pm and finishes

at around 6.15pm. This shift is called the ‘Tweed Coast run’. It runs from

Chinderah down to Pottsville. This run involves a lot of driving, and I am

in and out of the car 12 times seeing 6 clients for a mixture of medication

prompts, welfare checks, and showers (until recently, I was seeing 7

clients over the course of this run, however one of my clients recently

passed away so now I have a bit of a gap in the middle of my run – which

I will outline below).

o. For this run, because it contains multiple engagements of less than one

hour (usually 15, 25 or 45 minutes), I am paid through from the beginning

of my first client to the end of my last client.

p. My first client for the afternoon is in Chinderah. This is about 7km from my

house, and it takes me about 10 minutes to drive there. I am not paid for

my time or kilometres for this drive as it is considered the start of a new

shift.

q. This client is a DVA client who I see for a 15-minute welfare check. This

client is in his 90s and lives alone. He’s still quite independent and still

gets himself out to the gym, so he’s very healthy. I have a quick stop with

him for a chat to see how he’s going, check he’s had all his medications,
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and to see if there’s anything he needs. I sign in his folder that I’ve been

and make any notes as required.

r. I then drive to my next client in Kingscliff, about a 5km drive away. It takes

me around 10 minutes to drive to this client. The appointment with this

client starts at 2.30pm. I am paid a 72c per kilometre allowance for the

5km drive.

s. This client is a 95-year-old woman who lives alone with her cat. She is

mostly blind; however, she is very independent and most of the time just

requires a bit of guidance. I see this client for a mixture of personal care

and meal preparation. Officially, 25 minutes is assigned to personal care,

and 20 minutes is assigned to meal preparation. All up, I am with this client

for 45 minutes until 3.15pm.

t. In the afternoon I give her a hand with whatever she needs. Usually, she

has had her shower in the morning, but she may need some cream applied

on her arms and legs in the afternoon.

u. I also make sure this client has a meal ready for the evening. Usually, she

tells me what she wants to have, and I prepare it for her. For example, I

sometimes cook some chicken or a chop for her or get some soup ready

in a bowl. I then put the prepared plate of food in the microwave for her so

all she has to do is start the microwave when she’s ready to eat.

Sometimes she has a go at making a salad and asks me to check it for

her.

v. Before I leave, I sign in her folder that I’ve been, and make any notes as

required.

w. I then used to have another client close by in Kingscliff – a lovely elderly

gentleman. He was a real character – very charismatic. Sadly, he passed

away recently. In the result, that client has dropped out from my roster,

and I now have an unpaid gap from 3.15 to 4.00pm.

x. My next client is in Casuarina, about 6km away. This drive usually takes

me 10 or 15 minutes. I am paid a 72c per kilometre allowance for the drive

from my previous client.
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y. This client is a DVA client. This client has quite a number of issues. He

has PTSD. He has previously been in psychiatric wards and nursing

homes and is on a lot of different medications. He has very little motivation

and does not like having to do things for himself. Sometimes he can be

quite aggressive and demanding in his behaviour.

z. This visit is a 25-minute service which is meant to be a medication prompt

and heating up a meal. However, this client is quite demanding and usually

wants more done.

aa. For his medication, I pop his tablets out from his webster pack into a cup

for him (usually I pop medication into a client’s hand, however this client

has trouble gripping with his hands which is why I pop it out into a cup for

him). This client has a medication chart in his folder, so after he has taken

his tablets, I tick off the entry on his chart for that date.

bb. I then cook him up a meal. Although we are not meant to cook hot meals

through DVA, as mentioned, this client is quite demanding and expects us

to do it. I normally cook him up some vegetarian patties or sausages, or

some salmon, or make him a haloumi or egg salad. I also cut up some

fruit for him to go with it. I then have to clean up the kitchen after this is

done.

cc. This client then usually wants me to put some washing on or hang some

washing out, or to do a pile of dishes from earlier in the day. With this

client, I am meant to leave by 4.30pm however I usually go past that time

with all the tasks he asks to be done. However, it is easier to do what he

asks and keep him calm. If I refuse a task, he can get angry and become

loud and verbally aggressive. This puts us in a difficult position as if

something happens, for example, if we are burnt when cooking him a hot

meal, I have been told by RSL that we won’t be covered for workers

compensation as this is not something we are meant to do under DVA

funding.

dd. Some of the newer carers have spoken to me about not wanting to see

this client as they feel uncomfortable with him. Recently, I spoke to my

manager and asked that his case manager have a conversation with him
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about prioritising what he wants his carers to do, because after 25 minutes

the carer has to leave. I have been spoken to by my manager about

enforcing this and making sure I walk out the door after 25 minutes. This

is only new, so at present this client seems to be accepting it, but it remains

to be seen whether this will continue.

ee. I finish filling in this client’s folder – namely sign that I’ve been and making

any notes as required – before I leave.

ff. My next client is in Hastings Point, about 7km down the road. This takes

me around 10 minutes to drive. This client starts at 4.45pm. I am paid a

72c per kilometre allowance for my drive in between.

gg. This client is a DVA funded client. This client is a lovely old woman. Her

husband passed away about four years ago, and she now lives alone. I

see this client for 25 minutes. It is classed as personal care; however it is

more of a welfare check and to help with whatever the client needs. For

example, I usually make her some coffee, and she might want a piece of

toast or something to eat. She might ask me to fold up some towels or

sheets or put a load of washing on for her. I use my time with this client

mainly to see how she is and whether she needs a hand with anything. I

sign in her folder that I’ve been, and make any notes as required, before

heading off to my next client.

hh. I then head to my next client, who is about 6km down the road in Pottsville.

This drive takes me around 10 minutes. I arrive at this client at around

5.30pm. I am paid a 72c per kilometre allowance for the journey in

between.

ii. This client is a lovely 97-year-old gentleman. He lives with his daughter

but is very independent. I see this client for a 15-minute welfare check. I

have a chat with him and see how he’s going. He has just started having

a physiotherapist come and see him. So, recently his daughter has asked

me to ask my client to show me the exercises he’s meant to do. I sign in

his folder that I’ve been, and make any notes as required, before heading

to my next client.
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jj. I then have one further client in Pottsville, just around the corner. I try to

get to this client by around 5.45pm. This client is a DVA client. He is around

81 years old, and lives with his wife. He has a bit of dementia, diabetes,

and some heart issues.

kk. I see this client for a shower. I turn the taps on for him and help him to

undress, then stay nearby while he goes into the shower, sits on his

shower chair and washes himself. If he needs a hand with anything, I’m

there to help, but usually he is ok to wash himself. I then help dry him and

get him dressed. I am with this client for 25 minutes. I sign in his folder

that I’ve been, and make any notes as required, before I leave.

ll. I finish up with this client around 6.15pm. I then have about a 30km drive,

which takes me about 35 minutes. I am not paid for my time, nor do I

receive the kilometre allowance for this return trip. I get home just before

7.00pm.

34. On Wednesdays and Fridays, I do the Tweed run on the morning shift.

35. A typical Friday for me looks like the following:

a. The Tweed run on a morning shift is go-go-go. I see 11 clients (until

recently, this was 12 clients) between 7.00am and 3.45pm.

b. Until recently, my morning shift on a Friday started at 6.30am with the man

who recently passed away.

c. Now, my first client is at 7.00am in Kingscliff. This client is about a 12km

drive from my house. It takes me around 15 minutes to drive to her. I am

not paid for my time or kilometres travelling to my first client.

d. I see this client for 25 minutes. This client is the same 95-year-old lady

with vision impairment I see second on my Monday afternoon shift. This

visit is for a medication prompt. The client has two tablets, which I pop out

into her hand for her. I also get out her eye drops for her, which she puts

in herself. I note the medication down on her medication chart in her folder.

I then usually make her some toast for breakfast and, if her son hasn’t

come earlier and dropped her off a coffee, I make her coffee.
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e. I then have 5 minutes to get around the corner to my second client at

7.30am, who I see for 25 minutes. This is a lady in her early 90s who I see

for a shower. This client just had a new pacemaker put in, and recently

had a fall. So, she is getting assistance with her showers every morning

at the moment as she is a bit unsteady on her feet. I stand outside the

shower with this client and wash her hair, back and feet – the areas she

can’t reach. She can do most of her body herself. I then help her dry and

get dressed and make her bed. This is tight to get done in 25 minutes.

This client is quite good – she knows I am coming, and that time is limited,

so she has her clothes out and ready to go before I get there. I sign in her

folder that I’ve been, and make any notes as required, before leaving for

my next client.

f. I then have another client around the corner in Kingscliff. I get to this client

for around 8.00am and see her for a 15-minute welfare check. This client

is 102 years old. This client has a bad back and had a fall not long ago. I

use my 15 minutes with her to make sure she’s ok and is managing her

pain. I also check if she has any appointments coming up in the following

week to prompt her memory and to keep track myself. I sign in her folder

that I’ve been, and make any notes as required, before heading to my next

client.

g. I then go to my next client in Casuarina, about 6km away. With traffic, this

drive often takes me a good 15 to 20 minutes. I am paid a 72c allowance

for the kilometres to drive to this client.

h. I usually arrive to this client at around 8.30am. This is the same client who

suffers from PTSD who I see fourth on my Monday afternoon shift.

i. On a Friday morning, I see this client for 40 minutes. It is quite a full-on

service involving a shower (unless he has decided to go to the gym that

day), medication prompt, and breakfast.

j. This client always likes to have breakfast before he showers. So, I get him

his breakfast ready. This involves making coffee and cutting up fruit for

him. I then do his morning medications – again popping his tablets out

from a webster pack into a cup for him to take with his breakfast and noting
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this down on his medication chart. I then do the dishes while he eats his

breakfast and drinks his coffee.

k. After he’s finished his breakfast, if he’s having a shower, I turn the taps on

for him and stay nearby. He can wash himself and will sing out if he needs

help or when he’s finished. When he’s finished, I help him dry himself –

particularly his back – and help him get dressed. If it is a day when he is

going to take himself to the gym, he won’t have a shower, however I help

him get dressed in his gym clothes instead. He then often asks me to put

some washing on or hang some washing out.

l. This client won’t have a shower until he’s finished his breakfast, so if he

takes his time with that, I can be delayed quite a lot in this service. As it is,

although I am meant to finish with this client by 9.10am, I often go at least

10 minutes over time with this client. Before I leave, I am required to

complete his folder – marking off that I’ve attended and writing in any notes

as required.

m. My next client starts at 9.30am. Thankfully, he is only 5 minutes around

the corner, so even if I go 10 minutes over with my last client, I can usually

get to him on time. However, I am not paid for my time between 9.10am

and 9.30am.

n. My 9.30am client is a 15-minute welfare check. This just gives me time to

have a quick catch up with the client and to check to see if he’s doing ok

or needs anything in particular. I usually apply some cream on his arms

and legs as his skin can be quite dry. I sign in his folder that I’ve been, and

make any notes as required, before leaving for my next client.

o. I then head to Hastings Point, about 7km away. This drive usually takes

me around 10 minutes. I usually arrive to this client at 10.00am.

p. This client is in her late 80s or early 90s, and I see her for 25 minutes for

a shower. This client is a bit slow, but she manages pretty well by herself.

With her shower, I get the water ready for her, then stay nearby and make

her bed so she can call out if she needs a hand. However, she is usually

ok to wash herself. After she’s finished in the shower, I help her to dry and
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get dressed. This process usually takes the whole 25 minutes to complete.

I sign in her folder that I’ve been, and make any notes as required, before

heading to my next client.

q. I then have another client just around the corner in Hastings Point. I

usually get to this client just after 10.30am. I see this client for 25 minutes

for what’s called personal care; however this service is more of a meal

prep and welfare check service.

r. This client is a larger lady who spends a lot of time in bed. When I arrive,

she is usually still in bed. However, occasionally she might be out of bed

and sitting in the lounge room.

s. I make this client a coffee and get some Weetbix ready for her. I then bring

her coffee and food to her either in her bed or in the lounge room. I then

spend a minute having a chat and checking in with this client to make sure

she’s doing ok and to see whether there’s anything she needs. This lady

likes to talk, so it can sometimes be hard to get out of there. But I do my

best to leave on time by around 11.00am. I sign in her folder that I’ve been,

and make any notes as required, before heading to my next client.

t. I then head back to Casuarina, another 7km drive. This drive again takes

me around 10 minutes. I arrive at around 11.15am for a 15-minute welfare

check.

u. This client is a nearly 99-year-old lady who lives alone. I spend 15-minutes

catching up and checking in with this client and making sure she is ok.

She has a skin tear at the moment, so I check on that and apply some

cream. I sign in her folder that I’ve been, and make any notes as required,

before heading to my next client.

v. Depending on how I’m going for time at this point, I either have a 10-minute

tea break if I’m running on time, or if I’m running over, I just keep going.

Even where I can take a 10-minute tea break, this just involves me

grabbing a takeaway coffee to have on the drive to my next client.

w. My next client is in Cudgen, about 5km away. This drive usually takes me

10 minutes. It is usually around 11.45am by this point. I see this client for
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25 minutes. This is an elderly client who lives with his wife. He has some

respiratory issues, so can get quite wheezy and breathless.

x. I help this client with a shower. While he is capable of getting himself into

the shower and cleaning himself, I am there to assist in case he overdoes

it and finds himself out of breath. As this client is a very tall and solid man,

if he were to pass out, he could really injure himself. So, I am there to

make sure he is ok throughout his shower.

y. After his shower, I help him dry off and apply cream to his legs before

helping him get dressed. I sign in his folder that I’ve been, and make any

notes as required, before heading to my next client.

z. I then have about a 10km drive up to Fingal Head to my next client. This

drive takes me a good 15 minutes. I usually arrive by about 12.30pm or

later, depending on how I’m tracking for time by this point.

aa. I see this client, an elderly lady, for 25 minutes for a shower. However,

given it’s lunch time by then, this lady has often showered herself by the

time I get there. I feel awful that I can’t get there any earlier for this lady,

however the Tweed run has become too long and busy. I have reported

to the office that often I am too late to provide her shower to her in a time

that’s useful to her, and I understand they are looking at moving her to a

different run in order to accommodate her for a morning shower.

bb. If this client has already had her shower by the time I arrive, I sit and have

a chat with her and she often asks me to help with some dishes, getting

some washing off the line or putting some washing out. Whatever she

needs doing. I sign in her folder that I’ve been, and make any notes as

required, before heading to my next client.

cc. I then head back towards Banora Point, which is about a 10km drive that

takes me around 10 or 15 minutes. My next client is the same client I see

second on Monday morning – the 92-year-old client I take out for social

support and community access. I usually arrive to this client by about

1.15pm. I see him for 2.5 hours on a Friday.
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dd. I take this client out for most of the 2.5 hours I am with him on a Friday.

Usually, I take him for a drive down past the beach, which he enjoys. He

likes to get fish and chips for lunch, so we stop and do that. We then might

drive up to a look out or to the shops, depending on what he feels like.

Before I leave him, I fill in his folder to say I’ve been and to make any notes

as required.

ee. I finish with him at 3.45pm. I then usually take my lunch break for half an

hour, and finish up about 4.15 or 4.30pm, depending how I’ve done for

time during the day.

ff. I am only 5 minutes from home by that point. So, I head straight home

after this. I am absolutely exhausted by the time I finish on a Friday and

fall in a heap when I walk in the door.

36. While most of my clients are low care (meaning they require assistance with

tasks rather than more involved care), the time pressures involved in seeing so

many clients back-to-back are intense. Sometimes I am held up with a client.

This can have a flow on effect and mean I am then running late for all my

remaining clients. Clients have preferred times for their visits. However, I can’t

get to all clients at their preferred times. While most are understanding, I often

feel rushed, stressed and under the pump – particularly on the days I have busy

runs. It can sometimes be overwhelming and exhausting.

37. Particularly on the busy runs – like the Tweed Coast run described below –

which involve a run of multiple short engagements of usually 15 or 25 minutes,

I have to be very conscious of time. For these runs, every time I am about to

enter a client’s house, I check my watch and make a mental note of the time

I’ve arrived and the time I need to be finished.

38. I don’t usually have time to dilly dally, so I then go in, do what I’ve got to do,

and check my watch again after that to see how I’m going for time. Because I

have been doing the run and seeing the clients for a while now, I have a good

gauge on how long things take me and can usually keep on track without having

to constantly check my watch. However, because there is often a lot to get done

in a short time frame, I sometimes have to politely hurry clients along. Similarly,
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sometimes I am at the door ready to leave a client and the client will want to

keep chatting – I have to try to break away without being rude to the client.

39. If I go over time with a client on the Tweed run by 15 minutes or more, I let the

office know as they can take that time out of the client’s funding (if the client is

a DVA-funded client).

40. Even on short visits, I am always on the lookout for any changes in my clients’

health or behaviour. If I think a client is getting to a point where they require

some additional help or care, I contact my office or their case manager (for the

Home Care Package clients) or registered nurse (for the DVA clients) to go out

and assess them to see if they can get more hours of care.

E. Impacts of COVID-19

41. Since COVID-19, we have more PPE and training requirements.

42. Training has included training on the donning and doffing of PPE and hand

washing. There is a whole COVID-19 module on our online training which we

haven’t had to do before.

43. In terms of PPE, we are now required to wear masks at all times with clients.

This is again something that we didn’t have to do before COVID. The masks

make the work harder, particularly when I am in and out of the car and running

in and out of clients’ houses, sometimes every 15 or 30 minutes.

F. Financial Pressures and Staying in the Job

44. I love my job.

45. Before getting into aged care, I worked in childcare for four years. However, I

always wanted to get into aged care when my children became school aged as

I have always got along well with older people.

46. It is very rewarding work. A lot of elderly people don’t have family close by and

rely on carers to help them where needed. I love to be able to make a difference

in someone’s life and put a smile on someone’s face. I like to hope when I get

to the stage when I require some help, there will be someone that can help me

in this way too.
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47. However, I don’t think the pay that home carers receive compensates us for the

work we do. We work long, stressful shifts providing a mix of services from

personal care, welfare checks, medication prompts, meals, domestic

assistance and social support. We can be in and out of our cars 20 times a shift,

going into clients’ homes to do different services in different environments.

Sometimes we have to put up with demanding and aggressive clients.

48. I have had friends and family say to me they couldn’t do what I do. I have to

have a lot of patience and compassion for my clients to do what I do. I don’t

understand why my work is worth less than a disability support worker, sales

assistant, or office administration worker.

49. I am also required to use my own car in the course of my work, including when

transporting clients. It is my responsibility to ensure my car is clean, well

maintained, registered and insured at all times. I do this at my own expense.

50. While I am paid a 72c per kilometre for my kilometres travelling between clients

(however, not to or from my first or last client on a shift), all wear and tear is on

me.

51. I have worked in aged care for 11 years now, and it’s only recently I’m starting

to get somewhere financially. I’ve had to live week to week for years because

of the low pay, I even had to take on a second job with a private NDIS client

because of the financial pressure. I was simply not earning enough even though

I was working nearly full-time hours.

52. I love my work but would love to see home carers paid a fairer rate that is more

reflective of what we do.

Date: 5 October 2021
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Filed on behalf of Health Services Union

Address Suite 46/ 255 Drummond St CARLTON Vic 3053

Filed by Leigh Svendsen, Senior Industrial and Compliance Officer

Email leighs@hsu.net.au Phone 0418 538 989

IN THE FAIR WORK COMMISSION

FAIR WORK ACT 2009

Application to vary the Social, Community, Home Care and Disability Services
Industry Award

Matter No: AM2021/65

___________________________________________________________________

STATEMENT OF JENNIFER (‘JENNA’) WOOD

___________________________________________________________________

I, Jennifer (‘Jenna’) Wood, of 

, make the following statement which is true and correct to the best of my

knowledge and ability:

1. I have worked in the aged care sector for nearly 11 years.

2. I am employed as a Support Worker for Uniting Home & Community Care

Nepean (Uniting). I have worked in this position for nearly 11 years.

3. I am years of age and was born in .

4. This statement is from my own knowledge and belief unless otherwise stated.

Where statements are not made from my own knowledge, they are made to

the best of my knowledge, information and belief and I have set out the

sources of my knowledge, information, and belief.

A. Employment History

5. Prior to commencing work in aged care with Uniting, I worked for a year in a

disability boarding house as a support worker in 2010. This was my first job in

the care sector. After a year in this job, I pursued work in aged care as I had

always been interested in going into aged care. The experience in disability

helped me to ultimately get my job with Uniting, as the residents in my

disability job had been mostly aged.

6. Prior to that job, I worked in a variety of jobs in different fields.
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7. I addition to working with Uniting currently, I have also worked a casual job as

a library assistant in my local library for the last four years. I pursued library

work to supplement the income I receive from Uniting because the pay is low

and my hours unreliable (I will discuss this more below). I generally work

between one to four days a week with the library.

8. I have generally always had a second job to supplement my income working

in aged care. Prior to my library job, I worked various retail jobs.

B. Qualification and Training Requirements

9. The duties I perform are providing domestic assistance, transportation

services (to and from appointments, for example), shopping, community

access, social support, and meal preparation to elderly people in the

community. I do not perform personal care duties in my role as a support

worker with Uniting.

10. I have had the option of completing a Certificate qualification with Uniting,

which would qualify me to provide personal care services in addition to the

duties I currently undertake. However, I have chosen not to do this because,

in part, adding in personal care work would only result in around a $1.70 or

$1.80 per hour pay rise for me. I don’t feel there is much incentive to take on

this extra training and the extra responsibilities associated with personal care

work. This training would also be at my own expense.

11. Instead, I completed a Diploma of Library and Information Services over 2015-

2016 prior to commencing my second job with the library in 2017. This course

cost me $11,000, however, I chose to study this Diploma rather than a

Certificate in an aged care related area because the library Diploma would

(and did) allow me to get a job that was easier than my job in aged care (in

the sense that it is far less physically, emotionally, and mentally demanding),

higher paid, and with greater development and progression opportunities. I

was also thinking ahead and planning for my later years of work, as I won’t be

able to continue my aged care work until my retirement age of 70 given how

physically demanding it is, and will need to have other options.
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12. In my own time, to upskill and assist in my dealings with elderly clients with

dementia, I have completed a MOOC (massive open online course) through

the University of Tasmania in ‘Understanding Dementia’. This was a free

course. A copy of the certificate I received after completing this course is

annexed to this Statement and marked JW-01.

13. I am required to undertake regular e-learning with Uniting in topics like hand

hygiene, manual handling, WHS fundamentals, infection prevention and

control, donning and doffing of PPE, dementia essentials, new aged care

quality standards, elder abuse, understanding cultural diversity, emergency

preparedness, antimicrobial stewardship, reportable conduct, and safe food

preparation. Previously, these trainings used to be placed on our rosters, and

we would actually go into the office and complete the trainings in paid time.

However, now we are required to complete these trainings on our work phone

on a program called ‘Ulearn’ in our own time, outside our usual hours of

availability unlike before when it was rostered on within our usual availability.

The trainings take anywhere from 20 minutes to around an hour to complete.

We get reminders to keep up as each training is due by a particular date.

14. We are supposed to still be paid for this training, but I am unsure if that will

occur (I haven’t received any payment to date since we started completing

these trainings remotely). I have been told we have to complete 11 hours of

training before being paid.

15. I have also put my hand up for other optional courses and workshops over my

years with Uniting, including in Aboriginal Cultural Awareness, LGBTI

Training, and Accidental Counsellor training.

16. I am also required to maintain a current first aid certificate and CPR training.

Because we have clients with heart disease, diabetes, and other illnesses, it is

essential we have these qualifications. Uniting cover the costs of these

certificates for me, however I am not paid for my time to attend nor for my

costs of travel to and from the training. My upcoming first aid refresher has

been booked in Penrith, over 50km away from me and on a Saturday. I will

not be paid for my travel or time to attend this training, and may also lose a
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day’s pay with penalty rates I may otherwise have earned as I will have to be

unavailable from my library job on that day.

C. Wages and Conditions of Employment

17. My employment is covered by the Uniting Aged Care Enterprise Agreement

(NSW) 2017 (the Agreement).

18. I am employed on a permanent part time basis.

19. I am employed as a Community Care Employee, Grade 2 Support Worker.

20. My current rate of pay is $25.05 per hour.

21. I last had a pay rise in July 2021.

D. Roster and Duties

22. Uniting provides care to aged people in the Blue Mountains’ community. Our

clients include both those on Home Care Packages and Commonwealth

Home Support Program funded clients.

23. Uniting provides domestic assistance, social support, nursing, respite care,

transport, personal care, allied health services, home maintenance, and

gardening services to aged people in the community.

24. In terms of the work I perform, I do domestic assistance (cleaning), transport

(for example, to appointments), social support, community access (for

example, taking clients out to seniors groups), shopping (which might involve

the client coming with me, or the client giving me a list and money and me

going for them) and meal preparation services.

25. I see a range of clients of different ages and with different needs.

26. I currently see regular clients from different generations, ranging in age from

74 up to 97 years old. However, Uniting has clients ranging in age from 65 to

over 100, and I can be rostered to provide services to any of these clients

from week-to-week. Although a generalisation, I have found that clients from

the baby boomer generation can be more demanding, whereas clients from
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older generations are usually less pushy, and more appreciative, cheerful, and

patient. This is something that has changed over time.

27. I have two clients I see currently who have dementia. I’ve previously had

clients with Parkinson’s disease, MS, motor neurone disease, and Cerebral

Palsy. These conditions can affect the normal ageing process and add extra

complexities when servicing clients. For example, with my client with Cerebral

Palsy, she was born with a mild case of it. However, it is affecting her more in

ageing. Her feet have become more unreliable, and she is now always

required to use a walker at home. Recently, I had to call an ambulance for this

client as she had a fall while twisting to sit from her walker into her armchair

when I was present in her house for a service.

28. I have clients who range from being mobile and just needing some help

around the house, to clients who are legally blind or deaf, or with very limited

mobility. I also deal with clients with mental health and hoarding issues.

Different clients can have complex needs or challenging behaviours. I will

expand on this below.

29. Uniting Nepean covers the whole Blue Mountains area all the way down to

Penrith, so I can have clients anywhere up to an hour’s drive away. These

days I don’t usually have any regular clients more than half an hour’s drive

away, however other Support Workers do.

30. I work three days per week – Tuesday, Thursday, and Friday. I used to do

four days, however, I dropped back to three when I got my job at the library so

I could do more hours there as the pay is higher.

31. We nominate the hours that we are available. On Tuesdays, Thursdays, and

Fridays, I am available between 8.00am and 5.00pm. I am rostered on by

Uniting at any time during that period.

32. I usually work, on average, 20 hours per week with Uniting.

33. I don’t receive a roster as such, in the sense of a traditional weekly roster

received ahead of time. My roster is contained on my work mobile phone

(provided by Uniting) in an application called ‘CareLink’.
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34. I have some clients I see regularly – either weekly or fortnightly. So, I

generally have a basic idea of what my roster will look like week-to-week.

35. However, the roster can change at short notice, so every evening before a

workday, I log in to the CareLink app to check my roster for the next day.

36. For example, on Tuesday my first client is usually at 9:30am, but I need to

check the night before in case another client has been added in at, say,

8.00am. The roster is fluid. Things can change at short notice, for example if

another carer is off sick and their clients need to be reallocated. Things can

also change over time, as clients either pass away or move into a residential

aged care facility. There are also cancellations that come up.

37. First thing in the morning on a workday, over my coffee, I again log in to the

CareLink app to check there have been no last-minute changes to my roster,

and to prepare for my day.

38. This includes reading the care plans for any clients I may be seeing for the

first time, or for the first time in a while, where available. The care plan might

include important information, for example, that entry to a client’s house is to

be via the back door not the front door, that I am to make entry to a client’s

house using a key in a lockbox safe, or that a client is deaf or immobile.

39. On occasion, the care plan for a new client may not have been uploaded into

CareLink yet, or quite often it can be quite minimal. Often client care plans are

a pretty standard form with minor changes. I try to pick up more information

from other Support Workers’ notes, however these will only be available for

established (rather than new) clients. Quite often I have no or little idea of who

or what I am walking into when I rostered to see a new client (or a client who

is not one of my regulars).

40. I also need to be aware of what each service is – that is, whether it’s domestic

assistance, shopping, transport, or something else. If it is a transport service, I

prepare by reading where I need to pick a client up from (as this is not always

their house), and where I am taking them to. If I am rostered on to transport a

client to or from Nepean or Westmead Hospitals for a specialist appointment

or procedure, for example, I need to have a clear idea in my mind of the route,
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what traffic may be like, how long the drive might take, and where parking will

be available (and then remember to remind clients to bring their disabled

parking stickers if they have one). Westmead Hospital is around a 1.5 hour

drive and Napean Hospital is about a 1 hour drive from my location.

41. I also check the notes for all clients in the roster, even for regular clients, to see

if there are any notes that have been left by another carer that I need to be

aware of, for example, a new health condition. The notes also tell me the details

about where a client likes to shop, or whether they come with their Support

Worker shopping, for example. I then do my own research to find where to go

to find appropriate parking, for example, disability parking or somewhere where

the gutters are not too high or the road too steep.

42. Also, when I check my roster, if there are clashing services, or not enough

time has been left between clients, this might involve some time on the phone

to the office trying to fix.

43. I also need to check my emails daily, which I usually do in the morning at the

same time as I do my other preparations. Uniting communicates with us via

email (as well as text messages and phone calls). I receive between 1 and 5

emails daily, and am expected to keep up to date with them. Some emails I

need to respond to more urgently (for example, an email from my Team

Leader asking me to call them when I can – which will most often be in my

own time before, between, or after services with clients), and some are less

urgent containing information we need to be aware of like reminders to supply

clients with and encourage them to wear masks. There is also a lot of general

Uniting news and announcements in the emails.

44. The reason I do this checking and pre-planning in the morning before I start

work is because once I walk out the door my day is usually go-go-go, and

there isn’t much downtime to prepare in between clients. I usually spend

around up to 30 minutes in the morning doing this.

45. However, I am only paid for the time I am with a client. So, this means getting

prepared in my own unpaid time.
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46. The following is a description of my most recent day at work, which was a

Friday:

a. My first client was in Mount Victoria at 8.30am until 10.30am. This is

about a 25-minute drive from my house. I am not paid for my time or

kilometres driving to my first client for the day (or home from the last

client at the end of the day).

b. I have to conduct a COVID screening assessment before entering each

client’s house (which I will discuss more below). I do that before I then

sign on to the job in the CareLink app and begin the service.

c. This client is an elderly man of 90 years old who lives alone. I see him

for domestic assistance. This involves changing his bed linen, putting a

load of washing on, vacuuming the whole house, cleaning the basin,

toilet and shower recess in the main bathroom, and the basin and toilet

in the second bathroom, and then mopping all the floors with a wet mop

and then a dry mop. I then help the client hang out the washing and if I

have time, do some dusting.

d. This client is very isolated and always wants a chat. His wife used to be

my client until she died a few years ago. After his wife died, he also got a

home care package and requested from Uniting that I become his

Support Worker as he’d come to know me as his wife’s Support Worker,

so I have known him for years.

e. He is particularly isolated at the moment. While he has four children and

lots of grandchildren and great-grandchildren, three of his children plus

grandchildren and great grandchildren live in the Hartley and Lithgow

area, which, while only a 10 to 15-minute drive away from my client, are

outside the boundary of Greater Sydney. As Mount Victoria is just inside

the boundary of Greater Sydney, my client hasn’t been able to see any

of his family for months due to COVID-19 restrictions in Sydney.

f. Even now that the lockdown is over, he is still restricted from crossing

from Greater Sydney into the ‘regional’ area just down the road from him.

So, he still has no access to his extended family. He has told me of his

810959



AM2021-65 HSU Witness WOOD J

great grandchildren asking him on the phone when they will ever get to

see him again. This has been very difficult for him as he is very close

with his family.

g. He also used to drive and shop in Lithgow and often stop to have coffee

with a friend or two in the area but hasn’t been able to do this for nearly

four months. He had also intended to celebrate his 90th birthday with two

parties in July which he had organised with his family’s help, however

that had to be cancelled due to the lockdown. This was very

disappointing for him.

h. So, he leans on me for social interaction and as someone to share

memories and stories with. He is very into local history and always has

things he wants to show me. On this visit, he had found an award his

mother had received when he was a baby of around 6 months old. It was

an award for ‘boy with the most beautiful eyes’. He was very chuffed and

wanted to show me this before I left.

i. With these sorts of interactions, I can’t rush the client. It is important for

my client’s mood and mental wellbeing that I interact with him and take

the time to look at and respond to what he wants to show me. It’s much

more than just going in and doing the work. I’m not just the ‘cleaning

lady’, I’m an emotional and social support for clients.

j. I often get stuck and go overtime with this client. Some clients are really

aware of time and help you out to finish on time, others forget you have

other clients to go to and that you’re there doing a job. I have to do my

best to stay on track timewise, and at the same time be careful not to

brush clients off.

k. After this client, I then had a transport service with a client I don’t

normally see. This client was in Katoomba, about a 30-minute drive from

my client in Mount Victoria. However, this client’s appointment was not

scheduled until 11.20am, so that meant I had 20 minutes to wait in my

car until the service started, which was unpaid time. (I am paid an

allowance of 78c per kilometre for the distance between clients, and also

for my time driving – in this case 30 minutes).
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l. As I had read the care plan for this client earlier in the morning, I knew

this client required transport to an appointment with an eye specialist.

Although his care plan didn’t specify, I gathered from this he had vision

loss. As it turned out, he had glaucoma.

m. This client was waiting on the front verandah ready to go when I arrived,

which was great and unusual as often clients can need a bit of prompting

to get going or take time to get ready and possibly need assistance. The

appointment was a 10-minute drive away. I was a bit worried about

getting a park as the specialist’s office was on a hill, however I was lucky

to find a spot nearby.

n. When we arrived at the specialist’s office, I went inside with the client

and was advised by the receptionist my client was required to take a

rapid COVID-19 test and wait for the results before the doctor would see

him. I became concerned that the service, which had only been rostered

for an hour total between 11.20am to 12.20pm, would go over time. I

asked the receptionist if she thought it was likely my client would be

done in time for me to get him home by 12.20pm, and she told me it was

highly unlikely. As I wasn’t allowed to stay with my client inside due to

COVID restrictions, I gave the receptionist my mobile phone number and

asked her to phone me when my client was done so I could come in and

get him.

o. I then went and sat in my car and phoned the office to notify them that I

was going to go overtime with this client. I was stressing because my

next client was a man I see for social support who usually likes to go for

a walk. I usually see him at 11.30 and we go for a walk before his lunch.

However, because of this additional client today, he had already been

pushed back an hour and I was worried about being even later for him.

He’s much better in terms of energy in the morning, so I was really

worried that it was going to be too late for his walk by the time I got

there.
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p. The scheduling team at the office didn’t want to change my following

services or contact clients until they knew exactly when I would be

finished with this client.

q. I also called my client’s Support Advisor to inform her that the service

was running over time, as she had been the one to advise the

Scheduling Team to roster the service for one hour. She agreed that

wasn’t long enough. During this call, the Support Advisor also told me

about a regular client of mine who had died the night before

unexpectedly. The Support Advisor told me that my regular client had

cancelled the day before due to not feeling well and had died. She was

only 76 and I wasn’t expecting this. I was shocked and upset but had to

try to put it aside in order to concentrate on the problem at hand. I have

still not received a reply to my follow up emailing asking for any

information about which hospital my client had died in, the cause of her

death, or any funeral arrangements. Often, we are not told at all when a

client passes. I always feel anxious when I see a client missing from my

roster, and make inquiries myself as to whether a client is ok.

r. Ultimately, the 11.30am client went 40 minutes over time, finishing at

1.00pm.

s. I then rushed to my next client in Leura – the regular I normally see for

social support on a Friday at 11.30am. I arrived at 1.10pm. This client is

quite deaf, so when I arrived, I spoke to his wife. His wife told me they

hadn’t even been told that I was going to be an hour late in the first place

because of the extra client, let alone that I was going to be even later

due to the delays that occurred.

t. When clients aren’t informed about delays, it is us who they offload on

about it. I have to hold clients’ frustration while I am at the same time

frustrated myself that the office hasn’t let them know. Luckily, this client

was very understanding. In fact, he and his wife were worried about me

and whether something had happened to me out on the road. This was

an unnecessary worry for my client caused by a lack of communication.
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u. I asked if my client still wanted to go for a walk, and he did. So, we did.

With this client it usually takes a bit of time to get him sorted with his

shoes on and ready to go. And then we walk for the remainder of the

hour as this is something he enjoys doing. It also gives his wife a bit of

respite to have him out of the house.

v. I finished with this client at 2.10pm, when I then got to take my lunch

break. I get a half an hour lunch break that starts the minute I walk out

the door from my client (so, if I run over time, this cuts into my lunch

break). I usually bring something to eat and eat in my car. I also try to

find a public toilet to use in the time I have.

w. Between 2.40pm to 3.00pm I drove to my next client in Hazelbrook, 20

minutes away from Leura, who I saw for two hours between 3.00pm and

5.00pm. This client is on a level 3 Home Care Package. I see this client

on Friday for social support (I also see her for two hours on a Tuesday

for domestic assistance and shopping – however that used to be a four-

hour service prior to COVID).

x. I spend time with this client talking and looking at photos or trying to get

her up out of her chair. Since COVID, this client tends to spend most of

her time sitting in her armchair watching television. So, when I visit, I

encourage her to get up and come outside into the garden to get some

fresh air because I have noticed a real deterioration in her mobility.

y. Before COVID, I always used to encourage her to come out with me

when I did her shopping. Even though it takes a lot longer if she comes –

as she is very slow – and it is a lot easier for me when she doesn’t come,

I know it is an important way for her to get moving and get some

exercise which is beneficial for her overall health.

z. I know I mean a lot to this client. I have been seeing her for 8 or 9 years

now. This client had come to Australia from Europe back in 1960. Not

long after I met her, her younger son died suddenly. She was grief

stricken and sad for a long time. Until recently, she had one friend she

would talk to on the phone everyday in her own language. However, that

friend died. Since that point, she has been quite socially isolated. She
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has one son that lives nearby, however her other son passed away a few

years back. I have been there through all of this with her, and she has

come to treat me like a friend. I think I have come to fill that role for her.

It can’t be underestimated the support we provide our clients.

aa. With this client, I usually do the washing up while I’m there, take the

rubbish out and whatever else needs doing. I also sometimes go to the

shops for her during this service if she needs anything topped up.

bb. I finished with this client a 5.00pm and drove home. I had a 25-minute

drive home and arrived at about 5.30pm.

47. Every client is different, and every service is different.

48. Although, for example, I may be rostered on for a domestic service with a

client, I am often leaned on for emotional support or asked for advice or help

with other things. Clients don’t see me as just the cleaning lady, they see me

as an advisor, an advocate, and a counsellor.

49. Recently, for example, a client asked me to help them install Whatsapp on

their phone, others have asked me to arrange an appointment for them. On

another occasion with a client, I realised their fridge wasn’t working. I then had

to spend time helping them look for warranty papers and phoning the store.

50. Another client I see regularly for domestic assistance suffers from macular

degeneration, and her eyesight has deteriorated significantly recently. I have

been helping her research aids that might help her see her computer screen

clearer, and was also able to suggest to her I could contact the Macular

Disease Foundation and arrange she start receiving an audio version of a

newsletter from them. I have also copied out her address book for her in big

writing so that she is able to read it.

51. On other occasions, I have had clients who have become a bit muddled about

appointments they have coming up, for example, and ask me for help to

understand what they need to do. It might be that they need to get a blood test

done before they go to a certain appointment, and I can help them work this

out by looking at the referral or letter they have from the doctor. This may
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include phoning her Support Advisor or our rostering team to arrange a

transport service.

52. Clients also often rely on us for support and reassurance. For example, I did a

transport service with a lady who was legally blind from her home in

Katoomba to Westmead Hospital. I picked her up very early in the morning

when it was still dark which meant she required a lot of assistance walking

from her house to my car and then to get into the car. I parked across a

driveway dip, and using a torch guided her walker right to the car. When she

got to the car I held the car door steady for her to grip onto after letting go of

her walker, then described to her how far to turn and when to sit back into the

car seat. I had to do research the night before this service to check how to get

there (including specifically how to access the eye section of the Hospital),

what traffic would be like, where the disabled parking was, and whether it was

paid parking. The client was quite stressed and anxious about the trip, and I

had to reassure her along the way and make sure I appeared to have it all

under control.

53. When we arrived, I had to look for the rooms we had to find in the Hospital

and the toilets. This trip was at the start of COVID-19 too, and that added

extra new processes like donning masks and using hand sanitizer in the

Hospital and of course assisting the client with this. We had to wait for an

extended period in the waiting rooms which increased the client’s stress.

Because this client’s hearing is quite bad, I had to assure her every time a

name was called out that it wasn’t hers yet. She also needed me to make sure

she had the right paperwork ready to hand over to the right people. So, this

was more than simply providing transport to the client. It involves a lot of

support, guidance, and reassurance to the client along the way.

54. Sometimes during services, clients tell me about health or medical issues.

While I’m a general worker and don’t do personal care or medication services,

I may still be one of the few contacts an elderly client has with anyone all

week. I am required to and do play an important role in responding to these

issues, particularly when they require urgent attention.
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55. For example, if a client tells me they have had a fall the previous day, this is

something I need to respond to. I ask clients, first, whether they have suffered

any injury. If they have, I ask them to show me. If they have a cut or bruise or

tell me they hit their head, I ask if they have seen a doctor. I also ask them to

let me send a photograph of any injury to our Registered Nurse (RN). I then

ask how the fall occurred – whether the client tripped on something, or if they

can remember whether they felt dizzy or faint before they fell. This is to

assess what needs to be done to prevent it happening again (for example, a

trip hazard removed, or a further assessment organised to understand why a

client suffered a dizzy spell). If a client has been having regular falls, this

might be important the next time they are getting an aged care assessment –

as they may require more services. All of this information needs to be

recorded in the client’s notes in the CareLink application and/or may require

phoning the office and speaking to a client’s Support Advisor directly.

56. If a client has a fall while I’m present, I am required by Uniting to call an

ambulance as I can’t help clients up alone. Often clients are reluctant as they

don’t want to go to hospital or don’t want a fuss. I try to reassure clients that

it’s unlikely they would be taken to hospital, but it would be good to get

checked over at home. If I explain in this way, usually clients come around to

understand and accept my calling an ambulance.

57. I had one client recently who told me she had had a fall earlier that day. I

asked her whether she had any injuries and if she would let me check her

over to see whether there were any obvious cuts or bruises and report any

injuries. This has to be done with patience, you can’t just demand that the

client lets you do it because you’re in a rush and have other work to get done.

It is also a client’s choice to say no. So, it is important to take the time to talk

to them and ask questions and patiently encourage them to let you have a

look so that they can get the help they need, if needed.

58. As it turns out, this client had quite a bad skin tear on her elbow which she

couldn’t see and didn’t realise how bad it was. It was after hours on a Friday

at this point, so the RN had finished for the day and I couldn’t get an answer

on the office phone. I had to decide how to manage the situation on my own.
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59. I had to assess what was more important – the domestic service I was

rostered on to complete or having this client’s injury seen to. I decided I

couldn’t ignore the injury or leave her without assessment or treatment over

the weekend, as skin tears can become worse quickly. I decided to abandon

the domestic assistance I was rostered on to do. Instead, I called around the

local medical centre and told them I was bringing her in. I then got her in the

car and took her in. Ultimately, this client required several stitches and a

dressing. I had to of course write this in the client’s notes as well send the

Support Advisor an email to alert them to what had occurred.

60. In addition to responding to things that my clients tell me, it is also important I

look out for any signs of health or emotional problems that clients may not be

aware of or which they may not articulate to me.

61. For example, I had a client recently who I see for domestic assistance. When I

arrived, the client was sitting in her armchair watching TV. This client is often

pretty quiet, and sometimes stares off at the TV even when I’m talking to her.

However, on this occasion, she seemed quieter than usual. She

acknowledged me when I arrived but was very quiet. I started my cleaning

service but kept an eye on her. Every time I walked by her I checked on her,

and she seemed very far away.

62. I decided to stop what I was doing with the vacuuming and focus on her.

63. I asked her if she was okay. She tried to brush me off and said, ‘no it’s alright’.

I could have left it at that very easily and assumed she was in a mood or just

tired. However, because I knew this client well, I knew that something was

wrong. Her speech was faint, and she wasn’t answering questions fully or

looking at me when I was talking to her. I said to her: ‘I’m getting a bit worried

about you; can you look at me? Do you feel ill? Where do you feel it in your

body? Are you just tired?’. She told me she didn’t feel quite right but that it

was alright. I then said I might need to call an ambulance. I used the word

ambulance thinking it might get her attention and focus her on the questions I

was asking. But she didn’t really respond. So, I knew something was really up.

64. I called the ambulance. The lady on the end of the line was asking me

questions about my client’s condition and her address – which she was having
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trouble finding. At the same time as this was happening, I was trying to think

through how I would get my client out of the armchair if I needed to perform

CPR and trying to recall in my head my CPR training.

65. After the ambulance had been arranged, I then tried to phone the office to let

them know what was going on and to ask them to call my client’s son. I knew

my client’s son lived nearby and worked at home, and that he would really

want to know what was going on. It took me a few goes to get a hold of

someone at the office.

66. Eventually, two ambulances (two ambulances were needed because there are

stairs up to this client’s house – so extra hands were needed to move her out).

The paramedics asked me to find out what medications my client was on, so I

ran around looking for them as there was no list in her care plan or lying

around anywhere I could see in her home. I found a group of pills eventually

to show them and then was asked to hold a drip while the paramedics were

assessing her. Sometime after the ambulances arrived, my client’s son also

arrived.  Eventually she was taken off to hospital

67. As it turned out, my client had dangerously low blood pressure. I was very

relieved that I had been there and that I had acted on something that so easily

could have been missed as it was not an obvious change in condition.

68. It was quite stressful dealing with this on my own. I was worried about my

client, and also worried that I might be told off it I was overreacting. On the

other hand, if I hadn’t paid as much attention and had missed the warning

signs, my client may not have got the help she needed, and I would have

been in trouble for that. I would also have felt dreadful personally knowing I

could have prevented it.

69. After my client had been taken away and her son was about to leave to follow

her to the hospital, he turned to me, thanked me and told me to just lock up

after myself after I’d finished the cleaning in the remaining 30 minutes of the

service. After all of the stress of what had just happened, I was expected to

just get on with it and finish the job. I was surprised that he seemed to expect

me to carry on.
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70. I had to explain to my client’s son that I wasn’t allowed to work in the home

without the client present. In the small remainder of time left I knew I also had

to write up what happened in the client’s notes. I also felt too shaken and

distracted to try to re-commence the remainder of the cleaning tasks, but

because my client’s son wanted me to, I did a couple of extra cleaning tasks

including mopping the floor while he was still present in the house.

71. We have to be to on the ball and alert to these kinds of medical or other

issues at all times, however we’re rarely thanked for it or asked if we’re ok

after. After the incident I just described, for example, I never received a follow-

up call from work to let me know how the client was or to check if I was ok or

to praise my actions.

72. I am also a conduit between my clients and their Support Advisor and home

care package provider.

73. A client may tell me, for example, that their garden is out of control. I can pick

up on that and tell them that they can have gardening services as part of their

package, and help them put the request in their Support Advisor. Clients often

aren’t aware of the range of assistance that is available to them under their

packages, and often have needs that aren’t being met. As a person that sees

them regularly, I am expected to, and do, pick up on these things and act to

have needs met for clients.

74. All of the care and help I provide clients that I’ve described above are a part of

my role that is in addition to the domestic service, shopping, or other duties I

am rostered on to do from shift to shift. However, I only have a certain amount

of time to get my work done with each client, so often this additional

assistance goes into my own time. This includes making phone calls and

sending emails to clients’ support advisors or the RNs about needs that

require following up with a client. Often this is done in my own time. I am only

paid for the time I am with a client.

75. In addition to the above, I am also sometimes given buddy shifts. This

involves having a new Support Worker shadow me during my services. I am

required to show them the ropes, and to assess how they go and how they

are with clients to report this back to my Team Leader. I am also required to
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show new workers how to use their Uniting phone, how to use the CareLink

app, and how to enter appropriate notes for clients. I also give them tips of

time management and appropriate and inappropriate behaviour. I am not paid

any extra to do this training and supervisory-type work with new employees.

E. Challenges of the Job and Changes over Time

76. The job of a Support Worker is challenging. I am required to perform a range

of different duties every day. It’s a very tiring job. The work is very physical,

mostly involving physical activities, leaving me exhausted at the end of the

day.

77. Some clients have complex needs.

78. For example, Uniting has recently been taking on a few clients with hoarding

behaviours and offering them domestic assistance services. I recently saw

one such client.

79. When I arrived at this client’s house, I noticed boxes on the verandah. When I

got inside, I saw that every surface was covered with piles of newspapers,

books, and boxes. There were cat faeces on the floor in a large cat cage in

the middle of the room. There was also a dog with matted fur which really

upset me. It was a very unsanitary house and was quite confronting to enter

into, particularly as I had no idea what I was walking into with this client. I had

not been given any advance warning that this client was a hoarder nor what I

would be faced with when I entered the house, just that I was there to perform

a domestic assistance service.

80. It was obvious to me as soon as I entered that this wasn’t going to be a

standard domestic assistance service where I would dust, do the laundry,

vacuum and mop, for example. To properly clean the property would have

required team of specialist cleaners and cleaning supplies.

81. However, I had to do the best I could.

82. When I entered the house, the client said she wanted us to get to know each

other and asked me to sit down. I had to move some newspapers to find a
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corner of the lounge to sit on. I asked her what she would like me to start on

and what she wanted to achieve. She told me she wanted some books moved

to make some more space.

83. I suggested that we split the books up into three categories – books the client

wanted to keep, books she wanted to get rid of, and books that she was

undecided about. I thought the third category was a way to give her some

reassurance there was thinking time before these books either went to the op-

shop or the bin if she ultimately decided not to keep them. However, the client

told me ‘no, we’re not getting rid of anything’. I also asked her if she would let

me take some newspapers out to the recycling bin but she refused that too.

84. So, I tried to negotiate with her and suggested she let me put some things in

boxes. I said we could then leave the boxes over near the front door so she

could see where they were and that maybe, if she hadn’t missed anything in

them over the next month, then we could get rid of them. She agreed to this;

however, as I was collecting newspapers to put in the boxes, the client’s

husband (who was almost blind) followed me and removed the newspapers

from the box as I put them in.

85. I couldn’t stop him from doing this. When I am in a client’s house, I am a

guest. I can’t push or force clients to do anything, even if I am trying to help

them.

86. In the end, I wasn’t able to achieve much. I felt totally helpless. I didn’t know

what to do for these clients. When I left, I wanted to cry. I also felt physically

sick from the stench that had been present inside the house.

87. I later learned from listening to a program on hoarding on ABC radio that

hoarding is a psychological issue, and that there is no amount of encouraging

or suggesting different ways we could tidy up that will work. I don’t feel

equipped or trained to deal with these kinds of clients, however as Uniting

take them on, I am just expected to go in there and try my best.

88. Some clients have challenging behaviours. Clients, for example, can say

racist things. I have to remain polite and non-judgmental so as not to make
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clients feel ashamed or upset in their own homes. Even if I don’t agree with a

client or feel uncomfortable with things that they say, they still need and

deserve the care that I am there to provide.

89. Sometimes clients can have more serious behavioural issues.

90. I had one client who was caring for his wife who had advanced dementia. His

wife also had support workers assigned to her, so there were lots of us

coming and going from the house. On one occasion, I was at this client’s

house undertaking a domestic assistance service. While I was there, another

carer also arrived to provide personal care to the wife.

91. I was cleaning in the lounge/dining area when I saw the wife reach out to

touch the TV. In an instant, the husband (my client) who was standing nearby,

yelled at his wife not to touch the TV and hit her three times using his hand

(slapping the back of his hand against her upper body (around her chest

area), then the front of his hand, then the back of his hand again). The wife

was cowering. She flinched and tried to protect herself by crossing her arms

across her chest.

92. The other carer, who was in the room but had her back turned at the time,

turned around in shock at the commotion. I was absolutely horrified. I made

eye contact with the other carer, but neither of us said anything for fear of

making the situation worse. Later, another carer told me she had noticed

unexplained bruises on the wife, which she had photographed and sent to the

RN.

93. I reported this incident to the client’s support advisor. I followed up on

numerous occasions because I was so concerned. In the end, the support

advisor told me she’d spoken to the man’s son, and that the son had told her

he wasn’t aware of his dad hitting his mum before. The support advisor pretty

much said that was the end of the matter. I felt like I hadn’t been believed

(even though there had been another carer present at the time who also

reported it). I felt really unsupported and confused and that the responsibility

was on me to protect the wife.
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94. At times, the work can be very stressful.

95. For instance, sometimes when I arrive to clients, there is no answer at the

door. When this occurs, and you have knocked and called out to the client

multiple times with no response, there’s then a procedure for phoning the

office. Sometimes you then have to wait while the office contacts the client’s

next of kin to find out where the client is, sometimes you have to access a

locked key box and let yourself into the client’s house. You then walk around

the house looking for the client with your phone ready to call the ambulance in

case the client has had a fall or some other medical issue. The client may just

be having a nap. You can’t start work until you have woken them up, which

can be tricky to do without startling them.

96. Recently this situation arose with a 97 year old client I have. This client is deaf

but declines to wear her hearing aids. She usually leaves the door unlocked

for me to enter, because she won’t hear if I knock. On a recent occasion I

arrived to find the door locked. Sometimes she would forget to unlock the

door, in which situations I would access the key in the locked box to let myself

in. I did this on this occasion.

97. The house was very quiet. I was conscious of not wanting to startle her and

give her a fright, so I crept slowly around the house trying to find her. I was

bracing myself for anything – you never know what you might walk into.

98. This client is a tiny lady. I have previously found her either still in bed, or

curled up napping in her arm chair.

99. On this occasion, I found her in bed. When I walked in, her jaw was dropped

open and she looked terrible. My heart immediately leapt into my mouth, and I

thought the worse. However, thankfully, after I gently touched her on the

shoulder and called out in a friendly way several times, eventually, she woke

up and was fine.

100. This kind of stress takes a minute to wind down from, however I’m expected to

just get on with the service and get everything done in time. These kinds of

situations are no excuse for not getting our work done.

2210973



AM2021-65 HSU Witness WOOD J

101. The work can be very emotionally draining.

102. I often act as a counsellor for clients who are isolated and lonely, or dealing

with family difficulties. Clients tell me all sorts of things. I have recommended

clients see a (trained) counsellor and have raised concerns about clients to

their support advisors to see whether they could get an increase in their

package or another form of assistance.

103. While Support Staff are expected to maintain boundaries with clients, you

can’t help but form a relationship with your clients. We see them regularly, go

into their homes, become part of their lives. We can’t stop them speaking to

us about their issues. Clients come to trust you when you have been seeing

them over time, and often feel comfortable sharing things because they are in

their own space in their homes.

104. I had a client who I had been seeing for a couple of years. She actually just

passed away last Friday. She used to tell me some very heavy things from her

childhood about abuse she suffered at the hands of a family member. I don’t

know if it was because she was getting to the end of her life, but she seemed

to want to share details with me. For example, she told me about an

experience as a small girl when she was locked in storage room attached to a

garage and being left in total darkness for hours with rats running around. She

had been incredibly scared. She also told me about sexual and other abuse

she had suffered at the hands of this person. Some of her experiences were

unspeakably horrifying.

105. I didn’t feel it was appropriate for me to try to continue cleaning when my

client was sharing such information. So, I would stop and listen. Before

responding, I would always say, ‘of course I’m not a counsellor…’. I knew this

client had a psychologist or counsellor, so I often asked whether she had seen

her psychologist lately and whether she had shared whatever story it was that

day with her.

106. I did an ‘Accidental Counsellor’ course with Uniting about 5 years ago which

gave us tips about trying not to take client’s issues on as our own. However,

this isn’t always easy. When you get to know someone and they are in pain, it

2310974



AM2021-65 HSU Witness WOOD J

is hard not to take that pain on. By coincidence, I happen to live in the same

street the client I just spoke about grew up in and regularly walk past that cute

cottage. However, now every time I walk past I think about her horrible

childhood experiences in there and feel very upset.

107. I have had other clients who have lost children and are dealing with grief. For

example, around 7 years ago, one client who I had been seeing for most of

the time I have been with Uniting, lost her 42-year-old son. She had meant to

be having a little holiday at the time with both of her sons, so she had

cancelled her services for a week. The following week I attended her house

and asked her how her holiday was. She told me her son had died. It was a

very sad story; he had been passed away in his home (from diabetes) for

some days before he was found. I listened and provided sympathy, and

suggested she see a counsellor for the grief. However, she just wanted to talk

to me each visit. It’s a big responsibility to deal with client’s emotions. This

was very sad, and she’s never been quite the same since.

108. I’ve had clients who are estranged from their children, clients dealing with

facing the end of their lives. During COVID in particular, I have reported

concerns about several clients who I think may be suffering from depression –

in the course of one service they tell me they are fine, only to later tell me

there’s nothing in their life and their life is over.

109. In a residential facility, there would usually be a chaplain or someone similar

who could handle these kinds of situations with residents. However, in the

community there is nothing similar. It is just us.

110. These kinds of experiences can be very emotionally challenging to deal with,

and there’s no support or anyone for us to talk to about these things after they

happen. Uniting used to have ‘all in’ meetings for the home and community

workers, where we could all get together and talk about our experiences.

Sometimes there would be a guest speaker – like a dementia nurse or

something – who would come and speak to us, and who we could ask

questions of. I used to find this very helpful to debrief from challenging

situations and learn new skills. However, these meetings no longer happen.
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Now, we only have a ‘one-on-one’ meeting with our Team Leader once a

month (ideally). That meeting is about checking we’re up to date with any

procedural updates and our e-learning courses, and to raise any pressing

concerns we may have. Other than that, we’re on our own.

111. It can be very sad when clients die. Some of my clients I have been seeing

regularly for 8 or 9 years, however if a client dies and I want to attend their

funeral, I have to request and take an unpaid gap, if possible, in my day to

attend even though I attend wearing the Uniting uniform and representing

Uniting. I always buy a card myself when a client dies to drop into the

letterbox for the family.

112. I sometimes also end up between clients and family members when trying to

advocate for my clients.

113. I am aware that the services I provide to elderly people in their homes allows

them to stay at home and keep living their lives the way they want to rather

than going into a residential aged care facility.

114. However, clients often have family who are not supportive of their wishes to

stay at home. Support Workers can often be the only people in an elderly

person’s life who want to help them retain their independence, and the only

initial source of information for them about the options available to help them

remain at home.

115. I have one client who spends most of her time in her lounge chair in front of

the TV, who I encourage to get out into her garden for a bit of a walk. I spoke

about her earlier. Recently she told me she was didn’t like state of her garden

as it was over-run, and she didn’t like being out there looking at it. I told her

she could get some gardening included in her package (she has a level 3

package). Uniting recently brought on a horticulturalist who is very skilled. She

was very excited by this.

116. We went inside and called up my client’s support advisor. It took a bit of time,

but all the stars aligned that afternoon and we managed to get the

horticulturalist booked in for her. She was so happy. Before I left that
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afternoon, I wrote a note for her son to fill him in on what we’d organised. I left

feeling really happy about what I’d been able to sort out for the client. I was

glad that she’d be able to have a garden she loved and optimistic this might

encourage her to get up and outside more often.

117. A few days later, I was informed by my client’s support advisor that my client

had cancelled the gardening service. On the next occasion I saw her, I asked

her why, as it had taken quite a bit of organising on my part to get it set up for

her. She told me that it wasn’t her choice. Her son had told her he wanted his

young son to come around and work in the garden for some pocket money

from my client instead. She seemed so disappointed.

118. Her son also books her into respite care for two weeks twice per year but

does not consult her on dates before he does this. He just assumes she has

nothing on.

119. Although these are just small things, it’s really hard to see client’s wants and

agency be dismissed because this is exactly the opposite of what we try to do

for them as Support Workers. Clients often feel like they have to toe the line

with family members, lest their family members put them into a facility.

120. Every client is an individual. While family members may have different views,

it is important as Support Workers to respect what clients want and to take

their wants seriously. It is important we respect the agency of our clients in

being able to choose things for themselves. This extends to helping them to

continue doing certain things for themselves, such as assisting them to come

along on a shopping service in order to choose their own products themselves

(even if this takes a lot longer). It sounds like a small loss of agency, not being

able to be present to choose their own shopping, for example, but it is all

important.

121. Even where clients want to do something we might not agree with, it is

important that we treat them with respect. For example, if a 98 year old client

tells me they want to book a paragliding lesson, I can’t laugh at them and tell

them ‘that’s ridiculous, you can’t do that’. It is important I respond respectfully,

by saying, for example, ‘let’s talk to your doctor and Support Advisor about
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that’. At Uniting, we call this ‘dignity of risk’ which relates to supporting clients

to choose what risk they want to take with certain activities. While the

paragliding lesson is a more extreme example, more common examples

include a client wanting to get a pet or go somewhere unusual or undertake

certain exercises.

122. These kinds of situations come up on the small scale all the time. For

example, I visited a client I see for domestic assistance. This client is in her

80s and has emphysema and is on an oxygen machine. On one visit, she

asked me for some help de-cluttering her spare room as she wanted to get

access to a sewing machine that was in there. When we went in, I saw that

she had two big pieces of exercise equipment – a treadmill, and a large back

bending machine.

123. I said to her, ‘gosh those machines are taking up so much room, are you sure

you want to keep them?’. She said she did because she was still hoping to get

back to using them.

124. In my mind, I knew that at her age and with her health conditions, there was

no chance she would use those machines again. However, it was important

for her to keep the hope. Rather than confront her with the reality of the

situation, I said ok and worked to declutter the room in other ways.

125. There are also significant time pressures in the job.

126. While I am rostered on to see clients for a specific service and for a specific

amount of time, there are always variables – some examples of which I’ve

already provided, like clients becoming unwell during a service. Clients are

sometimes desperate for a chat, and I can’t just brush them off. Sometimes I

will have taken a client out to the shops, and they remember halfway that

they’ve forgotten their purse. So, we’ll need to go back and pick it up and start

again.

127. Sometimes I’ve finished a service and am getting ready to say goodbye, and a

client may say ‘oh wait, I’ve got a letter I’d like you to post for me’. Then

there’s a few minutes of them finding the letter, finding their purse for a stamp
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they’re sure they have in there, and of course the time I then have to spend

finding a post box to drop it off in.

128. Clients often lose sight of the fact that I have other clients to get to, or that I

only have an allocated amount of time with them. I need to remain patient and

calm with clients and can’t look like I’m watching the clock. I try to be tactful as

I don’t want to offend. But often it means I end up staying behind with a client

into my own (unpaid) time. Often, I miss my breaks because I work through

part or most of them or get home 10 or 20 minutes late if they are my last

client because it’s not unusual for an afternoon client to ask ‘am I your last

one?’ with the expectation I am free to chat a little longer..

129. It can also be very isolating being a Support Worker out in the community,

working on my own.

130. There are challenges that come with being along in a client’s house, for

example.

131. I had one client, a lady who was diagnosed, at 91 years old, with

schizophrenia. The client used to tell me all sorts of stories – for example, she

once told me that her neighbour had come in and swapped her lawn mower

for a worse one (which hadn’t happened). On other occasions, she told me we

would need to arrange a locksmith to have the locks changed as her niece

had come in and taken money that was under her mattress and later came

back and put the money in her wardrobe. I thought this was unlikely, however

when I gently asked whether could it be that the client had moved the money

herself and later forgot as that’s so easy to do, she disagreed. She was

adamant and seemed to became more paranoid as I was questioning her.

132. Later, this client actually turned on me. She told her support advisor that I had

taken her good broom and swapped it with a different one, and that I’d also

swapped her DVD player. Thankfully, her support advisor knew about the

client’s history and didn’t suspect me too much. However, she still had to treat

it seriously and interview me about it. This experience scared me. Although

we have police checks, we are still vulnerable to suspicion and accusations,
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and, as we are alone in client’s houses, there is no one to back us up if

allegations are made.

133. We are also vulnerable with client’s money. For clients who I do a shopping

service for, particularly during COVID, I often do a ‘list shop’ for them – that is,

they give me a list of items they want and some money to go and get it for

them. There’s no real procedure for how we are meant to handle money from

clients. At one stage there was a receipt book provided but that was two team

leaders ago, and has not been mentioned again by Uniting for some time.

134. Because of past experiences like the one I just described, to protect myself, I

always repeat back to the client the amount of money they have given me

before I leave to reinforce it in our minds, and I always return the receipt and

the change to them.

135. I also often feel isolated and unsupported when it comes to my own safety.

136. As we work in client’s homes, we have no idea who might turn up to visit while

we are there or what they are like. I have one new client, for example, whose

son seems to be living in a caravan onsite and is sometimes sitting in the

living room watching TV when I arrive. I tried to introduce myself to him on

one occasion when following him towards the front door, but he just

responded by asking if his mother knew I was coming. He didn’t introduce

himself back. This made me feel uneasy.

137. We are briefed on always keeping our phone and car keys on us. There is a

codeword we can ring the office and say if we are in trouble, however a few

years ago I heard a Support Worker tried to use it, but no one picked up the

hint on the other end. So, I don’t feel so confident about it. We are told to get

ourselves out in an emergency, if possible.

138. For example, during the 2019/20 bushfires, the fires were in the Blue

Mountains. I was seeing a client in Mount Victoria one day in the thick of it,

and the fires were close. When I arrived at the client’s house, the air was thick

with smoke.
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139. This client used to be a fireman, and his son was the local fire chief. While I

was at the client’s house performing the service, his son arrived directly from

an overnight shift to share with his dad what was happening with the fires. I

heard him mention to his dad that the Great Western Highway was going to

be closing.

140. I had another client after this one, also in Mount Victoria, so I was due to be in

the area for a few more hours. After hearing this from my client’s son, I

became worried that I would be cut off and unable to get home if the Highway

closed. I asked him how serious it was, and he told me that the road was

definitely going to close and that it was probably a good idea for me to get

moving sooner rather than later.

141. I didn’t know what to do about my next client. I also wanted to let the office

know not to send any other Support Workers up this way. I stepped out of my

client’s house to try calling the office so the client didn’t hear me as I didn’t

want him to hear that I was worried. This meant stepping outside into the

smoke. I tried calling the office on multiple occasions and numbers but there

was no answer. I was afraid, unsettled and felt very alone when I couldn’t

reach anyone. I had to make my own decision about what to do. I was worried

about getting into trouble and losing pay if I went straight home from this client

and cutting this service short. I was also worried for my next client and her

wellbeing.

142. Despite feeling concerned about my own situation, I went to my next client.

Just after arriving at the next client I finally received a call back from the office.

My team leader told me that they were looking at updates on Facebook, not

the official source – the Fires Near Me App, and that there was nothing about

the Highway closing at Mount Victoria. They dismissed my concerns and

seemed to disregard the fact that my client’s son was the local fire chief and

had come directly from being at the fire front overnight.

143. My second client told me when I arrived that me her son was on his way to

collect her anyway. So that service ended early, and I got home before the

Highway closed – which it did not long after.
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144. I felt totally unsupported by my employer in this situation. We really are on our

own when we are out on the road working.

145. Another challenge is that, as a Support Worker, my workplace is people’s

homes. Homes can vary in terms of cleanliness, ease of access, and

equipment available.

146. For example, when I perform domestic assistance services, I am required to

use the equipment that is in a client’s home (that is, their vacuum cleaner,

mop and bucket, and other cleaning products).

147. When clients are signed up with Uniting, they are given a list of approved

cleaning products by their support advisor. For example, there is a

recommended mop and bucket brand that is light and easy for us to use and

doesn’t leave the floors too wet. However, the support advisors rarely discuss

these practical matters with the new client, and in the result often clients don’t

have the appropriate products which can make the job physically harder and

take longer to do (for example, if I have to do several dry mops to get the

floors dry and safe after mopping).

148. Dealing with vacuum cleaners can also be a varied experience. Some are

better than others. Those that aren’t very powerful require going over the

same surface multiple times – which is physically tiring and takes time. We

also have to deal with emptying vacuums, checking and changing filters, and

working out why they aren’t working on occasion.

149. It is left up to me to talk to clients about buying the correct products and

equipment. This might involve me talking to the client’s Support Advisor to see

if a new vacuum cleaner could be purchased on their package, for example. It

is all up to us to sort out and follow up. This can be time consuming and

frustrating if calls aren’t returned or are returned in a delayed way.

150. Cleanliness and sanitation in client’s houses can be an issue. Earlier this year,

for example, I caught scabies from a client’s house. This client was caring for

his wife who had advanced dementia (the same client I described above who
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exhibited abusive behaviour towards his wife). The client’s wife occasionally

went into an aged care facility for some respite.

151. At one stage, my client was diagnosed as having scabies. As it turned out,

there had been a scabies outbreak at an aged care facility his wife had been

in for some respite, and she had brought it home. I was instructed to perform

a domestic service treating for scabies – this included changing all the bed

linen and towels, and so on. I had asked for proper PPE – namely, aprons that

covered the arms and secured at the wrists over the gloves, so no skin or

clothing was exposed. However, all that was provided was short sleeved

aprons.

152. A few months later, around Easter this year, I noticed feeling itchy. I just

thought I must have been bitten by something because I had been out

gardening over the long weekend.

153. However, the next time I went to this client’s house, his son was there and told

me his dad had scabies again – that it had never properly cleared up from

months earlier. It then clicked for me that I may have picked scabies up from

the client’s house and that this may explain my itching.

154. I was ultimately diagnosed with scabies. I had to take about a week off work to

take the treatment. I had to use my own sick leave for this. I also had to pay

for two doctor’s appointments as well as the medicated cream, which cost

around $60. I also had to wash every item of clothing I owned along with all

my linen and towels at high temperatures. Ultimately, it cleared up.

155. I again felt unsupported during this experience. The client’s support advisor,

who I spoke to about what had occurred, did not seem to care nor to

understand that I did not feel comfortable returning to this house (partly due to

the scabies and partly due to the incident I had witnessed with his wife, which

I referred to earlier).

156. I have also had to see a  for my  because I do so much

vacuuming – which, because of the angle, the  said is really bad

for your  when performed repetitively. Last year, when I was doing quite a
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lot of extra services due to COVID, I asked my Team Leader if I could cut

back a bit on work as my  was sore. As soon as I mentioned that, he told

me I would need to stop work and have my  seen to so it didn’t get worse.

157. I then took a week off work. I had to use my own sick leave for this. I also had

to pay for one doctor’s appointment and two chiropractor appointments

myself.

158. There are also changing rules and regulations around aged care which can be

confusing and complicated to keep track of. For example, the My Aged Care

system introduced by the Government. Clients ask about any and all aspects

of it and expect us to know the answers. Often, clients don’t even seem to

know what level of home care package they’re on, or any details about their

packages. So, if they’re asking you if they can get something extra or

different, you need to know those details. We aren’t given much information or

detail from Uniting around how this all works, so I end up researching it all

myself in my own time to inform clients.

F. Impacts of COVID-19

159. My work has changed as a result of COVID-19.

160. I am required to complete a screening assessment for myself every morning

before starting work for the day. We have a COVID screening tool on our

phones that we are required to open. We have to go through questions in six

sections covering whether we are experiencing any COVID symptoms or have

been to any exposure venues. We are required to do this in our own time.

161. In addition, I am required to complete a similar screening assessment with all

clients before I commence their service. This involves asking clients a series of

questions through the door – again around symptoms and clients’ recent

movements – before I can enter the house and commence the service.

162. I am also required to wear a mask at all times when in a client’s house. This

has made the work harder. It is hard to catch your breath, particularly when

doing physical tasks like vacuuming, and even more so on hot days.
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163. Masks also create communication difficulties with clients who suffer from

hearing loss as they muffle our speech. I find I often have to raise my voice or

repeat myself, which is tiring. Dementia patients can also find the masks quite

disorientating, and often look at me quite quizzically when I am wearing one.

164. For a period of three weeks during the Sydney second wave, Uniting required

all Support Workers to be tested for COVID-19 every three days. Support

Workers were required to do this in their own time – either before or after work,

between clients, or on days off.

165. Uniting has also cut service times to a maximum of 2 hours recently as a COVID

safety measure. I previously had some 4 hour shifts with clients. Those shifts

have been cut to 2 hours, and I am expected to somehow get the same amount

of work done in half the time. In addition, as a result, I am left with more unpaid

gaps between clients in my roster, or I am rostered to see an additional client

in the gap that was created by halving my regular client’s service to keep them

safe – however, I am not sure how that is safer.

166. COVID has also made things more difficult for our clients. Clients are lonely,

isolated, and depressed. In some cases, they have been unable to see family

members for many months. It has also restricted what clients can do, which I

have noticed has resulted in deceasing mobility and confidence for some

clients. They can no longer come in the car with us unless to go to a medical

appointment. In the result, they are not getting out of the house for shopping or

other community access. This impacts their wellbeing and increases their

loneliness and isolation.

167. COVID has also increased my own anxiety on the job. Though vaccinations

have helped now, what I do is very much frontline work, working with vulnerable

people. I have constant fear about passing COVID on to any of my clients. I

haven’t wanted to see friends or family in my own time (even outside of

lockdowns) for fear of picking up the virus and passing it on to my clients.

Friends and family who don’t work in frontline roles or in aged care don’t

understand the risk and can try to pressure me in social situations. However, I

am constantly thinking of protecting my clients. No one wants to be the next

Newmarch.
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G. Financial Pressures and Staying in the Job

168. I got into aged care because I wanted to help people and make a difference. I

have always liked elderly people, the wisdom a long life brings, and the history

and stories of days gone by. I had wanted to get into aged care for those

reasons for a long time before I did.

169. I love the people-focussed part of the work and making a difference, it’s very

rewarding. I build relationships with my clients and get a lot of satisfaction from

helping to improve their quality of life and remain in their homes.

170. However, the low pay makes things difficult. I have to have a second job in order

to make ends meet. That is partly because of the low pay I receive as a Support

Worker, and partly because the work is so unreliable even though I am

employed on a permanent part time basis.

171. Some weeks my roster may be full, some weeks it may be very patchy.

Sometimes I might only have two clients in a day, for example, a two-hour

service from 9.00am to 11.00am, then a 2.5-hour break, following by a 1.5-hour

shift from 1.30pm to 3.00pm. I will have left home at 8.30am and returned home

at 3.30pm and have spent the whole day in my Uniting uniform, focused on

work, but only have earnt 3.5 hours’ pay. It is unpredictable and makes it very

hard to plan financially from one week to the next.

172. Rosters can also change at short notice. If a client cancels a service at the

doorstep, or isn’t home, I receive only one hours’ pay regardless of how many

hours the service was scheduled for (some of my services are two or four

hours). If a client cancels a service but a replacement isn’t found, I just lose the

shift and the pay that goes with it altogether.

173. When clients pass away or move into care, holes open up in my roster until they

can be filled by other clients. For example, I actually lost a client last Friday. I

used to see this client for two hours on a Thursday. Now, I just have to hope I

get a shift to fill in for next Thursday if another Support Worker is off sick, for

example, otherwise I just lose those hours until a new regular client is found for

that time slot.

3510986



AM2021-65 HSU Witness WOOD J

174. You get more reliability working in residential aged care facilities. I know people

who have left home care work to work in a facility for that reason.

175. We are also required to use our own cars for our work. I have a 2004 Mazda 2.

I am required to have comprehensive insurance, and of course to keep my car

registered and well maintained. I am conscious of keeping my car clean as I

want it to be presentable and comfortable for the client. It is also my problem if

a client has an accident in the car. I have clients with incontinence who I take

out for shopping or community access. I try to tactfully slip an absorbent mat or

towel on the seat before those clients I’m aware of having the issue hop in my

car in case they have an accident. Sometimes clients, particularly men who live

alone, can fall down a bit on hygiene and cleanliness. If they smell a bit, that

smell can really linger in my car. All of these things are on me, and at my

expense to clean and deal with.

176. My second job is as a library assistant. I get about $10 more per hour in this

job. However, I stay in my job at Uniting because I have clients I have been

seeing for years, and I want to see them through. I also find it very rewarding

working in the community and enabling elderly people to retain their

independence in their own homes. However, I don’t understand why my work

in aged care is worth less than my work as a library assistant. My library work

is much easier work. My job with Uniting effectively amounts to skilled labouring

– it is hard physical work but with a lot of responsibility and a wide range of

challenges.

177. In my view, the wages reflect the old-style values of the sort of work that women

were just expected to do for mother-in-law, and so on. Aged care is not treated

like a skilled career choice.

178. Many people also just assume the people who do this work are doing it because

they enjoy it, and it is a nice little supplement to their partner’s income. However,

this is not always the case. For some of us, we need a second job to make

enough money to get by.

179. We go above and beyond for our clients. However, we’re often referred to by

family as just ‘the cleaning lady’. Sometimes I even feel like we’re very

maligned. The Royal Commission, although it was good in many ways, focused
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Filed on behalf of Health Services Union

Address Suite 46/ 255 Drummond St CARLTON Vic 3053

Filed by Leigh Svendsen, Senior Industrial and Compliance Officer

Email leighs@hsu.net.au Phone 0418 538 989

IN THE FAIR WORK COMMISSION

FAIR WORK ACT 2009

Application to vary the Social, Community, Home Care and Disability Services
Industry Award

Matter No: AM2021/65

STATEMENT OF PETER DOHERTY

I, Peter Doherty, Coordinator, of

, state as follows:

1. I have worked in the aged care sector for around four years, however I also

previously worked as an Organiser for United Voice (now United Workers

Union) representing in-home aged care workers.

2. I am employed by St Andrews Community Care in Ballina, NSW (SACC), as a

coordinator. I have worked in this position for four years.

3. I am years of age and was born on .

4. This statement is from my own knowledge and belief unless otherwise stated.

Where statements are not made from my own knowledge, they are made to the

best of my knowledge, information and belief and I have set out the sources of

my knowledge, information, and belief.

A. Employment History

5. Prior to commencing work in the aged care sector as a coordinator for a

community aged care provider, I worked for United Voice for 10 years between

2008 and 2017.

6. I initially worked as a Lead Organiser running the in-bound call centre in the

Western Australian Branch of the Union between 2008 and 2010.
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7. I then moved over to northern NSW and worked as an Organiser for a year for

the Queensland Branch of the Union, before becoming the Regional Organiser

for the Far North Coast of NSW in 2012. I remained in this role until I was made

redundant in 2017.

8. Initially as Regional Organiser I looked after members across the whole range

of occupations covered by the Union – including cleaners in shopping centres,

school cleaners, childcare workers and so on. However, after about a year my

role was changed to focus on home care workers and school cleaners.

9. I was involved in representing home care workers around the State during the

lead up to the privatisation of the Home Care Service of NSW in 2014 – 2015.

As a result of this work, I developed a very good understanding of the job of

home care workers and the many challenges they face – including that the vast

majority are employed on the Award on very low wages.

10. During this time, United Voice sought to negotiate to protect the entitlements

and conditions of employees of Home Care Services NSW in the privatisation

process.

11. As part of this process, I was responsible as the Regional Organiser for the Far

North Coast for arranging for United Voice members to meet with their local

MPs in the region to discuss the privatisation process.

12. Prior to this occurring, I ran training sessions with the members where we

workshopped the issues and questions to be raised with their MPs. One of

these included the issue of workforce shortages that were already being felt in

the home care sector, and concerns that those shortages were going to lead to

the sector ending up in a crisis point in the future as the baby boomer generation

aged. We also discussed the already low wages paid to home care workers and

how that might impede attempts to attract and retain sufficient workers then and

in the future.

13. Nothing was done at a policy level at that time to address the current and future

workforce shortages that were raised by the workforce in those discussions

about privatisation.

210991



AM2021-65 HSU Witness DOHERTY P

14. Now, working as a coordinator for a home care provider myself, I see first-hand

the effect of the workforce shortages predicted by the United Voice and its

members 10 years ago.

15. Prior to working for United Voice, I worked for Telstra for around 14 years in

various roles, including as a team leader in the customer complaints department

and, ultimately, a subject matter expert in the corporate division.

B. Education

16. I completed a Diploma in Business Studies at the Richmond upon Thames

College in London in around 1982 or 1983.

C. Wages and Conditions of Employment

17. I am employed on a permanent part-time basis. My contract specifies 60 hours

per fortnight. I work a nine-day fortnight, equating in practice to approximately

65 hours a fortnight.

18. My workplace is an office situated inside St Andrews Village Ballina – a

residential aged care facility. However, I have limited interaction with any of the

residential facility staff, except to organise transport services for residents – for

example to hospital or appointments – which is carried out by SACC carers.

19. St Andrews Village Ballina (the residential facility) and St Andrews Community

Care (the home care business I am employed by) are operated by a separate

legal entities. In the case of St Andrews Village Ballina – the entity is St Andrews

Village Ballina Ltd. In the case of SACC – the entity is St Andrews Care Ltd.

They are, however, overseen by the same General Manager and Board. Both

are registered charities.

20. While there is an enterprise agreement that covers the employees of the

residential facility – the ‘St. Andrew’s Village Ballina, Ltd., NSWNMA and HSU

NSW Enterprise Agreement 2017-2020’ (Residential Enterprise Agreement)

– my employment and the employment of all staff employed by SACC is

regulated by the Social, Community, Home Care and Disability Services

Industry Award 2010 (the Award).
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21. I am employed at level 5, pay point 2 of the home care employees classification

structure at Schedule E of the Award.

22. My current hourly rate of pay is $28.78.

23. I last had a pay rise in July 2021.

24. The Residential Enterprise Agreement has a ‘home care coordinator’

classification which mirrors exactly the classification descriptor at level 5 of

Schedule E of the Award – the level I am employed at. However, the rates of

pay in the Residential Enterprise Agreement are higher than the rates in the

Award.

25. In 2019, the hourly wage for a home care coordinator under the Residential

Enterprise Agreement was $29.21 whereas the hourly wage for a level 5 home

care employee in the Award was $27.59.

D. St. Andrews Services and Workforce

26. SACC is a not-for-profit aged care provider. We provide services for level 1 to

4 Home Care Package (HCP) funded clients. These services include:

a. Personal care – this includes bathing, showering, toileting,

dressing/undressing, getting in and out of bed, washing and drying hair,

shaving, applying compression stockings, assisting with meals, assisting

with incontinence pads and medication prompting;

b. Nursing and clinical care – this includes wound care and management,

medication administration, general health and other assessments, and

certain medical tests including blood pressure, performed by a registered

nurse (RN);

c. Meals and meal preparation;

d. Cleaning and household tasks – this includes help with making beds,

ironing, laundry, dusting, vacuuming and mopping;

e. Shopping;

f. Gardening – this includes weeding, watering, light pruning, lawn mowing

or minor garden maintenance;
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g. Transport;

h. Respite care; and

i. Social support.

27. SACC also provides DVA funded services. Through this we provide veterans

home care services including assistance with household tasks and garden

maintenance, and veterans community nursing services including the provision

of clinical care, personal care and medication supervision. The services

provided through DVA are usually more limited than those provided under

Home Care Packages.

28. SACC also provides ‘care connect’ services. Care connect is a short-term

restorative program for patients who come out of a public hospital and require

assistance with personal care or domestic services for a period of up to six

weeks after they have undergone a procedure or operation of some sort. Care

connect also contracts out end of life palliative care. This also involves home

carers providing personal care and other services to people at the end of their

lives, however this can be for a lot longer than six weeks and may be required

for anywhere up to six months.

29. The care connect services are funded through the public hospital system, which

contracts the work out to home care providers. The services provided through

care connect are not confined to the elderly – patients receiving care through

this service could be of any age and with any range of health conditions.

30. SACC services a very large geographic area ranging from the Tweed all the

way down to Grafton, then out to Casino.

31. We employ an RN, certified personal care workers, a home and garden

maintenance team, and domestic assistants and cleaners.

32. SACC requires its personal care workers to be qualified at Certificate III level.

For our DVA clients, this is a requirement of our contract with DVA.

33. Our home and garden maintenance and domestic assistance workers are

qualified at Certificate II level; however this is not a requirement.

34. SACC employs:
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a. Approximately 50 care workers – around 95% of which are Certificate III

qualified personal care workers, with the remaining 5% being domestic

assistance and garden and maintenance workers who do not perform any

personal care work;

b. One part time RN who works out in the field;

c. Three coordinators, including myself;

d. One administrative assistant.

E. My Role

35. My role is an office based one. As mentioned, my workplace is an office situated

inside the residential aged care facility - St Andrews Village Ballina.

36. As earlier mentioned, I work a nine-day fortnight.

37. My hours vary. I sometimes start at 7.00am and work through until 3.00pm, or

I sometimes start at 9.00am and work through until 4.30pm. Occasionally I will

start work at 8.00 or 8.30am, but primarily it is one of those two shifts.

38. The other coordinators and I usually try to alternate these shifts so that we don’t

end up doing the 7.00am start back-to-back. However, that is not always

possible.

39. Whenever any of us are not available, the others are required to manage all the

coordinator duties.

40. I used to also work ‘on call’ on weekends. However, the phones are now

diverted to my boss on the weekends.

41. I am usually in the office with our other coordinator, and an administration staff

member, and our home care package coordinator. Our Director of Community

Care, who is also an RN, will be in and out throughout the day.

42. The official office contact hours are 8.00am to 4.00pm. However, someone is

in the office from 7.00am so our carers can get in touch with us from then if they

need, and until around 4.30pm in the afternoon.

43. Outside of those hours, carers call the Director of Community Care, my boss, if

they need urgent assistance.
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44. My duties involve the following:

a. Rostering;

b. Initial input into client care plans;

c. Managing client calls and complaints;

d. Managing and supervision of home carers;

e. Management of health and safety issues;

f. Recruitment;

g. Reporting requirements.

45. I will expand on each of these duties below.

Rostering

46. Each coordinator has their own region they are responsible for when it comes

to rostering.

47. I am responsible for rostering SACC’s care workers in the central region

covering Byron Bay down to Wardell, including Ballina/Lennox Head. My area

has the highest concentration of our clients.

48. The other coordinator I work with looks after the roster for the southern region

covering Lismore down to Grafton and out to Casino.

49. Our third coordinator looks after the roster for the northern region covering the

Tweed area down to Brunswick Heads and out to Murwillumbah.

50. The roster is prepared fortnightly in advance. We aim to send the roster out on

a Thursday to commence the following Monday, however sometimes the roster

is sent out on a Friday depending on workload.

51. This job involves rostering 50 care workers, Monday to Sunday between the

hours of 7.00am (which is the earliest standard shift) and 7.00pm (which is the

latest standard shift). However, there are often shifts rostered outside these

hours – for example if a client needs transportation to hospital for a morning

procedure the carer will pick them up at 5.30am. Similarly, transportation may

be needed for a client from the hospital to home at 8.00pm. However, the

majority of the rostering is between the hours of 7.00am and 7.00pm.

52. The roster is a huge job.
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53. In a nutshell, the job involves going into our ‘Home Care Manager’ system which

is managed by Telstra Health.

54. When I open up the roster, there are some shifts that are already ‘allocated’ –

these are shifts that are regular in the roster week-to-week.

55. Then there is an unallocated list which shows up in red. Shifts may come up as

‘unallocated’ if we have inputted a new client during the week (a duty the

coordinators are responsible for), or if a carer is on leave, or so forth.

56. My first job is to allocate a care worker to all unallocated shifts.

57. We have a ‘mileage rectifier’ process which uses google maps to work out the

time that needs to be allocated between shifts to ensure we space clients out

enough.

58. Once the shifts are allocated, I then manually check through the roster for each

worker to check that the industrial requirements are being adhered to – for

example that no workers are working over 5 hours without a break, and that

they aren’t going over 76 hours over the fortnight altogether. There is nothing

in the program we use that is able to pick up these things automatically, so this

all has to be done manually. If I pick up a problem with a worker not getting a

break in time, I have to shuffle things. This inevitably has flow on effects to other

carers, which also then require re-checking and often re-adjustment. It is a very

time-consuming process.

59. Once the roster is complete, I ‘publish’ the roster. As the carers have work

phones which have the Home Care Manager app on them, once we publish the

roster it becomes ‘live’ and visible to them on their phones.

60. In preparing the roster, I am required to balance the often competing interests

and expectations of our clients, my superiors, and the care workforce – and at

the same time ensure the Award is complied with in terms of breaks and

overtime.

61. We work to a Consumer Directed Care (CDC) model for our HCP clients – which

is intended to give HCP clients choice and control over the type of care they
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receive at home and from whom. The CDC model means we are under

pressure to facilitate what our clients want, at the time they want.

62. We are meant to seek agreement from every client for any adjustment we have

to make to the roster week-to-week, and during the roster period – even our

DVA clients expect that. When we have only two coordinators trying to manage

50 care workers, this is nearly an impossible task to fit in time-wise. We

endeavour to do it, but it is just not possible to ring every time, particularly since

the roster is an ever-moving feast.

63. I am strongly encouraged by SACC management not to have carers go into

overtime – which means trying not to have carers go over 76 hours or 10 days

per fortnight. If this needs to occur, I am required to seek permission from

Director of Community Care in advance. This might be possible when it is

obvious when preparing the roster that some workers are going to go into

overtime, and this is unavoidable. In these situations, I talk to the Director of

Community Care if she is in the office and explain the situation.

64. We are also strongly encouraged to manage our carers’ kilometres of travel.

There is a saying in community home care that ‘kilometres kill community’.

65. I also feel a responsibility to the care workers to give them reasonable hours,

and a pattern of travel that isn’t too onerous, and doesn’t leave them an hour

away from home at the end of the day, for example.

66. Most of our carers are working class people from lower socio-economic

backgrounds. Most of them can’t afford to live in Byron Bay or even Ballina

these days. A lot of them live further out in Lismore or Casino. I am conscious

of this and try to make it as fair for them as possible within the directions I’m

given from management.

67. The roster takes days to complete. And, almost as soon as one roster is

published, we start working on the next one.

68. It requires a lot of concentration, which is difficult to come by as we’re also

answering phone calls and sorting out issues for our carers and clients

throughout our days (which I will discuss below). This means we are often

interrupted throughout the roster making process. There may be some days
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where I’ve spent the whole day answering calls, sorting out complaints, and

dealing with recruitment and interviews, and am not able to do any work on the

roster at all. It inevitably becomes a panic as it comes up to publishing time to

get it finished.

69. The roster is one of the biggest stresses of my fortnight. I always come home

after completing the roster with a tight neck and a headache.

70. However, completing the roster is not the end of the story. Once made, the

roster then changes every day throughout the fortnightly period it covers due to

carers being off sick, clients going into hospital, carers running late, and the

like. With 50 carers on the books, this is a daily proposition.

71. If I am on the early shift in the office, which starts at 7.00am – the same time as

the first shift in the community commences – and a carer has called in sick for

an early client, I have to jump into action trying to find a carer to fill the shift and

contacting the client to inform them that their service will be delayed.

72. Every shift change like this has a domino effect – I then have to reassign the

rest of the carer’s shifts for the day which can involve adjusting a number of

other carers’ rosters around and thus shifting clients’ services around.

Sometimes a single carer calling in sick can result in three or more hours of

work in phone calls and roster changes. If multiple carers call in sick, the impact

is compounded.

73. I am expected to seek permission from my boss before assigning care workers

onto shifts that will have the result of them going into overtime. However, this

isn’t always possible in the time and with the resources available. Often roster

changes need to happen at very short notice and there is sometimes no way

around having a carer or carers go into overtime to get shifts filled and clients

seen.

Input into client care plans

74. As I will discuss below, in addition to rostering we are required to answer the

phones throughout the day.

1010999



AM2021-65 HSU Witness DOHERTY P

75. The calls we receive include calls from elderly people interested in becoming

new clients. We do the initial triaging of the call – this involves ascertaining

whether they have any funding, whether they’ve had an Aged Care Assessment

Team (ACAT) assessment, and broadly what services they need. If a person

has HCP funding, we then refer this information over to our home care package

coordinator to follow up and discuss a care plan. If the person has DVA funding,

we refer this information over to our RN to follow up, assess clinical needs, and

finalise.

76. After those processes are complete, the client is then referred back to us for

inputting into the system to create new shifts in the roster.

77. If someone rings up who does not have any funding, I manage the whole

process of onboarding. I talk to them about what they need, explain our fees for

service, and set them up in the system.

Managing client calls and complaints

78. The coordinator is also required to answer the phones in the office. On any

given day, I estimate we receive 30-40 calls in the office (being a mix of calls

from carers and clients).

79. This includes taking phone calls from clients throughout the day.

80. Clients may call with any number of different issues ranging from an enquiry as

to where their carer is if they are running late for a service, or to change their

care plans, or to make a complaint, and anything in between.

81. If a client calls about a carer running late, I first check the roster to make sure

a service has, in fact, been rostered as sometimes our clients can get confused

– for example, they may only receive a fortnightly service but call up in the off

week thinking their service is due then. If I can see a service is rostered and

that the carer has not checked in to commence the shift, I call the care worker

to see what’s happened and make sure they’re ok. If they are stuck in traffic or

something like that, I call back the client and let them know their carer will be

there soon. If the carer is uncontactable, it takes more time to chase them down

and work out what’s happened.
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82. If a client calls with a complaint about a carer or service, I do the initial triaging

if the complaint is of a more serious nature, or deal with it entirely if it is a less

serious matter. Serious matters might include an allegation of theft – in these

cases I take down the details and pass them on to my boss to investigate. For

less serious matters, for example a complaint that a carer did not dust a surface

while they were there, I reassure the client I will look into it. Then I usually call

the carer and let them know and ask for their side of the story – and usually that

will be enough to deal with it.

83. If a client calls about their care plan or wishes to change the services they

receive, I again triage the call and, if they are seeking a significant change to

their care plan, refer them to the home care coordinator or the RN (for DVA

clients). If they are seeking something like transport to an appointment, which

may be an additional service but more of a once-off, I book that in for them

without referring on, and sort out the rostering. For enquiries about billing

matters, I take down the details and pass these on to our finance people.

84. We also get the same sorts of calls from family members wanting extra things

for their loved ones, or sometimes just seeking help and advice from us,

particularly if their loved one has dementia, for example. Again, with these calls

we manage them as far as we can, but if further assistance is required on a

clinical or plan basis, we triage and refer them on.

85. Depending on the issue a client calls about, these calls can take anywhere from

a couple of minutes to 40 minutes to deal with.

86. Many of our clients have limited hearing, or suffer from cognitive issues like

dementia, so this can increase the time these calls take to deal with, too.

87. Most other providers that I am aware of separate the roles of rostering and

managing calls – that is, they are done by separate people.

88. However, because SACC is a relatively small provider, the coordinators are

required to do both along with all our other duties.

89. We have one administrative assistant in the office who is able to assist with a

bit of coordinating including the phones on occasion, however she mainly

organises mowing and gardening services for clients.
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90. Our phone line is manned between the hours of 8.00am and 4.00pm. Because

we work staggered hours in the office, we are able to cover the phone at all

times during these hours.

Managing and supervision of home carers

91. Although coordinators are not directly responsible for hiring and firing, we

manage the care workforce day to day. This part of my job encompasses many

aspects.

92. In addition to taking calls from our clients throughout the day, we also take calls

from our care workers.

93. Care workers may call with any number of issues ranging from informing us

they are going to go over time with a client, or are stuck in traffic and running

late, to enquiries about how to manage issues that have arisen during a service

or informing us about a decline they have noticed in a client, and so on.

94. Our clients can be the masters of asking for ‘just one more thing’, so carers

often find themselves rushed for time and going over time with clients. When a

carer calls to advise they are going to go over, I have to work out whether it’s

doable in the roster and make a decision. Different types of funding have

different rules about what can and can’t be extended – HCPs tend to have a bit

more flexibility compared to DVA funded clients, for example. So, this is also

something I have to be alive to when providing an answer to a carer.

95. If a carer calls with a clinical issue, for example they have noticed some swelling

on a client’s leg, I tell them we need clinical advice on that and try to get a hold

of the RN. We only have one part-time RN who works out in the field. Our

Director of Community Care is also an RN, so sometimes she is able to help if

the staff RN is not available. However, we sometimes get stuck when we can’t

get into contact with the appropriate people for support.

96. Other times when carers have rung, for example to tell me their client looks a

little pale or not too well, and we can’t get a hold of the RN, I advise the carer

to call an ambulance. If an ambulance is called for a client, I get in touch with

their family to advise them of what’s happened and where their loved one has

been taken to.
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97. Sometimes a carer calls to discuss the decline of a client, for example they may

advise us that a client really needs a wheelchair. Again, I do the initial triage

and then refer the matter to our home care package consultant.

98. Sometimes a carer calls if they have arrived at a client’s premises and are not

getting a response from the client. We have ‘no response’ plans for each client

which we access and walk the carer through in these circumstances. This may

involve telling the carer to walk around the side of the house to try a different

door, or we may need to give them the code to a lockbox where they can

retrieve a house key and enter the house.

99. We instruct the carer to enter the house and locate the client, and we stay on

the phone with the carer as they do this. This can sometimes be a bit scary for

carers, as they don’t know what they might find inside. We have to do our best

to guide them through this calmly. It can be particularly traumatic if a carer walks

in to find a client has passed away.

100. Recently, I took a call from a carer who had turned up at a client’s house but

was unable to raise a response. This particular client did not have a lockbox. I

advised the carer to knock on the neighbour’s door to ask whether they knew

where our client was. The neighbour did not know. In this circumstance, we

have a duty of care to our client. We can’t just leave and hope for the best, in

case the client is inside and needs our help. On this occasion, I went on to ring

around a number of local hospitals – including Tweed and John Flynn – to ask

whether our client was there. Ultimately, we eventually got a call back from the

client who had simply forgotten to tell us she’d had a specialist appointment to

go to. While this was a huge relief, this took around three hours from start to

finish to be resolved, including around one hour of active time for me in phone

calls.

101. I’ve received another call from a carer who arrived to find a client passed away.

This was someone the carer had visited for years and had come to know very

well. My job is to ask the carer whether an ambulance has been called, whether

the police have been informed, and so on. I then ascertain whether the carer is

in a state to continue work for the rest of the day, or whether I need to fill their
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shifts so they can have the rest of the day off. I try to support them as best I can

and talk them through it over the phone.

102. I received a call from another carer who was at a service with a palliative client.

The client was alive when the service started but passed away while the carer

was there. This was quite hard on the carer.

103. Other times a carer might ring up to tell us they’ve had to call an ambulance for

a client, in which case we let the family know.

104. I do my best to support the carer in these circumstances. While our carers are

amazingly stoic people, I know this can be hard for people. Although it is difficult

given our roster constraints, if I can tell a carer is very upset, I offer them the

rest of the day off and work to reallocate their shifts. Otherwise, I remind them

about the EAP and encourage them to use it if they need.

105. Depending on the issue, calls from carers can take anywhere from couple of

minutes to an hour to deal with. A call may involve multiple calls to multiple

other places to sort out – particularly if it has an impact on the roster.

106. We are basically the first port of call for all issues, which we either manage

ourselves or do the initial triage of and refer to the appropriate place.

107. We are required to have exceptional problem-solving skills in the coordinator

role. All the issues come to us, so we need to be confident and decisive in often

challenging and urgent situations.

108. We are also required to manage the Home Care Manager app that SACC

requires its care workers to use. As earlier mentioned, this includes inputting

the fortnightly roster, and updating with all roster changes as they occur.

109. The Home Care Manager app has been used by SACC since I’ve worked here.

110. The carers access the app by logging in on their phones using a unique

employee number and password. Once the app is open, carers click on a roster

icon to view their roster. When carers arrive at a client, they open the roster on

their phones and click on the roster entry for that client. They then ‘sign in’ for

that client. When they finish with the client, they ‘sign out’. Previously, the client

would sign the carer’s phone in the app at the end of a shift to validate that the
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service had been completed, however due to COVID-19 this practice has been

suspended. In lieu of this, the carer signs out of a shift themselves.

111. My boss, the Director of Community Care, is officially responsible for

overseeing the app, however in practice the coordinators monitor and operate

the app on a daily basis. If a carer logs in late to a shift, or logs out early from

one, the app creates an error message which is notified to the coordinators. It

is then our responsibility to resolve the issue – sometimes we will have received

a message from a carer saying they forgot to sign on for a shift, for example.

The coordinators can then manually adjust the sign in on the app so the carer

is still paid correctly.

112. Carers can also send messages to the coordinators through the app, so we

have to keep an eye on that. The messages should be for non-urgent things,

for example, a confirmation that a carer went over time with a client, or any

notes about a client or requests for orders to be made for new pads or the like.

However, if a carer needs an immediate answer about something, they call the

office as we are too busy to keep an eye on the in-app messages at all times.

113. The app also tracks carers’ hours and kilometres for payroll purposes.

114. While there is a dedicated payroll team, coordinators are the first port of call for

carers when there are issues with their pay. If carers have a problem, they come

to us and we take it up with payroll for them.

115. I am also required to manage carer performance issues. As mentioned above,

I am involved in the initial triaging of complaints. Where they are serious with

potential disciplinary consequences, I refer the issue to my boss. However, if

it’s something less serious, I deal with it directly with the carer.

116. I am often called upon to solve IT issues.

117. Part of my job involves the logging of all compliments and complaints, in line

with the aged care complaints requirements.

118. I would equate this part of the job to being like a team leader for the 50-strong

care workforce.
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119. Overall, our carers do an amazing job, so I do my best to help them and thank

them as much as I can.

Management of health and safety issues

120. If a work health and safety issue is reported to me, I note it in our system and

have our carer fill out an incident report. This might include a carer telling me

they’ve noticed a frayed electrical cord at a client’s property or letting me know

that a client’s phone is not working.

121. I try to sort these matters out as much as I can – for example, letting the family

know about the phone or getting Telstra involved.

122. I am also sometimes involved in the induction of new staff. Those inductions

include going through SACC’s work health and safety policies and procedures.

Recruitment

123. Recruitment is an ongoing challenge for SACC, and a constant part of my job.

124. We are chronically short of care workers, which is very stressful for rostering

purposes.

125. Recently, we had someone start only to quit after three days because they could

not handle the stress of the job.

126. We were also understaffed in the coordinator position for a period this year.

However, even with three coordinators, we are still understaffed. Ideally, we

need another 0.5 full time equivalent coordinators to manage the care workforce

and all our associated work.

127. Advertisements for carers and coordinators are posted on Seek by our HR

team. However, we get next to no responses from Seek as there are just so

many home carer positions being advertised by different providers at the

moment.

128. Where we receive responses, it is the coordinator’s job to sort through

applications and ascertain suitability, then make initial contact via a phone call.

If the conversation goes well, we then arrange an interview. The other

1711006



AM2021-65 HSU Witness DOHERTY P

coordinator and I usually conduct the interviews, and then offer the jobs to any

successful candidates.

129. Apart from advertising on Seek, I also actively seek out candidates by calling

up job and recruitment agencies.

130. Although we are constantly advertising for care workers, we attract very few

responses. This is particularly so of candidates with Certificate III qualifications,

which SACC requires for any personal care work generally and which is a

requirement of DVA funding also.

131. This is a problem being experienced by all home care providers in the area. I

am aware of one local provider who is offering a $1,000 sign on incentive to

new Certificate III personal care workers who commence employment with

them.

Reporting

132. Once a month I am required to prepare a report to the Director of Community

Care.

133. I am required to report for the previous month on:

a. Client ‘ons’ and ‘offs’ (i.e. new clients and clients who have left the service,

and why);

b. Same day cancellations – numbers and reasons for cancellations;

c. Health and safety issues – here I repeatedly report that we are chronically

understaffed;

d. Concerns about the performance of care workers – including complaints

and compliments received; and

e. Process improvements.

134. The report takes a few hours to complete every month.

135. After I submit the report, the Director of Community Care then uses it to prepare

a report to the General Manager and Board.

136. However, nothing much seems to come from the report as we remain

chronically understaffed and under pressure.
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Acting up and extra duties

137. I have previously acted up as the Director for Community Care when she has

taken periods of leave. When I did this, I was still required to complete all my

coordinator duties.

138. I am frequently allocated additional duties.

139. For example, I have recently been required to write process documents for

various coordinator duties. I have done this, for example, on how to publish

rosters, and an acronym guide document.

140. Because I am already at the highest pay point in the Award Schedule E

classification structure, there is no scope in the Award for an increase in pay.

F. Challenges of the Job

141. The coordinator job is challenging in many ways. The main thing is that we are

constantly under pressure in terms of workload.

142. There are only two of us managing a workforce of 50, juggling a constantly

changing roster and at the same time balancing the demands of clients against

the expectations of our superiors and the needs of our carers.

143. On top of this we are the problem solvers and first port of call for clients and

carers for any issues that arise on a day-to-day basis. We have to fit all of this

in with managing IT issues, trying to recruit new staff, dealing with staff

performance issues and health and safety matters, and complying with our

reporting requirements.

144. We need to have excellent time management and efficiency skills to succeed

in this work. We are constantly balancing completing priorities and interests.

145. We also need to have excellent interpersonal skills, as we are dealing with the

whole gamut of people involved in home care on a daily basis – including the

carers, clients, their families, and other stakeholders.

G. Supervision

146. My direct report is the Director of Community Care.
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147. However, we don’t get a lot of supervision or support. The Director is usually in

and out of the office during the day. We may be able to grab her for questions

here or there subject to her other duties, however we are primarily expected to

work autonomously and make decisions and take actions without prior

consultation with her.

H. Changes in work Over Time

148. My work has become busier over my four years with SACC.

149. This has been made all the harder due to a severe lack of sufficient care worker

numbers, combined with growing demand year-on-year for home aged care

services.

150. As a result of the CDC model, the wants and needs of clients are also more

demanding. So, the more HCPs you have, the more demanding clients you

have.

151. When the COVID crisis is over, I am concerned that we are going to see clients

who decided to put services on hold want to return to the books, and we are not

going to be able to provide for them.

152. At the same time, we are now having to stop allocating work to care workers

who have not received the COVID-19 vaccine.

153. We simply can’t seem to attract people to the sector. Even where we do receive

applications from good candidates, candidates often fail to show up at their

interview, or are uncontactable afterwards (that is, they don’t answer their

phone or return voicemail messages). I have also offered jobs to people who

have said they have accepted a job somewhere else.

154. I think some of our difficulties attracting people to the home care sector can be

linked to the wages being far too low to adequately compensate people for the

pressures and difficulties of the job. It is not an easy job that the care workforce

do.

155. People go off to work in other sectors where they can earn a more reasonable

wage. You can’t blame them.
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STATEMENT OF SUSAN DIGNEY 
 

 

I, Susan Digney of,  state as follows: 

A. Personal Information 

1. I am  years old and was born in  

2. I am employed as a Support Worker by Integrated Living Australia (ILA), a 

Home Care company based at Muswellbrook NSW. 

3. This statement is from my own knowledge and belief unless otherwise stated. 

Where statements are not made from my own knowledge, they are made to the 

best of my knowledge, information and belief and I have set out the sources of 

my knowledge, information, and belief.  

B. Employment History 

4. I got interested in the industry at an early age. I have a caring nature and really 

enjoy helping people in the community. When I left school, I worked in as an 

assistant in nursing at St. John of God Hospital in Goulburn NSW.  I worked 

there for 6 or 7 years after I left school and realised, I’d be interested in nursing. 

While working in Goulburn, I was offered formal nursing training but was busy 

in my personal life so put training on the backburner. 

5. After leaving St John of God, I spent about 12 months working at Tennison 

Hostel for retired sister for St Joseph’s, just ensuring they received all their 

medications in the evening. Following the birth of my daughters I did some 
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private nursing working directly for clients. We left NSW about 25 years ago 

and I worked at a range of different jobs, including running my own embroidery 

business. I’ve now been employed in the home-care industry for 17 years and 

I really enjoy what I do.  

6. I commenced working with Community Care Tasmania (CCT) in 2018 while still 

working with ILA. I used to work with CCT on Monday and Tuesdays to 

complement my role at ILA for the other three days but have recently left that 

role to work less days a week. I worked with them for just over a year. While 

working with CCT, I planned on doing caseworker training, so I could move into 

that work later into my career but have not yet had the chance to commence 

that training.  

7. I reduced my hours about 4 years ago to 3 days a week with Family Based Care 

(FBC). FBC integrated with ILA, in about 2014 and were then taken over 

completely by ILA.  

8. ILA is an organisation which offers care to clients in their home. This involves 

services such as personal care, social support, taking people out to activities 

and providing domestic assistance. I was hired as a support worker with FBC 

and continued in that role when they were later taken over by ILA. 

C. Training and Qualifications.  

9. ILA require staff to be trained and hold either a Certificate II or Certificate III in 

age care services. With new employees who only hold a Certificate II, ILA have 

sent them to TAFE to do the Certificate III in Individual Support – Ageing.   

10. We regularly do update training like Medi-health and hygiene training. Staff 

undertake a manual handling refresher every 12 months which is an online 

course through Medi-health.  We are also required to update the CPR part of 

first aid training 12 monthly and undertake a full first aid refresher course every 

three years.  Our working with vulnerable people clearance [police check] must 

be renewed every three years, but since July this year it is being paid for by our 

employer.  
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11. I hold a Certificate III in Home and Community Care which I completed in 2008. 

I did this certificate while working with FBC. I’m currently thinking about doing 

some further training to get a certificate in casework management and am also 

considering doing a Certificate IV in Ageing so that I can take up a coordinator 

position.  

D. Work 

12. I currently work three days per week, and 30 hours fortnightly, occasionally 

more.  

13. When I was first employed with FBC, as a support worker I used to do a lot of 

personal care work, such as assisting a client to shower or dress, and very 

basic domestic work such as making the bed, maybe put a load of washing on 

the line. Since the takeover, I have performed more domestic assistance work. 

14. My work can be incredibly diverse and challenging. I have worked with clients 

who have mental health issues, frailties, cognitive decline, or advanced 

dementia. It’s lots of chopping, changing and adjusting to the requirements of a 

day as they present. On a given day, I can go from Mowbray, north of 

Launceston, to St. Leonards about 9 kms and 11 minutes south, and then even 

as far out as Lilydale about 41 kms and at least 40 minutes’ drive north of 

Lilydale, so I cover a wide area across Northern Tasmania. 

15. I feel like we are not given enough time to travel from location to location and if 

you are not given enough travel time in the morning then the rest of your day 

tends to fall behind. On most days, I do not get to have my full 30-minute lunch 

break as I try and get from client to client and make sure all my duties are 

completed. I once travelled from Lilydale to Launceston in my thirty-minute 

lunch break, but it is at least a 40 minutes’ drive depending on traffic.  I find this 

kind of scheduling sets up employees to fail but many workers are too scared 

to speak up through fear that clients would be removed from their roster without 

explanation.  
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16. I am expected to do showers within 30 minutes, but I find this is not enough 

when I’m trying to attend to a client who is frail and elderly. It can take 15 

minutes to organise their clothing and walk to the bathroom. A 30-minute 

shower is often not enough time to do the work properly.  

17. I find that most clients I deal with are under allocated in the care packages they 

have. The expectation that the clients be showered in 30 minutes is not enough. 

The client’s expectations can be quite high in what they expect in a 30-minute 

period. I find that 30-minute appointments are too short to do anything of 

substance. For an elderly client, 30 minutes is simply insufficient. The packages 

do not consider the greater complexity of a client who has mobility issues and 

how much harder this will make showering. 

18. Cleaning packages are also insufficient. It’s expected that we do ‘full’ domestic 

duties. Some clients are only given an hour domestic for an entire house. This 

is simply too much pressure on an employee. We have to sprint around the 

house to complete these allocations.  

19. When I started working in home care, I would be allocated personal care work 

or a light domestic duties shift. Now we are being asked to do both during the 

same shift and the expectation is to undertake full domestic duties which means 

washing and vacuuming floors, cleaning the bathrooms, including the toilet/s & 

showers, cleaning kitchens and living space, making beds and wiping down all 

surfaces. Sometimes clients have different expectations. I can be booked to 

provide ’in home social support’ to a client, but they actually want domestic 

assistance instead. Or the service is booked for domestic assistance, but it is 

social support a client wants, so I take them to appointments, shopping, or to 

do their banking. This means I can’t be sure what I’m doing until I arrive at the 

client’s home.  

20. The employer charges clients in blocks of 30 minutes and the clients tend to 

choose the cheapest option. It’s often the case that pricing systems are not 

reflective of the work that needs to be done or how the work gets done.  I have 

often noticed that clients require more than what we can offer in such a short 

period. This puts pressure on the carer who is often the only person that the 
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client will see in a day. We try to provide social care and mental health 

assistance but are often too time constrained to do this adequately.  

21. On a social support shift I can be taking a client out to the shops to do anything 

from their groceries to window shopping, heading to a café for lunch or morning 

tea, taking them to craft or social groups which they regularly attend. One of my 

clients regularly has seizures and must always have a carer with her, others 

might be able to be left at a social group until they are ready to be taken home.   

22. One of the problems experienced with domestic assistance shifts is that the 

packages don’t account for the difference between a full clean in a small unit 

versus the time required for a family home.  This is sometimes managed by 

marking down shifts as social support when they are really to undertake 

domestic work. The packages can be very rigid, and this incentivises case 

managers and clients to mislabel what work will be done. This issue stems from 

the requirement for employers to recruit clients. Clients will be told they can 

access more domestic help than a package provides, and the provider ensures 

they get the assistance they want by calling it something else. 

23. I saw a client a few weeks ago who appeared really depressed. I offered to 

shower this client, but she was too depressed to engage with that request. This 

was my first time seeing her and I hadn’t been briefed about her complex mental 

health needs. The depression was apparent, even though I believe it was 

undiagnosed. When I went into the house, the client was crying, 

uncommunicative and distant. 

24. Despite the client being distant, I convinced her to work with me to wash her 

while she was in her chair. I washed her hair and rinsed this with a cup and a 

bucket. After this, she said she felt so much better and thanked me for urging 

her to have a shower.  

25. She told me that when she refuses to shower some other workers leave and do 

not engage with her. Sometimes she does not feel up to washing but workers 

are under too much pressure and they don’t have time to talk to her or take the 

time that’s needed to convince her to shower. 
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26. After this shift with the client, the client told me she’d rung my coordinator to tell 

her that my engagement with her had really improved her day, even going as 

far to say that I had ‘saved her life’. This is worth more than any payment for 

the jobs, seeing people improve and being part of their recovery. When I saw 

her a couple of weeks later, when I next saw her, she told me that on the day 

when I had told to her to speak up, she rang the hospital and was admitted. She 

had some fluid drained, before being sent home. Now she tells her carers what 

she wants done and how. 

27. I’ve also noticed an increase in clients with dementia as they remain in their 

homes longer rather than going into full-time care.  I went to a lady last week 

who I usually do meal preparation for on a Friday. When I arrived on this Friday, 

the client was so pleased to see me because she thought we hadn’t spoken for 

many months even though I had been there the previous Friday. I told the 

client’s case manager about the incident.  

28. I attended another client I hadn’t seen for a while. I was there to some meal 

preparation for her, she had many uneaten meals in the fridge, but none of the 

containers were labelled. This can be dangerous because the client can lose 

track of what food is spoiled. I saw she had lost weight and reported to the Case 

Manager. I believed she hadn’t been eating properly, partly because she 

couldn’t remember when her food had been made for her.  I had to throw some 

of the food out because it looked off. Everything is now labelled and dated by 

all carers.  

29. Before working the first shift with a complex client, we are rarely told about their 

conditions, and we go in blind. It would be hard for an inexperienced worker to 

pick up on these conditions without the briefing.  If someone ‘goes down for the 

count’, I wouldn’t know what medication the client was on or what their specific 

needs were. This could be dangerous, particularly if I was required to conduct 

emergency CPR or call an ambulance. 

30. Years ago, I showered a client and noticed a mole on her back. I told her family, 

and this was checked by a doctor. This turned out to be a dangerous mole and 

it was removed by the doctor. Providers often caution carers against getting 

close to the client, but that connection is what makes it possible to provide 
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quality service. It is important that a consistent group of workers go to a client 

regularly. 

E. Person Emotional Toll 

31. Dealing with these issues can take an emotional toll on support workers, 

although the ability to deal with that improves with experience. I understand that 

it’s my job to provide quality care and take note of changes. When I first started 

in the role, it did take a huge toll because I got fond of clients, but I’ve learned 

that you can’t take all of this on with clients. It can be difficult to understand this 

relationship with clients and maintain a distance. I still care deeply about each 

client I work with, but you learn you can’t deal with it all on your own and you 

just have to provide quality care and know you are making a difference to this 

client.  

32. A few years ago, a client I know collapsed on the floor of the news agency when 

I was there.  While the newsagent called the ambulance, I performed CPR and 

then put them in the recovery position. The client was conscious and distressed 

when the ambulance arrived, and requested I go to the hospital with her. My 

employer refused to release me from my work. This was emotionally difficult for 

me because the client needed my support, but my employer would not allow 

me to assist. 

33. The most difficult clients I work with are the ones who aren’t being too friendly. 

Sometime clients can just snap at you, and you must learn not to take it 

personally. I understand that everyone we deal with has a story and complex 

set of issue and some people can be snappy. My job as a carer is to talk to 

people and help them.  

34. The greatest obstacle I deal with are the massive time constraints we must 

manage. The time allocated is too short for the necessary work, and workers 

are often under the pump. When working with clients with high care needs, we 

are given more time to provide the care. Sometimes we deal with clients who 

have [eg:] catheter bags and this is advanced special needs and complex care. 

A client who requires bowel care needs the bathroom to be set up in a special 

way which takes a lot of time. 
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F. Work Environment  

35. I find that there are often lots of obstacles in the client’s home.  Aged care 

facilities are managed and controlled but clients’ homes are so varied and not 

as well looked after and there can be large range of hazards. Sometimes a 

carer will go into a house without an OHS report having been done on the home. 

There may be frayed cords or leads or any manner of obstacle that could be in 

a home.  

36. At ILA, we are expected to complete a Workplace Health and Safety analysis 

on a client’s home. A check is now a rostered shift, these should only be a 

review of the initial safety analysis, although on some occasions I have been 

required to undertake the first check. I don’t believe that as carers we are 

qualified to make an assessment on all the matters in the home safety check.  

We are not trained in how to undertake this analysis.  

37. Workers are now doing checks for clients when they need an update, or some 

work done. We are required to complete training so we can fill in the forms. We 

must plug in a power checker, and check that are taps labelled properly.  This 

used to be done by case managers before we entered the property.  Now we 

are allocated 10 minutes as part of a care or support package. Attached to this 

statement and marked SD-01 is a copy of the Workplace Health and Safety - 

Home Check. 

38. Previously when we reported faults or hazards, we used an app called EKEY 

which included all the workplace forms, policies and procedures. Now we are 

required to report to our team leader who completes the safety report and files 

it. There is no feedback loop. I don’t know if it’s been reported let alone acted 

upon. One other worker told me they’d reported a slippery path, but nothing was 

done about it.  

39. When working with a new client, I found the cleaning solution as instructed. It 

was not labelled and smelt strongly of beach. I asked if he knew what was in 

the container and was told words to the effect of ‘I don’t know a man fills it from 

another container when it runs out’. I told him we’re not supposed to use bleach 

products. I reported it and it was followed up and corrected.  
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40. I’ve had another worker complain to me that when she was driving a client, he 

reached over and stroked her leg during the drive. When she reported the 

incident, she was told words to the effect of ‘oh yes he does that’. She stopped 

working with client. I was later told by another young worker that she’d had the 

same thing happen. There was nothing in client’s notes and no-one had warned 

her about him touching up other workers. I don’t believe anything has yet been 

done to protect the workers. 

41. A client I saw regularly once confided in me that her son was suffering from 

some serious mental health issues. He had once thrown petrol on his father 

and threatened to light it. Her son lived at home and was regularly around when 

I was assisting his mother. The story really disturbed me, and it added to my 

existing sense of unease about the son. I reported the story to work and told 

work didn’t feel comfortable to continue attending. ILA tried to tell me I was 

required to continue working with the client, but I refused. I know she is still a 

client; I don’t know if anything has been done or whether workers have been 

warned. If you refuse a shift you get paid an hour less than your contracted 

hours. 

42. Since the Coronavirus pandemic started, clients are feeling much more 

vulnerable, anxious, and the hygiene expectations of clients are becoming more 

advanced. I always wear gloves, apron and shoe covers when I shower a client, 

and I hook a sanitiser on my belt.  

43. In April and May last year, in the middle of the COVID outbreak I struggled to 

get enough PPE and hygiene supplies. We are expected to wear PPE but there 

have been times in the last 18 months where I have gone without supplies.  

When you go into a client’s house there is also the risk that they could have 

family or friends visiting and they could be from hot spots – I am required to ask 

these questions before entering the household.  

44. There hasn’t been additional time allocated to a shift to account for donning and 

doffing full COVID PPE, so it usually had an impact on my break times or the 

time it took to ‘travel’ between clients. It is very hot and quite uncomfortable 

working in PPE, doing either a personal care shift or domestic work. I had a 

client that had suspected Covid, so I was required to don full PPE, a hat, mask, 
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gown, gloves and safety goggles before entering the house. Again, there was 

no additional time for donning and doffing PPE, and the difficulty of providing 

the scheduled care within the rostered time was also impacted by the difficulty 

of working in full PPE because it makes you slower. 

45. On public holidays ILA cancel many of my regular shifts. Sometimes because 

the client cancels because they don’t want to pay higher rates, sometimes it’s 

the employer that cancels the shift for the same reason. Despite my shifts being 

cancelled I am still required by ILA to be available and pick up any shift that are 

allocated. ILA tells me that this is in my availability window therefore I must be 

available and willing to do anything that arises. I’m only paid for the time I 

actually work. 

G. Reporting and Supervision 

46. I feel that we do not receive enough oversight and supervision at work. I often 

have to call the mainland to speak to someone in a more senior role when an 

issue presents at work.  Sometimes, a client is not at their house and there 

hasn’t been any advice from the coordinator or case manager. For example, 

the client may be in hospital and this message hasn’t been passed on. If I get 

no answer when I knock at the door, I have to go around the house and see if I 

can see the client, I’m then required to ring the coordinator, who rings the family 

or emergency contact and gets back to me. If I can’t see the client, I ring the 

call centre on the mainland. If I can see the client and can see there’s a problem, 

they are lying on the floor then I ring 000. I must assume the worst like the client 

has fallen or there’s been an emergency. I feel unsupported when this kind of 

thing happens.   

47. There are different stages and steps when a client has issue, or we notice a 

change in that client’s wellbeing.  

48. Since around 2018/19 we use an app called MTA. I use it to sign on and off, I 

click start on arrival and then complete when I am leaving a client’s house. It is 

also used to record my travel kilometres and to make notes about the client’s 

care, their health and any changes. Currently it doesn’t work very well and often 

freezes during the day, so I write all my kilometres in a logbook as I go and 

enter it into the app at the end of the day.  
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49. If the matter is more urgent, I ring the coordinator as I leave the client, to report 

a change or concern immediately, particularly as I may not have time to do the 

report between clients, or the app may not be working at the time. I don’t drive 

while I am talking to the coordinator which then slows me up for the next client.  

50. ILA is now implementing a new HR app ‘my one app’. It will allow us to update 

all our personnel records, carry copies of all our qualifications and licences such 

as our Driver Licence, comprehensive care insurance, first aid currency, and 

vulnerable persons check, anything we hold or are required to hold and update.  

We will be required to upload our licence, insurance, and first aid renewals 

rather than copying or scanning and sending into the office. I don’t know 

whether it will be easier or not for us, it will mean we are responsible for 

changing the records instead of administration. 

51. If it’s a minor change in the client, we record these things through MTA in the 

client notes which is part of the app. MTA gives access to our rosters and allows 

us the ability to report clients’ issues directly to the employer.  We just write it in 

the notes which then takes you through to outlook so you can email the notes 

to the team leader. This does not leave a record or notes for the next support 

worker to read. Some client’s still maintain a book/ diary that support staff can 

write in for other staff to see, but most do not. This is done in our in own time 

and often at the end of the day, or in the time allocated for travel, it’s not part of 

the service time.  

52. We are expected to record notes on clients in this app, but this can be almost 

impossible while the app is almost non-functional. When we only have 15 

minutes to travel from one client to another, there is not enough time to stop 

and update notes in the app. 

53. Prior to the introduction of the app, we used to print out paperwork and get the 

client to sign it at the end of the shift. The app has been good for removing this 

obligation; however, the paper version was a pretty fail proof system. Working 

through the technology on the app can be difficult. This app also requires me to 

log my kilometres that I have travelled in a day.  

54. In an emergency I call the ambulance then call the mainland customer service 

centre [CCS] when it’s safe to do so. The CCS do the incident report while 
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speaking to me, at end of day I write in the client notes what has happened and 

what I told CCS. I don’t see the incident reports and don’t know if what CCS 

has put in the report reflects what happened. Nor will I receive any follow up 

about what has happened.  

55. To perform the role properly you need to have appropriate skills, including 

attention to detail.  For example, you need to be able to ascertain whether a 

client has a mental health issue.  That isn’t always obvious.  If you aren’t 

adequately trained or experienced, you won’t necessarily be able to identify 

those issues and adapt to the situations that present with a client.  It’s very 

important with clients to make good notes. Unfortunately, because of the 

system we now use the next care worker can’t read our notes and does not 

know what has already been done or what has happened to the client.      

56. I am often required to switch to new clients without much notice or explanation.  

I then have to start again with the new client and try to figure out a way of 

interacting with them that works.  

57. This is something I consider vital to know. Proper detailed reporting is essential 

to providing quality care.  For example, recently, I learned that a client had 

suffered a stroke. This had not been passed on to me as a support worker. 

From my view, I suddenly wasn’t rostered to work with her, I didn’t know why, I 

not told she’d had a stroke or that she was in hospital. When she came home, 

I found out from her about her stroke. There was nothing in her notes about the 

stroke or that she’d been found by another worker who called the ambulance 

for her. This is important for many reasons, including potential changes in care 

needs, but also because a client’s behaviour changes, they are nearly all more 

cautious following a fall or medical emergency, even without changes in their 

care needs I need to know that a person might need more reassurance and 

support. ILA says that they don’t tell any of us for privacy reasons. 

58. Another situation occurred recently where a client had an earlier fall, and I was 

not told prior to providing home care to this client. He was incredibly nervous.  

If this had been reported to me before the shift, I would have had a chance to 

prepare to deal with those issues.  It is not easy to just pick up and deal with 

something like that in the moment.  
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H. Work Value 

59. When ILA took over the operation from FBC, they wanted all the staff to sign 

new contracts with reduced minimum hours. I was offered about half the hours 

I had been working with FBC. I didn’t want to reduce my hours, but I didn’t have 

a choice when all the hours I’d been working were no longer offered to me. 

60. People certainly consider leaving the sector or have gone to other care 

companies because of how difficult the role is. The turnover in employees is a 

serious problem, especially at ILA.  I find that a lot of people want more hours 

and there are others who tell me they want significantly less – it’s varied and 

there aren’t great mechanisms to ensure that workers are getting either enough 

work or not overworking and exhausting themselves. 

61. Some employees have left because after having done their Certificate III the 

employer is still not giving them any personal care or support work. This isn’t 

the same in all agencies.  

62. The needs of my clients have become more complex and there are more 

expectations placed on me by the client and my employer. There is no longer a 

central office for our employer which makes it harder for us. Staff used to drop 

into the office to collect PPE and relevant report forms, speak to a case 

manager instead of trying to call them and waiting for their return call. I find I’m 

now having to buy a lot of my own equipment, from some PPE like hand 

sanitizer or masks, to home office equipment and paper because I now have to 

print forms at home. When I raised this with ILA, I was told I could claim it on 

my tax. There is a greater expectation that I will know how to use technology 

and how to adapt to the changing expectation of clients and the community, but 

the remuneration has not kept pace with increased community expectations. 

63. Home care workers are expected to maintain such a high level of service and 

there’s been a lot of good workers that have left because of the conditions in 

the industry.  

1311023



 AM2021-65 HSU Witness DIGNEY S  14 

64. I have been working as a support worker most recently since 2004. I hold a 

Certificate III in Home and Community Care and I am employed under the 

Family Based Care, Direct Care Worker Employee Collective Agreement 2009-

2012 as a Support Worker Level 2 Grade 2. I am currently paid $29.37 per hour.  

65. Attached to this statement and marked SD-02 is a copy of the Family Based 

Care, Direct Care Worker Employee Collective Agreement 2009-2012 

 

 

Date: 27 October 2021  
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1 PART ONE- AGREEMENT APPLICATION AND OPERATION 

1.1 Title 

1.2 

This agreement shall be called the Family Based Care Direct Care Worker 
Employee Collective Agreement 2009. 

Parties Bound 

This agreement applies to Family Based Care Association (Nort.Q.~rri;!'Th~~ion) Inc. 
(ABN 37031249391) 22 Earl Street Launceston 7250 and thq~¢ enjplq.yed as a 

1.3 E~:~:~a~i:: ;:~:e:~rms <~,\:·H.~;:;: / '\,;itF• 

Workplace Relations Act 1996 as ~11'1~~d~\\9r ;:~~~Bed from "Act" 

"Award" 

"CA" 

"Clients" 

"Direct Care Worker" 

"Employee" 

"Employer" 

"FBC" 

"Home Help Assis.t~;~nt•• 

·.:;-, 

"Standard Rates;;'\/2 

?$~~port w~~~~r!! 

<~::~~.~ .•.•..•...•.. (.(.··········-•·;·-i•::,.i.~·;·:·········~·::.:.····· .... : ... ·.·.···.:·;;:·.;·};,;\~. 
"Trai~·~~··. 

"Contract of Training" 

time to time. · · · ·· · 

The Community S~rvices AW~rd,.ap)·~otiph~~··Agreement 
Preserving a Stateif.~ard{!'J~PSA) aq('j;Jqrmerly an Award 
of the Tasmanian Industrial Commission. · 

Collective Agreemer'lt·:W~\p!Jc~~~t§ terms and conditions of 
employment. 

Frail.~ged clients, 'Wi!~ 1~isa~.i1ip·~s. and carers. 

Umb~!l~ term to iMIUde all Home Help, Respite and 
Support•Y'\'prkers, excluding volunteers. 

D.ir~ct •. cai~~Y/(prker 

:;:Faroll~·~~~~'d C~re (North) 

AJ;··~P'l!Jlbyee who provides domestic I social support to 
\9.1iehts•of the Employer, requiring interaction with frail aged 
C..<:!;:r)('j clients with disabilities. Duties exclude personal care. 

H6urly rates as listed in Appendix A 

An Employee who provides support services specifically 
including personal care. Duties may include respite, social 
support, and home help to clients of the Employer. This 
excludes Home Help Assistants and any persons engaged to 
perform services under the Host Family Program. 

An Employee who is a party to a contract of training that 
provides for the Employee to undergo a training program leading 
to a qualification under the Australian Qualifications Framework. 

Agreement or a contract between an Employer and a trainee in 
force under Division 1 of Part 6 of the Vocational Education and 
Training Act 1994. 
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1 .4 Application and intention 

1.5 

Nothing in this Agreement will be deemed or construed to reduce the contingent 
rights to any forms of leave, including personal leave, annual leave, long service 
leave or parental leave, which any Employee may have accrued prior to the 
introduction to the agreement. 

This CA is made under Section 327 of the Act to: 

a) 

b) 

c) 

d) 

e) 

offer an agreement made in good faith aiming at a balan~~~(6t1:~ro~~~lrl~··f~ir 
working conditions with unique and often essential servicE'l(jelivecy.J)eeds: 

provide Employees with the opportunity for work lifet~~~~~·1,;c 
working hours. · · 

provide the Employer with the means Off?ntinlo~J6~to d~lf~E'lr:&mmunity care 
which allows for consideration of client choices. ·· · 

cover all conditions of employment. I!·~K~IIii§~'\l{;~~·tothe exclusion of other 
agreements or awards unless of~E'lrwise h(),ed but will meet legal 
requirements of the Act. .. ·· 

Provide the extra benefit~\•grovided in this Agreement are offered as 
incentives to long term Ernploy(il'E'!l:>· 

,:y•H'i')>•if:;.;,·••; 

~~dus~~s agreef#~~f.1$.:;s~~~li~~td in respect of the industry of community 
secyices il'lv.'hich theppmary functions/industrial pursuits include: 

.·· §~9iR;•~(~•·'·Hract;~:l support with the aim of assisting functioning of the 
indiVj(j.f..!al fatnily or community. 

perso~~~· care for the frail aged and for persons who have an 
intellectual, physical, psychiatric, and or sensory disability in locations 
others than those covered by the disability service providers award and 

nursing homes award. 

iii. provision of respite for clients and carers. 
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1.6 Relationship to organisation policy and workplace change 
This agreement is supported by policies and procedures determined by the 
Employer. 

a) The Employee must comply with all FBC policies and procedures, as 
established and varied from time to time. 

b) Such policies are for the benefit of FBC and do not torn;~ .• part of the 
Employee's contract of employment nor creates any co@tract(J(ll right or 
entitlement in the Employee's favour. q;.C << 

c) These policies and procedures will not reduce Empl~~~~ su~~~l')ti),ie 
entitlements contained in the award. ·•> ·· 

1 7 D"catioo •. (~~'fJ:(),( 
a) This Agreement will become operatiol"l~l onJ~~ sev~l'lt~ day after the date 

specified on the notice from the WorkplaC,~i~~thof:i~X···~dvising that the Agreement 
has passed the no disadvantage test. <.;;•• ;<.s;.. < 

b) The Agreement shall remain in forc~;Jor a~~fi()d ~f three (3) years, unless 
otherwise terminated or ~~ried beforefi~.B~. 9Y the mutual agreement of the 
parties or operation of law:;·<· • ;· 

c) After the Agreement ~.~f.reii~fi~d its nominal expiry date, either party may 
unilaterally terminatetfie·J:I.~f;~erfl!:l~t in accordance with s392 of the Workplace 
Relations Act 1996(!.cAn¥);P~.~.~n Who lodges a declaration to terminate this 
Agreement must lodge Jfie termination documents with the Workplace Authority 
(or equivale11tbo~y). 

1.8 Acce~sto agri%¢+~nt :~~is.(J~;~rting documents 
AU?J.Jccessff,lli'lPPit~rts will be supplied with a copy of this agreement on offer of 
~.rpPloyment. i;~.~rreht.;;Employees will be provided with an individual copy of the 

·<t:IQreemt?nt at lea~ seven days prior to the voting process. 

\·~~~····;~·~pulsory ~overnment Statement on Workplace Agreements will be 
suppji~p prior to any employment under the agreement as required by the 
WorkPI?!';t? Authority. 

Employ~~~ are encouraged to read this agreement in conjunction with the Direct 
Care Worker handbook, relevant policies, and procedures. Employees have 
ongoing access to these documents. 
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2 PART TWO- OPERATIONAL REQUIREMENTS 

2.1 Mutual Understanding 

a) 

b) 

c) 

d) 

e) 

f) 

Employment is predominantly in the private homes of cliedf§ ~~)i,~lff'lGted by 
the Employer, on behalf of the client. Social support actiVI!i~s rriaYi'f~quire 
work within the community, shopping. Limited addition~:~I•MI<:Jrk rrll:iYcl:le 
available in respite and activity centres. · · · 

_,_,_,_,,_,_._,,,,_.,__ ,_, __ ., 

FBC is funded by both State and Commonwealth;;~b~~~~~.~nt''~iia must 
therefore adhere to program guidelines and me~t agditJ~quit~!Tl.ents. This 
requirement combined with the need for complii:ipce wit!;l}~ati911al Legislation 
results in strict policy and procedures th):l~mustii:'Jf'l adher~gt()by DCWs. 

,,,_;,,'_':~·-', -,,_.,_., . .-.-. 

It is understood that clients have th~"~l{}!;l~:to f~Hy~st a change of their 
support staff without explanation, repercussion, qr los§.uf service. 

Working with vulnerable clients withiW!\tpeir ho~~, or community requires a 
high degree of flexibility,~pd close team;1"(Q,!'k between DCWs and office 
based staff. Duty of care t9;81ients and consideration of client preferences 
are of the utmost importance alld critical to service delivery. 

FBC is committed to.~tdVIB;!J,9a,~ig~quality service and has a zero tolerance 
to any behaviour thatplagis aplienfat risk or any breach of confidentiality. 

The Gener~Ji&Mffl:~~t~:: ?L}·d~legated senior Manager, may negotiate 
additional Cflhditiol)~.oh~roployment to enable piloting and introduction of 
ney.'prog~[~s or to fl:l.7~t special individual needs of clients. No variation will 
dirriinisl:l the,t!:)rms ani:fconditions defined in this agreement. 

gf It ist~~'8t~~~{;@~:of all parties to this Agreement to prevent and eliminate 
';C{ di~%iminatioQ.,pased on race, colour, sex, sexual preference, age, physical or 

\ .. , ,!'liental disability, marital status, family responsibilities, pregnancy, religion, 
·.'<<>political opinion, national extraction, or social origin. 

h) <\~Gl~agreement is supported by policies and procedures, determined by the 
Employer from time to time, to meet the changing needs of its industry, 
clients, and government requirements. 
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2.2 Contract of Service 

a) 

b) 

c) 

d) 

e) 

f) 

g) 

Employees are employed on an "as needed basis" with hours of work being 
at times appropriate to the needs of the Employer (based on daily needs of 
client) and are dependent upon client acceptance of individual D<:;W. 

Because of 2.2 (a) all Employees are employed on a casu?l!"Ba=i~\f~,rthe first 
twelve months of employment. · · · · 

_,,>:;.;',(>. ··-:_:_._:;·_,. _____ .. 

The Employer provides Position Descriptions upon ef1lgl~,~~gtit .. and 6igar 
direction of duties through the provision of care plans/t~sks:lil)ts. · 

The Employer requests each DCW to compi~Je (~~ ?Y~il~~}li~y form on 
appointment. Work will be offered within the S!f!fed avf!)labili~y. This forms 
the basis of each individual's master roster. · · · · · 

The Employer will monitor individual a~~il~J:>ilit;i~l'l~all~~~te work with the 
aim of ensuring DCWs have ongoing rqstersbptcannot guarantee hours due 
to variation of client need. ·· · · ,-._.. ' 

It is essential that Emplo.ye.E!s advise fg§'~EiQ~:~;aff of any changes to their 
availability as this may affect~cheduling ofclient bookings . . ,_ 

The Employer requires,,~e.ye~a~ys notice for changes resulting in the need 
to reallocate previp!.Jsly agpked iplient services to another Employee. 
Immediate changes;.yvill 913fapilitated when the Employee is ill or has urgent 
need. · · 

--··---:· ,. 

_.<)}('i-.:-~~--- ·:_-·:\;' _ _-____ .-:• { 
h) The Employer se13~~ tclil;lcc6mmodate the Employee's preferred hours of 

wofK wher,~.possible,:qowever, to meet client service needs the Employer 
rQaY ~e..9uest\me Employee to work additional hours outside of their stated 
.prefei'rt!~.hour$\· 

/"i) · Ef1l~loy~~~;~J'l"'lp~~comply with FBC procedures when cancelling previously 
~p¢epted shifts. Where practicable, this should occur before the 

.;":Ctcbmmencement of the Employee's working day. 
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2.3 Probation 

a) New Employees are required to undertake a probationary period of six 
months upon commencement of employment. Employment during this 
period is casual. 

b) The purpose of the probationary period is to enable the Employee and the 
Employer to consider their suitability and capability of working together. 

c) Where a probationary Employee has worked insufficient how's tat;r~sonable 
feedback and assessment, an extended probationaryperi;O'd"'t;rlay be 
negotiated. For the purpose of this clause less than 200 hou~ls dee[!li:Jd ?S 
insufficient for an assessment. " "c c 

,_.,-c.-- --.. o·. 

d) An Employee may request an earlier probation <l.~g~~~t;rlfi:Jnt ~we the 
Employee has averaged over 15 hours per week for($iX orcmore consecutive 

2.4 Confi::::~i~ds. ': , ,\;; '( c;i;~;c•'') 
a) Employees will not, without prior autp;tffy;pfihei;.tmployer, convey any 

information to any person regardin~ dientS\c!~,rtellectual property or any 
information about the affairs of the Employer uni"I?,$S it is done in the course of 
properly performing dutili:JS and the pef$on receiving the information is an 
authorised person. 

b) 

c) 

These obligations shall ~RPI;BI.I~Jpg the time of the Employee's employment 
with the Association and aftli:Jr lea'.'ing the Association's employment. 

_:'_~,_~-' -,_~'~' __ ,-,·.,-,:_<_:t::-\:--_ ''i(_i:< :,. 

Employees must ta~~ alj;re~s9f'l?ble steps to protect confidential information 
from disclos~rrt)>~H ur)~~t~0~lsed persons. This includes: 

i. Cliert;tper~on~l,"petailswhich become known to the Employee during 
theiremployment ._._,________ -,, 

" ii. Oj$qlo~lhgpersonal details about another Employee to clients 

iii. lnfd~<J_tid~'telating directly or indirectly to the business and operations 
of the Employer 

d)\ c!\iothing in this Agreement shall be taken as in any way prohibiting or 
'J''f~~tricting disclosure of details of this Agreement or matters relating thereto 

byfi:).ither party to any other person. 

e) Breach of confidentiality is listed as dismissible- see clause 8b. 
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2.5 Other Responsibilities 

It is recognised that both Employer and Employee has responsibilities in relation to 
the employment contract. 

The Employer agrees to: . ..· .. ··. . 

a) Take all reasonable steps and precautions to provide a,;;~jf;·i~~!:l.••jecure 
workplace for the Employee and to adhere to workplace t'lea!tn a~d·~ft?ty 
legislation. See also 2.6 

... -.·_',)(---' "- )~)';..:.-':-__ · -- ''...,,., 

b) Protect the Employee's right to privacy under th<:J F~der<JiliPrl~I:IPY Act. No 

personal, medical, or financial details etthe ~~Rioyeei~~ITtthe Association 

may have gathered, will be revealed to anyone bytile Employer, except with 

the express permission of the Employe~. 8r\.Vher~ the Employer is under a 

legal requirement to do so. e.g. Centf~link requests for information. 

c) 

d) 

e) 

Provide Position 

responsibilities. 
'':0:,-·_'c'-',·:c.__ ·-,\ 

Provide sufficient trrjlli~i;fdgl,e,a~IYoutline Employer expectations and work 

standards (see Clause$•2.7 a.nd 6) 
.,_---_, ' 

Provide fe<:J~6~·~~~b!i•pe~61-ffi~nce through probation and annual reviews. 

f) •$~·~PIYiJ1~i~dq<')l cli;~f6are plans/task lists 

.. g) :;Proyid:{J.t~i•~~~rtunity for DCW to give feedback individually through 

<ln611ymous···~arveys, Self Assessment and Organisational Feedback forms 

·o:~:i~rovided as part of Probation and Annual review procedures. (includes terms 

~#~ponditions ratings) 
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The Employee agrees to: 

a) Perform all duties and responsibilities in a professional manner adhering to 

FBC policy and procedures at all time and to retain copies of policy, 

procedures and other guidelines supplied by the Employer. 

b) Perform tasks listed on care plans/task lists to the best of their abilities and in 

accordance with training. 
,.;_::>'_:- /(-_:-.-;-:_. 

c) Abstain from making public statements about the Employ~fi()(tli~Ats;as per 

FBC policy which limits public statements to Senior Manageffi'~hlpnly. ·. 
_-;x.'-''L/(_:-_,-. _ .,_,_:) 

d) Comply strictly with cash handling procedures con¢~f~iri~}~he hal"\dling of 

funds on behalf of a client, and only where d~h .l'i~hdii&g has been 

authorised, following guidelines on receipt /off!?r(Bfgifts ffdmc;ll~nts. 

e) 

f) 

Abide by the Employer's guidelines in:~~uri~d~t~~tnei;~~i;family nor other 

household members or friends help tp@'h, td P~rforri-\'iheir paid duties for the 

Employer or attend the property of cli~ij~s of th~'l;21)1ployer. 

Declare known interes{l:;r,relations~i~~Witii' 0'a client prior to accepting 

bookings to attend that ~li'eQt as a paid Employee and to declare any 

involvement with the .f;mplgyef'~:t:lient that transcends Employer/Employee 

relationship. 
c.'>~-- ~ 

g) Not sign dOC!Jil'l~nts tha{relateto private client business including witnessing 

will~.· proyJ£!1lg ~, p,~S~Bfi~ftestimonial or any other business document 
without th~'l'))(;press consent of the Employer. 

_:._-y:·,- ::<_,-. .-.. ·-,-L<': . .c__ 

g) ' lnform''th~; E~·~lbyer of any items removed from the workplace by the 

Em~loyee'>ioorder to carry out their work- so that the Employer may record 

~tid keep track of Family Based Care or client property to avoid any 

i) 

'i.~i~:;understanding. e.g. wheelchair. 

~=fS;n FBC property including Identification badge, Operations Manual and 

where applicable Salary Packaging card as covered in other parts of this 

agreement upon resignation. 

j) Attend and participate in probation and annual reviews. 
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2.6 Health and Safety in the workplace 

The Employer agrees to: 

a) Comply with State and Commonwealth Occupational Health 

and any relevant industry codes of practice. 

b) Promote safe work practices through policy, procedures, tt\iiJ'lir1g 

practice. 
.-.,--_-_,-._,_ 

Allow and encourage representation on an Occupatib~ai~A~~It~ and Safety c) 

d) 

e) 

f) 

committee. 
<.J.·· .. .-'.•.· .... •.·· ...•. · .. · .. ·.·.·.··.·.·.... <.::):;:.-;.~.·.·.·.··.-'.·.· ..•• ·.· .. ·•· .•. ·.· .•. ·.. ':; 

Provide clear processes on accident andjrlqiderlft~porting 
_c"\\::·.-: .. -·-."_,;,c,\;o---t-- ·,, __ ::_"·,<, 

Supply disposable gloves, aprons, ana·:booti~~;ti)peworn as part of infection 
•.· .. · •.. •··.· .. •·.·.·.·.•.·• ..• •.··.. ..·.·.• ••. •. 

control guidelines, as ne~g~d for work purnq~~$· 
._,- .. , ··--

Support the rights of an ~~~lqy~e who re~:rts unsafe working conditions in 

client homes including•fl'l~;t;igl1tflbftq work in a smoking environment. 
._ .. _-: .. ':" -. 

g) Monitor and. gr,~~id~ re~in~~~? when an Employee has not completed 

manual hanqlingr~fresh~rwithin a two year period. 
'.oc;·: .,,,; 

h) prb~qt~ ~~~Qr:tuniti~~~t6 attend manual handling refresher training. 
_._,,;<~·-'·" .,~--.-:-r~:;.-.-.. __ '\'}_{;;,,_ 

?iJ .· Proyid~·b~pq~J.h\ty for flu injection in the workplace once a year 
_.r:·\'\<'·'. \·,\:,>_'': 

j}> ·•Pfbvide masks in situations where it is deemed necessary to the health of 

~li!:lnt and I or worker. 

k) Provide access to OH&S officer to discuss OH&S related concerns. 
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The Employee agrees to: 

a) 

b) 

c) 

d) 

e) 

f) 

g) 

h) 

i) 

Comply with policies and decisions made by the Employer to promote and 
maintain a safe workplace required by relevant Occupational Health and 
Safety legislation. This includes any further requirements specific to the 
Employer's industry and workplace even if not specified in the legislation. 

To complete and submit accident/incident forms in accprdance with 
procedure. 

Wear appropriate footwear when required and use ~~~r§B';i'~t~!'§§lfety 
equipment as required by the Employer. · ·· · ·.. · 

Advise the Employer if a medical condition (eitherze*l~!ipg
1

~'t;;;.past) or 
medication may affect or limit their ability to carry,out qo'Wi:ll job tasks, 
particularly where failure to do so may put the c;lientor,.l:mplqyli)e at risk of 
injury or aggravation of prior condition. 

,·_---_;;>~·:. - <·,--;,::,':>~:::- ,, - ·,,\,;::;::·:::':_·;~;~-)> 

Not to smoke neither in the company ofcli~Qtshoron th~ premises of clients 
e.g. on shopping trips. · · 

·.• .. ·.·.'.'.'' <·",' .. •.· .... ·· .. ·.~.·.·.·.... -,,\ 

To ensure combined working hoqrs where ~pe Employee has other 
employment is reasonabl~. and does hPt.affectfheir ability to carry out their 
duties in a safe and respOJ"l!)ible manner.< .· .. 

<: 

To give notice as soon as ii;practicable of any injury that may result in a 
worker's compensatioQ;.clt'lim. 

Note any hazards Cl#~inQ;.:#;5~JI"l:clients home, the equipment used or the 
work procedures and eit\ier sqlving the problem on site or reporting it to the 
coordinator · · 

PC~rticipatEj.jho~~~'~!>S~~~~ents as required. 
''--"- \~-:-''if;,·,._ -"·.-.. _ 

j) 'Particl~~~!:l ihi\(t"l")§lnual·. handling refresher training at least once every two 
years. 

<\\'t;· Jji~'Empl~~gg agrees to attend a medical assessment where concern has 
' £x.~been raised about health or ability of the Employee to work in a safe manner 

''•<YK!.thout risk to self or client. Where directed by the Employer this will be at the 
Et1;1~loyers cost and with Employer's chosen service provider. The purpose 
ofsuch a medical shall be to ensure the Employee is able to perfonm their 
duties in a safe and proper manner. Testing may include a drug screening 
test. Due to the nature of the work in the private home of vulnerable clients, 
the Employer has a zero tolerance to positive results to illegal substances. 
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2.7 Work outside of Employment 

i. An Employee may take external work without the approval of the Employer 
providing that 

i. work performance including ability to meet Duty of Care obligations is 
not affected 

ii. no conflict of interest occurs 

iii. the Employer's objectives are not disadvantaged 

iv. external work does not result in short notice c:c:~n~llatic>li~.·of shifts 
previously rostered with FBC. 

i'· ,;cc "<i : ..... 
ii. Where it is deemed the Employee is wq~ing 'tl~tt:lasonrlbl~t\durs as a result 

of having external employment the Hd!J;l~n Re~gurce Manager or other 
senior Manager may limit the number g{ihour:§,qffered,to the Employee. 

2.8 Workplace Change 

a) 

b) 

.r;,:_'-:-:-_.- ... ,<.-·i·_:·'~.::-\~,/;\--;--_,((:\;~r--~::.- --

The Employer and the E~'Sti:>yee agree t~~~ there will be changes to work 
and work practices ap?:~verH~tJe. business of the Association itself. The 
Employer and Empl()yee ~~ree lt\l:l~. changes will take place as part of the 
development of therbusiryessggf the Association which has a flexible and 
productive workplace: · · · 

The Employ7F;~§tt3~~ t~J.)t"Q~de the Employee with the relevant information 
wh~{e wqr~·practice.pranges take place, and the Employee agrees to be 
Qexibl7.arid{gaccept any changes to their work position or work methods 

iwithirf:ttJ& As§pc:;iation as may be required in the best interests of the 
AssociatklQ,·,Thi§does not affect the conditions of employment as outlined in 
thi§'i:lgreeihept. 
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Family Based Care (North) Inc. 
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3 PART THREE ·TRAINING AND SUPPORT 

The Employer and Employee agree that training of Employees is important for the 
development of service delivery. 

3.1 The Employer agrees to provide: 

a) 

b) 

c) 

d) 

e) 

f) 

g) 

.(:-\i.'c'-'-, ··:::·:;-_'.:<·:::._ 

Induction training -1 day of training supplemented by posiilb~G~~i~gW~ipiJ1{l 
and mentoring as required for a period of 3 months. .· · · · · 

probationary supervision including fortnightly review o.fhol.JI'§ 
>:.·: ; 

opportunities for eligible staff to undertake TrainE)eships .. ·· 
;,- _, __ --:- - _.:<'~- ' 

a copy of the DCW Operations Manual, cont~iping gJi~~)inel> (Handbook), 
copy of code of Conduct and relevant policy( procequres to support training. 

::>i\_'.::- ,'~ -_)i:'--:"_-_:_ --- ---. -·, 

supervisory direction and support thr()ugh th~,availability of Coordinators, 
Human Resource Staff, and On Call fpr after hp~rs advice. Supplementary 
direction and training thrp~gh a monthly.E:,mplqyee newsletter that highlights 
policy, procedure, and trail1il'lg news. · · 

feedback through daily supervi~ipn and review on an Annual basis. Annual 
reviews aim at the mutt~al{liyingand receiving of relevant feedback. 

Payment at standa(dhpci;~;;!pr :ttendance at compulsory training that is 
delivered withinordinaryhour~ Le. where an Employee has been directed to 
attend. · 

3.2 The Employee~~;ee~;J:pa~icipate in training which includes: 
__ .;/.':'>"',-' ·-·- :.:~~;:~·).·;·<- -: ---<)_;_/::.;::- ''-'. 

a) Readin~··~rlqr;;~ifling supplied policy, procedure, and training newsletter . 
. .:-::·:-.-<.:: :.''.:<,:/' ·,:(/_,,, 

<Q) A~ending an~l.Jal performance review interview as a condition of employment 
but shall be entitled to a payment of one hour at ordinary rate. 

c) Miilintaining a record of any training attended at annual reviews 

d) Maintaining professional qualifications as per position description 
requirements and guidelines. 

e) Attendance at compulsory training specific to changing guidelines or specific 
client need where delivered within ordinary hours and paid at the standard 
rate. 
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3.3 Traineeship 

i. 

ii. 

iii. 

iv. 

v. 

vi. 

3.4 

An Employee undertaking a recognised National Traineeship under this agreement 
will be paid the appropriate rate of pay specified in Clause 3.2 Wages, Level 2 
Traineeship. 

Trainees shall attend the approved on and off-the-job training,,§i;~~~[~r,program as 
prescribed in the contract of training. "c" " 

,:(v-~--<~ir.i::- -.,_._~\(:;:,'h- _,._.-_ 

The Employer shall provide a level of supervision in accprd~h9~p ;;~~~fl'!l'l a~~roved 
training plan during the traineeship period. " c 

,·.; __ .,__ \·<· ,(/~:::----- '_(:;: . .-_ 

A trainee shall be engaged for the period\!'ll> c sp~~~;:d by\tne·:C~ntract of training, 
provided that such trainee shall be subjectApa satil)factory probation period as 
detailed in this agreement. c 

,::-:"{:/ ·:_--;:::?:.- ·-. 

i,_.'·_·.::_-_:___ \~ 

Where the employment of a tf!'li.nee by an EO)J:li?Y,~f!JS c continued after the completion 
of the traineeship, the period 9fJhe traineeship'•shall be counted as service for the 
purposes of the agreement and long service leave entitlements. 

Separate from w?~·g~r!t~~,',~H ~ther conditions of employment for trainees 
are the same as contained irrthis agreement. 

_;·;:\_;:?'/------ "'.,-,::,,;(:~>---· 

Support:and cbbnselling 

E;?"l~ISyees'';~~Yl'l ~~~c'gpportunity to debrief with client coordinators about client 
,,.$ltuatio~,ror altetQ!'ltively to discuss any issues of employment or concern with the 
''l::rnPic?y~rs Human:Resource Staff. 

;~~i'.~~ployer may direct an Employee to attend counselling/mediation where 
there''\!!~), evidence of identified issues affecting work performance and/or 
attendance. 
Details of available counselling are listed in the DCW Handbook within the DCW 
Operations Manual and available from Human Resource staff. 
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Family Based Care (North) Inc. 
Direct Care Worker Employee Collective Agreement 

4 PART FOUR- HOURS AND PAYMENT 

4.1 Hours of work 

a) Home Help: is rostered on a Monday to Friday basis only with ordinary hours 
of work being between 8.00 a.m. and 5.00 p.m. Out of ordinary hours is not 
required. 

/(::.-_. .-,',>::~:~{y·~:· 

b) Support work is rostered on a Monday to Sunday basis td~~~t2~1i~htpeed. 
By mutual agreement, ordinary hours of work are between 8iOQ.~.m. aq(:l::.~o 
p.m. but work outside of these hours may be negotiate9, 'k\'h.~re al);j::mployee 
has stated preferred availability, with no additional peq~lty. > · · · 

4.2 Wages 
'-:-;~-::,~\:.<:.:-._.__ ··-:.:<_;'_-k\; ', 

a) The Standard payment for Ordina!J''·h~ePsfi~ ~~~~jled in the table below. 
Rates based on Community Ser\ii9es Awar9" Tasmania (NAPSA). * 
denotes above Grade in lie!.l of pclsslble out of ordinary hours 
work. Refer 3.2b 

CSA level 2b Grade 
1 

level 2b Grade 
22.04 

Family Based Care (North) 
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b) Weekend hours 

a) An Employee working on a Saturday will be paid at the ordinary 

rate of Pay. The ordinary rate of pay is an above award payment 

for the appropriate level/grade and is paid at a higher grade in 

lieu of some out of ordinary hours work. No Employee will be 

expected to work more than one Saturday in eac~.·;·twO>'fY.~Ck 
period or more than 4 hours on any Saturday. Work is aUoc~ted 
according to availability. 

, .. ,,- _, ., 

b) Payment for work performed on a Sunday shallb~~bfl:le rat~l')f 
double time. . ... .. v • <>. 

/-:_'_:_.·,· .: 
_.-. __ ·,--._ \:-:-::.-,:-----.-- _-:i-

c) Public Holidays Payment for work p~rformedon a HolidaY with Pay 

d) 

shall be at the rate of double time anqach~lfforl6E!following Public 

Holiday. Australia Day, RecreatiomDay,aAdur l~bour Day, Good 

Friday, Easter Monday; . Anzac Da1, 9J.JeE'ln~ Birthday, Christmas 

Day, Boxing Day, New v.Wa~Day, Laun~~~f~n Show Day. 
,,-,:-:: _ 

_ (_,/:;~::·;-:~\~':,\;~<~~f)::--;._--.--.- ''<i.-\;~:_-t-. 

Wage Increases •th¢i~~~~oyer will abide by annual pay rate 

decisions rf'la·i:J~~y.th~•AIJstralian Fair Pay Commission or equivalent 

b(jdy. r6e. amo~iit·()f such increases shall be the same as the 
. <-c "' .. J-.':-':. ··;• 

releS~ht p~rri¢ntage or flat rate amount increase applicable. The 

il1')ple~~hti:ltiohdate will be from the first pay period on or after the 

<~@~rative d~i~ of the increase. 

e) Commencement Wage It is the intention of the Employer to 

commence all current DCW who choose to move from the award and 

those requesting to cancel AWAs to move to the collective on the 

highest level of their category. 
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4.3 Employment Classifications 

a) Casual Employees 

Casual Employees are employed on an "as needs" basis and shall be paid 
a minimum loading of 20 per cent in lieu of leave entitlements iru;:luding 
annual and personal leave as per the current CSA. ,<, ,,, 

Employees will be classed as casual staff under t~~·)tdH~~ftig 
circu7.sta~:~~~ the first twelve months of employment. ;ci'c,. ... </ 

ii. Employees working irregular hours/seasqn~l ~l Cfu~stmas 
holiday relief, School holiday program ~~neral f7lief, jnaternity 
relief, and who do not have permanent clie!ltbookings.,/ 

'-"''''- -. 

iii. Where ongoing employment is u9Uk~ly~ e.~: ~ • .[)CW employed to 
provide service to specific client'and wpfl< willccease when client 
leaves the service. ------ ' 

iv. Employees, who hay7 limited av~il~!>i\iW<ikless than 10 hours per 
week e.g. due to subst,~9tial employment elsewhere or remaining 
with one or two clients du~9g transition to retirement may request 
to be classified pe@canent~sual. 

.----.-

b) Permanent part tiiT\~statUsi, 
i. 

ii. 

. · 

liL 

iv. ·. 

A casu~lgf9ploy~ en~~ged on a regular, continuous basis will be 
moved·to Pefmanentpart time status on completion of twelve 
montl'ranniversf!ry. 

O>,\li9g.tdJO..r nat~re of the industry this is on an "as needs basis" 
and(~9ere ·i~ no guarantee of hours in any week but there is an 

.·. expect<!tipn of ongoing work . 

Employees who are classified as permanent part time workers will 
be paid a standard rate and will be entitled to all leave entitlements 
specified in this agreement. This includes 17Y.% leave loading. 

Where there is agreement between the Employee and the 
Employer, an Employee classified as a casual Employee may be 
reclassified as a permanent part time Employee, irrespective of 
the number of hours worked each week provided the Employee 
has successfully completed a six month probation period. 
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4.4 Allowance Rates 

a) 

b) 

c) 

d) 

e) 

Annual Review- Employees are entitled to claim one hour at ordinary rate 
on attendance of an annual review performance meeting. 

Compulsory Training - When an Employee is directed by thEtEmployer 
to attend compulsory training to meet changing reqpi.refi17J]tS the 
Employee will be paid at the standard rate and training COf1c;IUqtl;ld in 
ordinary hours. · · ·· 

;:\'-,-_,·,-,, ·-\;, _ _-_-_,_· __ ._ .. 

Induction training - An allowance of $50.00 may 9~ fl;i;,.i~~.by t'hf 
Employee on the first client engagement. Post inductionTralning is;paid at 

·::::::•Rote !{ f r{J: 
i. An Employee may be offered a~~~egci~care shift with low to 

medium care clients e.g. assisting '{ilitptravelard respite situations. 
This may include a sleepover. Jhis is'Ul)\.Jally<testricted to no more 
than two low to medium care l()lients oryql)e high care client per 

worker for sleepovers. •. \•r: ... ·< ;: 
ii. The Extended care ·~te is $385.00 for a 24 hour period with the 

possibility of added ordir)§ry hours where period exceeds 24 hours. 
This includes paidsllil.ep and rest break periods. 

Inactive Sleepover i'"' ' . 
EMPLOYEES who in'fhe,,;86u;~~of their employment accept an inactive 
sleepover shi~~Pi'ln blilpi'licj/$70.00 for a maximum of 8 hours. Where 
there are rqactiVIil:ppurs<attached to the 8 hour shift and the Employee is 
reqyired tq·~ssist cli~J]t in the preparation for sleep and early morning 

,rputin~.~:m adgitional hour at the ordinary rate will be paid. 

W~er~th~i~mployee's sleep is interrupted three or more times, or for 
.. . .a total_p~riod of 2 or more hours, during the shift they will record 

{•\;,;';) ···~~~~::~~;!~~fo: ~~e p~~p~~=~ t:a~c~:d~l~~ ~:~a:~v!c~~~ 

i. 

'[j, ;:.,Guidelines about what constitutes a disturbance will be provided to 
·· Employees. 

iii. Employees undertaking a sleepover will not be required to attend 
more than two low to medium care clients or one medium to high 
care client. 

iv. The Employer guarantees a clean and safe sleeping environment 
for Employees rostered in respite facilities. 
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f) Kilometre allowance 

i. Employees are entitled to claim 60 cents per kilometre where 

kilometres are incurred for work purposes. This includes; 

• All kilometres in excess of 15 kilometres travelling from the 

Employee's home address to the first client of the day . 

• 

• 

• 

Kilometres travelled between clients for t6k ~cl~~.se of 

employment ·~/7 'c:: .. 
All kilometres in excess of 15 kilometres wh~I)Jf:~:ili~Qfro~;fR~ 
last client of the day to their home 

,':.'_._::_ __.-:.,,--'_.-- -. .-_. 

Approved and negotiated transport gf.client~Jr\ th~•Employee's 

own vehicle 
'" ---:-- '''':~;-/·!_:_._. -. 

ii. Employees must only claim for work related travel as per supplied 

guidelines i.e. deduct kilometres '$pent in ~~\late travel from daily total. 

iii. 

iv. 

_.,·,:.-~, ·---- \/·~<:':;·:::;~:>:,:·.-·:-'>(' 
Employees will rec~iVI;l•payment with their fortnightly pay but only on 

receipt of a current<;laim'fbrm. 

The Employer·~~~~:~;;fdf•p:~~6nal preferences that may account for 

some vjri.C!~8~ in ~~R~$~~~ ~easurement e.g. avoiding highway during 

peak hour, preferred travel routes and after work obligations. 
-;,-,,· ,-,'_,___ '\~''' 

v. W'hl:lr~~here is d~ubt about the validity of a claim the Employer may 

ch~d'lb;•kilometres and where a variance is found discuss with the 

· iv ... ,ci 'Emplo~~e. 

''(\~L . Where it is found that an Employee has made excessive false claims 

disciplinary action including dismissal where fraud has been identified 

may result. 
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i. Short notice cancellation 

Short notice cancellations are beyond the control of the Employer who 

relies on clients to advise FBC when they do not require care. A short 

notice cancellation of one hour standard pay will be paid when an 

Employee's engagement is cancelled without receiving at le1:1st three (3) 

hours notice of the cancellation. This includes notificatio6'byttt~'~ffice or 

attending the client's address to find the client not in atterl~a!'lb~.' 
;',y,'_---'~i}/,:,;,._ 

i. Payment is not made where an Employ£lE)/,mfu~~~; an 

alternative booking for a time scheduled asi~vaiJ~b~pn th~ 
same day. 

,--·---' ·-<-, -,}:>:': -:;::.;::~'>--- --. ,." 

ii. Payment is not paid where t~~rf3,is~Vi~ence ~~~fthe office 

left a message earlier than,.th~'3''fi()ur 6~Qcellation period. 

Employees are responsible/for checking message banks. 

The Employer wl.Ucrecord time'~n(j(jet~ils of messages left. 

iii. In addition to th~'<\,Short notice cancellation the usual 
::-;:::}\'·_:':'·<\,:- ' \~: 

kilometre rate appliE)S Wh£lre an Employee has travelled to 

the client·sihomE!b~t"the client is not home or declines care. 
_::·_-,-_ _:,-._:-: J 

iv. A ,fiiGh~'rpi:ly~eiltMmade for shifts over four hours: 
_,~\\;\)_::--::_ '\ __ _. 

Fourto ~~~hthours:payment of 2 hours 

;~~~xt~~h hours - payment of 4 hours 

Ab1:>Ve sixteen hours - payment of 6 hours. 
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4.5 Conditions 

a) Breaks: An Employee shall not be required to work more than 5 hours 
continuously without a minimum meal interval of 30 minutes. By 
mutual agreement, alternative arrangements may apply. S~ctl .m~al 
interval shall not be counted as time worked and the Empl()yeef;.hall 
be free of all duty during such interval. 

b) 

c) 

i. For the purpose of this clause where there is mutual cd~i~m •• and 
coordinator approval, the break may be spent IJVimr~ .. low s~re 
client e.g. lunch/social activity/inactive sleepovef;Sf Brl:l,aks spl:lnt 
with a client are covered in paid work hours. .· · 

ii. Employees are encouraged to ta,Ke a minimum (>ttet'l.'·minutes 
break after three hours of continuous.clientservice. · 

•_o_.-o:_ .,-_-. 

Days off: DCWs define availability to m~~rll{?lo;~~iapd therefore can 
advise of days where they are not :?Vailable !pr work on a regular 
basis. Employees must have a minirl11.l.Q} two d.~YS off per month and 
are encouraged to have a, minimum of tW9\8.?¥l'lcoff per fortnight where 
hours exceed 30 hours P~[. fortnight. ·.The Employer understands 
where daily hours are low eg;tc2 per day; an Employee may feel it is 
unnecessary to have awf?E!klydl:.lyoff. 

Daily Maximum ho.ir~; ''@~i!'l?~:~burs of work must not exceed 8.5 
hours per working daY 1JVithouif1v1anager approval, with the exception of 
approved slel;)ppyers aq(:! extl;)nded respite. 

d) Fo~nigh!l¥ii;h,~~ih,l.lm'~g~;~: The Employer recommends that 
~mplo¥ees .yy;prk no more than 72 hours in any fortnight on a 

·<regulat!(•Rasisc;Rut may approve increases in hours where 
extendel:lrespiteJ:lnd/or sleepovers are included in the roster. 

\;~) ~~~tering•i.~t~grity: FBC aims for a fair and equitable rostering 
"':\!system. A range of variables including DCW availability, skill, 

· :~1gd preferences in addition to client feedback and needs 
l'nE!?ns that this is complex. The Employer will not enter into 
discussion on individual rostering decisions. 
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f) Sleepovers 

i. Disclosure: When accepting a sleepover booking the 
Employee must ensure that, they disclose any existing 
bookings (including other employment) that will prevent 
them from meeting guidelines. A senior manager may 
approve an exception depending on the circumstances. 

ii. Inactive sleepover restrictions: The Employee reqyires 
the Employee to have a two hour break prior to: i3nd ./ 
immediately following an inactive sleepover. This 'dQ~S ·. · 
not preclude a worker from continuing with care for.{lh~ 
engaged sleepover client but does mean that the J11il"lil't'lunl 
2 hour break must be taken immediately fofiOV'{iqg 
completion of that work. · · 

iii. Active sleepover restrictions The EJ11~f6y~r rk!Guire~ 
that an 8 hour break must follow an a:9tive shift; )Tilis 
applies to inactive shifts that becorn~ acti\1~. This does 
not preclude a worker from continuing) V'{ith q~re for the 
engaged sleepover client but do~s meantp~ttheminimum 
8 hour break must be taken . immedi<:~tely following 
completion of that Y"ork. It is f~C<Jillf11ended that the 
Employee takes the reguired break from all employment 
including employmentincluding work external to FBC. 

4.6 Method of payment 

a) DCW are pai9on .a fort!'lightly'basis with pay periods ending on 
a Sunday. · 

b) W<lge~ wi11i6~. pro~:~§t:!d and paid into an Employee nominated 
//bank a.pgpunt:J:)yFriday following the end of a pay period with 
· · the excepJign of!ate time sheets or electronic failure which may 

,io· caL!~ a del~y. 

,, ;b) Pk~ slips gi~ing details of earnings and deductions will be 
· i:;;sued with each pay. 

d) f'h~..Employer agrees to provide Employees with a list of pay 
periods, at the beginning of each Calendar year. 

e) Employees agree to submit time sheets to the office no later 
than midday Tuesday following the end of a pay period to allow 
sufficient time for processing. 
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f) 

g) 

h) 

i) 

j) 

k) 

Family Based Care (North) Inc. 
Direct Care Worker Employee Collective Agreement 

Due to the nature of the work being determined daily by client 
need varying from minimum showering assistance to extended 
respite, Employees shall receive at least one hours work, or be 
paid one hours pay in lieu, on each separate period of 
engagement. 

In the event of difficulty in processing pays, e.g. electronic. 
failure payment will be made as soon as possible. 

Where an Employee submits a late time sheet within a we~ki~j 
the due date the Employer will advise on changed banking.( 
date. · · 

... _~\-'·>-'. --.-)_\~_ 

The Employer will abide by Annual pay rate deci~io~~m§g~ oy 
the Australian Fair Pay Commission and any ircrease{Will be 
"flowed on" to Employees through percemtagiog to incree.se t.t\e 
hourly rates. · · 

Payment for kilometres will only be r'hadel.vvperecDCW has 
submitted Kilometre claim form tog~ther with,f?rtnightly time 
sheet at the end of the pay period. B9ck claims may not be 
paid. · · 

In the situation of a paymerjt 13rror where the Employer has 
incorrectly paid wage~ t() an Employee which exceeds their 
entitlements, the Employe~''#iJI notifythe Employee and provide 
details of the overpayme11t. lnctp,is situation the Employee shall 
be required todirectly.repaythe amount of overpayment, or 
complete an .. autryprisatic.:>?J8ideduct the required amount from 
tutyre wa.{l~S, proyi8ing 1he overpayment is repaid to the 
Employer ''#ithin two/. weeks of the Employee receiving 
notificati?n, unless agreed otherwise between Employee and 
Employer, 

. ., 

Ef!Jjjloyeesshould advise the pay office promptly if they believe 
.Jheir pay is incorrect. If not satisfied with the explanation the 
J::mployee should contact the Human Resources Staff who will 
fyJ'ther investigate. If not satisfied with the result the Employee 
shoUld enter into the Grievance process. 
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5 PART FIVE- LEAVE AND OTHER ENTITLEMENTS 
*This section is not applicable to casuals in receipt of loading in lieu of 
entitlements to paid leave. 

5.1 Annual Leave 

(a) Entitlement 

(b) 

i. Full time and part time Employees in this part shalt b~ 
entitled to 4 weeks paid annual leave per twelv$ (13} 
months continuous service. This shall mean a maximUXJ1/~f 
152 hours for a full-time Employee after 12 montl'l~ 
continuous service and a pro rata equivalent forpl:lrt-time, 
Employees. · · 

ii. Annual leave is cumulative and will accrul:l oh a prd ~~ta 
basis each four (4) week period throughoutthe year: · 

iii. A period of annual leave does riqtbreal£ an Employee's 
continuity of service. 

iv. Employees will not be able to Claim sick leave during a 
period of annual leave. 

v. Accrued leave entitlement is 
slips. 

.---- ·-: 

'-::-/~-:.... ·:: 

reC:O:rg~d oil fortnightly pay 

Payment for leave < 1 • ·. 

i. Annual leave ~halt~ddr!-j8, at the rate of 0.077 hours 
ordinary pay fore~9h ho,urworked up to a maximum of 152 
hours eapl'1'1,2 montl'l p~riod. 

ii. Whet~\;n E~~IO:y;~;~ rate of pay increases during a period 
()t;annu~J.Ieave, hO adjustment to the annual leave payment 
iScq~.feSSi=!ry upon the Employee's retum to work after the 
leave; ·. 

The teri'li 'ordinary hourly rate of pay' means a rate of pay 
for a period worked that does not include incentive-based 
payments and bonuses, loadings, monetary allowances, 

rate or any other similar separately identifiable 
entitlements. 

iv. A leave loading of 17)12% of the ordinary hourly wage rate is 
payable for the period of leave taken. 
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(c) Time of taking leave 

i. Annual leave to be taken at a mutually agreed time or 
times, subject to the operational requirements of the 
workplace. Provided that the Employer may fix the time for 
taking leave where agreement cannot be reached. 

ii. The Employee must give the Employer two (2) w~e~l:> 
written notice of intention to take annual leave wiltLthe 
exception of urgent leave requests which will be apprp~~q · 
where service delivery will not be affected. An Emplgx~e 
must make application for leave and only on receipt {)f 
approval should take time off. · ·· 

iii. The Employer will not unreasonably refuse to .~hthoris&;:~n 
Employee to take an amount of annualleavgthat is.prediteq 
to the Employee, or revoke an authoris~tion en~at>Hng/an 
Employee to take annual leave during a particular periqd. 

(d) Extensive accumulated annual leave 

(e) 

The Employer encourages Employees to·ti:Jke fo~r weeks annual 
leave each year. The Employ(:lrjs able to dirept,;:Jn.'Employee to take 
up to a quarter of their annual·lf:!i:JVe entitlement if the Employee has 
an annual leave credit greater than eight (8) weeks. 

·:':'.·><--.. --·-,_::,_::''/.-:->- . 

Payment of leave on terfuination of~.grvice 

i. An Emplgy~:~e is :~~title<:!. to payment for untaken annual 
leave gntell'l:lipatiOQ()fservice. The 17Y.% leave loading is 
not payable upon termination . 

. ii. V'l(qe;~eimer party terminates the employment, the untaken 
anfl~i:JIIeayg is paid at the Employee's basic periodic rate of 

atthe time of termination. 
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(f) Cashing out annual leave 

The Employer encourages work/life balance and therefore allows 
cashing out of annual leave only where it is in excess of two weeks 
accrued leave. 

i. 

ii. 

iii. 

iv. 

v. 

This Agreement entitles an Employee to cash out ~pn4~1 
leave at their written request where accrued leav~ is jR , 
excess of two weeks. During each 12 month peljqci an 
Employee is entitled to cash out an amount of annual;IE!~ye 
credited to the Employee that is equal to more than 1/26pf 
the nominal hours worked by the Employee. ·· 

;' _ _._._,·:.-· :-' 

Leave cannot be cashed out in advance ofitpei~g cl'~tit~d.C 
. (',,---: ,.:.' 

Payment for cashed-out leave mustpe at~ffte nd!essthan 
the Employee's ordinary hourly rf~E!;pfpay,.~.tthe time the 
election is made and must be(~iven .'vlfithin '8 reasonable 
period. Payment will not includeileave loatling. 

'':-:"~'/-,._ ~'.,':'-> 

An Employee electi()n to cash-dcii'~ppJal leave must be 
made in writing. Tf'IE! Employer Will only refuse an 
Employee's request to ca~hout leave on reasonable grounds 
or where accruetl)el\lve wilLfaU below ten working days. -------- -·_,, ___ _,-, ·. 

Nothing in this;gl~us~~dfin;hi~ Agreement shall be taken in 
any way a~.for'Cingan ~mployee to forgo an entitlement to 
take aramqypt of~ppual leave or to exert undue influence 
or un9pe pressyre in relation to the making of a decision by 
tl)e EtJ'I~Ioyee whether or not to forgo an entitlement to take 
an;amouQtof annual leave. Nothing in this clause shall be 
takE!pin any.way as entitling an Employee to cash-out their 
annuai.J(;!ave in a manner that is not in accordance with the 
Workplace Relations Act or Workplace Relations 
Regulations. 
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5.2 Personal Leave/Carers Leave 

a) Entitlement 

i. Under this part, an Employee is entitled to paid leave (sick leave) 
because of a personal illness or injury or paid or unpaid leave 
(carer's leave) to provide care or support to a m,~m~J:JJ.{)f the 
Employee's immediate family, or a member of tl'le El')lplqyee's 
household, who requires care or support because of: · · · · 

• A personal illness, or injury, of the member; or · 
• An unexpected emergency affecting the member); 

ii. For the purposes of clause (i), the follo\i,ring ar~ mefubers of an 
Employee's immediate family: · · 

.-,, ,_,_ .. __ . 

• A spouse, child, parent, gf'andparellt, gr<llldchild or sibling of 
the Employee; or · 

• A child, parent;.grandparent, grandchild, or sibling of a spouse 
of the Employee. . 

iii. Personal Leay(;)IC~r~~, Leave of 1 o days (76 hours full time 
equivalent) paiq le~ve B~r year will be accrued after 12 months 
service. Tr,is leav~accs~es at the rate of .03846 per hour worked for 
all ordiJ'lary f'j()~rs tg)§lzrilaximum of 76 hours per annum for full time 
Emplgyees. P.ef~ohalleave only accrues on ordinary time (38 hours 
per Week maximum for full time Employees). 

' -_ -- ''~',-;_,'·.-_-' -. 

~;~fpcr~t~'Eintitlement applies to eligible part-time Employees. 

Thisi~~Ve ~ill be cumulative and accrues on a pro rata basis. 

The payment for personal leave is the Employee's ordinary hourly 
rate of pay. 
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b) Conditions 

i. The Employer is not required to pay personal/carer's leave 
entitlements for any period during which the Employee is absent from 
work because of a personal illness or injury for which the Employee 
receives workers compensation payments. 

ii. Employees must notify the Employer by telephone o(.~tra~~~"~pr the 
Employer to be notified before the start of work for thq.~.:pay · oftpeir 
inability to attend for work, the nature of their illness or;cinjyry and•th~ 
estimated length of their absence. Wherever gr~ctic!iql~, such 
notification should be provided on the previous (ji'!y'sp as tb:!'lnable 
the Employer to make alternative staffing arranQeine?t~ .. 

/:C.-.--_ :' 

iii. Employees must provide a meqical cel'f~icate frqm a registered 
health practitioner or a statutory d~q.l~ration )f it is not reasonably 
practicable to obtain a medical certificate,aftect~tvo (2) days absence 
as proof of personal illness or: injury, or as otherwise specifically 
requested by the Employer. 

iv. An Employee is enlitl(:!clto use u~td but no more than 10 days 
personal leave, including accrued leave, each year to care for 
members of their itl1!1'l~diatf') family or household who are sick and 
require care a?l:f su8B9rtor Wl"l:o require care due to an unexpected 
emergency, subjectto tl}e/conditions set out in this clause. Leave 
may be t§~en for part pf a single day. and, as far as practical, the 
Employ~e l:ll'Jpuld. §t~tE'r the nature of illness or injury and the 
estimated duration of absence. ·---::;',-\-).-:__ .,< __ , 

.)'<:::::_--'_._·: -_- ''<(-,,-<:~::>.-

I:::Videlnc·e· S~pp~rtclaim 
An Employee shall provide to the satisfaction of the Employer 
that the Employee was unable to attend work because of illness 
or injury to attend for duty on the days for which personal leave 

claimed. 

ii. The Employer requires a doctor's certificate for any claim of 
three or more consecutive working days for personal illness. 
Employees may be required to prove their inability to attend for 
work by signing a Statutory Declaration where a doctor's 
certificate was not supplied. 
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iii. When taking leave to care for members of their immediate 
family or household who require care due to an unexpected 
emergency, the Employee must establish by production of 
documentation acceptable to the Employer or by completion of 
a statutory declaration, the nature of the emergency and that 
such emergency resulted in the person concerned requiring 
care by the Employee. 

iv. Where an Employee has taken more than five singl~}day~<pf 
Personal Leave in a twelve month without adequate explanatiQf'\ 
period the Employer may require evidence fdf)further 
application of paid leave regardless of the duration. 

Compassionate Leave . < ·.· ••·· .r· /< 

i. An Employee shall on the death.ofa wif~·ihusban.d,partner, father, 
mother, child, sibling, grand-fatht;lr. 9ra,J1d-mother, grand-child 
(including step relations), mother~igJaxv:andfa!her-in-law be entitled 
upon application being made to and appr9ved by the Employer, to 
leave up to and including the day of the funeral of such relative. 

',i: _., __ -·-- :-_;,_: - ~ 

ii. This leave shall pe without dedyGtil:)n of pay based on the 
Employee's approved rqster for the three days absence and shall not 
exceed the number of'ol"dinary hours the Employee is rostered to 
work in 3 ordinarycl~ys . 

. 
iii. Proof of such death, in 1hEl· form of a death notice or other written 

evidence, must be- provided by the Employee to the satisfaction to 
the EmploYer. 

iv. Comj)~ssion~t~Jeav~ may also be taken on the near death of a 
r~lative.f::mployees will be required to prove to the Employer's 
satisfactiOJ'lthat the reason for the leave is genuine. , __ -_,,-_ ·---: 

5.4· Parentalleave \ · 

. .: ,']"h~ Employe~ is entitled to take unpaid parental leave. This includes 
·.. ;(ynpaid maternity, paternity and adoption leave up to a maximum 

Pt;lf:iqd of 12 months. The Employer agrees to comply with the 
proyisions of Division 5 of Part VIA of the Workplace Relations Act 
1996, and Division 2 of Part 5A of the Workplace Relations 
Regulations in respect of parental leave. 
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5.5 Long service leave 

Long service leave entitlements will not be affected by the agreement. 
The Employer undertakes to monitor and advise Direct Care workers on 
Long Service Entitlements and to meet legislative requirements in 
accordance with the Long Service leave Act 1976. 

i. The Employer agrees to offer 13 weeks Long Service Leave 
based on 10 years "continuous service." This is mo~e g~J1El[OUS 
than the usual 15 years "continuous service" aw~:~rded cil'l the 
private sector. · · 

ii. It must be noted that the act defines continuous seryi?ear\(jlNhere · 
hours fall below 32 hours in a four-week periodtllis.,period iSif10t 
counted towards long service leave entitlements. 

'.---_ ./:-·. ,--;·:';, __ 

iii. For the purpose of the above clause the ordinary nhurs pfpay for 
an Employee taking Long Seryi<;e Le~~e is ba?f)d upon the 
average number of hours worked overthe 12 months immediately 
prior to the commencement of le?Vt:Jln pccordance with the Long 
Service Leave Act 1976 .· · 

iv. Long Service leave may be split 6'ftc.e andorice only. 
';;_\'-'::-··---. '·.-:-·--._<···_,'_-· 

v. An Employee may appfyto have Long Service Leave entitlements 
paid out but the EmployE:lr recommends the Employee seek 
taxation advice prior,tg doing~o. 

5.6 Unpaid Leave 

i. An additional ti,.,o {2)dayk of unpaid carer's leave will be available 
for emE:lrgeq<;it:Js forpf:lftllanent Employees who have used up their 
perspnal leave entillement, and for casual Employees. 

· ii. I.JJ'lp~ld;g.Eirer's ~~~Ve can be taken in a single unbroken period of 2 
day~or, ifc~Q.f:l Employer and Employee cannot agree, in separate 
perioq?, for example 4 half-days. However, unpaid leave will be 
conditional on an Employee not having any accumulated paid 
carer's leave or other authorised leave for caring purposes. 

".iii. A period of unpaid carer's leave does not break an Employee's 
continuity of service, however it does not count as service. 

5.7 Jury duty leave 

Where the Employee is called up for jury duty, the Employer agrees 
to make up the difference between the daily attendance fee the 
Employee is entitled to receive from the Court for jury service and the 
Employee's normal pay for the same period. 

Family Based Care (North) Page 33 

4911059



Family Based Care (North) Inc. 
Direct Care Worker Employee Collective Agreement 

5.8 Superannuation 

The Employer shall contribute on behalf of each Employee in accordance 
with the Superannuation Guarantee (Administration) Act 1992 

a) Employer contributions will be paid into a fund nominated by the 
Employee. In the absence of a nomination by the Employee, 
will be placed into the Employer's default fund. 

b) Employees covered by this agreement may also have additional 
superannuation salary sacrificed through Family Based Care. 
Superannuation contributions paid by the Employer into an 
approved Fund will be calculated on the pre packaged gross rate as: 
per the applicable award classification and as defined under the 
Superannuation Guarantee Act 1992. 

,_-_- ,-

6 PART SIX· SPECIAL ENTITLEMENTS· *PERMANENT EMPLOYEeS 
ONLY 

6.1 Remuneration through Salary packaging 

Not for-profit organisations have the ability urjqerth~ .Fringe Benefit Tax 
legislation to offer flexible and q->mpetitive remuneration through salary 
packaging. The Employer offers .§alary Packaging arrangements in 
accordance with legislative reqyiremen1s ~nd rulings of the Australian Tax 
Office to allow Employees to~akea~vantag~of the organisation's status as 
an exempt Employer under t!'le following conditions. 

a) 

b) 

·c:·.·:· _,-_. 

Participating Ef'I'I.PI?yee$rllaynominate a percentage of their 
fortnightlys~lary tobediverted to a non cash source and pay tax on 
th£!remair'Jin~amount~llat is paid as salary. 

EligibHity is lifl'li!~d to long term Employees who have achieved two 
years corwnuou~~ervice . 

• ~) Thi§Cis nori\tiqmpulsory for Employees. 

d) }!mployees applying for this agreement must read details of Salary 

e) 

f) 

g) 

< ·g~ckaging Procedure and guidelines. 

lhQiyidual Employees must make application and complete 100 
point identity check as per banking guidelines. 

Individual applications are subject to the approval of Human 
Resource or other senior Manager dependent upon satisfactory 
performance record. 

The Employer makes this agreement in good faith. Employees 
who are considering salary packaging are advised by the 

Family Based Care (North) Page 34 

5011060



Family Based Care (North) Inc. 
Direct Care Worker Employee Collective Agreement 

Employer to seek independent financial advice as individual 
financial circumstances can affect the value of the packaging. 

h) The Employer shall not be held responsible in any way for the 
cost or outcome of any such advice. The Employer reserves 
the right to introduce an administration fee if required. 

i) Employees are liable for all bank fees incurred for Salary 
Packaging 

j) Employees must return their Salary Packaging 
resignation leaving sufficient balance to cover monthly fee. 

k) The Employer may withhold final pay pending return 
property including the Salary Packaging card . 

I) The Employer reserves the right to cancel Salary ;Pack~gihQ 
arrangements where an Employee has put emplo.ymenf 
into. jeopardy. 

6.2 Uniform 

.. :::i:· __ " ->,-_-__ \ 

The Employer allo.ws an approved non coffipulsory,lfrliform. 
·:--·/ , 

a) The Employer will pay fortwo. lo.go.s p~'?eUgi61e Employee but 
the Employee may wish tci'have logo's put on more than two 
items o.f clothing. 

b) The Emplo.yer reqy(;!Jt~Ji'l~t E~plo.yees co.nsider the go.o.d 
name of Family Ba~,ed pare ~hen wearing clothing embossed 
with FBC ide~Si[icatio.n~:md to. consider the implications o.f the 
misuse of iternsof.~lo.thipgbearing the FBC name and Logo. 

,>-> "<-,.,, .. _,._._, ''-.-_:,, 

c) The.Emplo§,f'lradvi~~sEmplo.yees to keep receipts and discuss 
tax be!~r.fitsth(:ltmay be associated with wearing a unifo.rm with 
their taxc~gent 

e) 

... ---_:~'.··.'.::.·.· .• ·.'·'.··· ·. . . . 

Th~Empi~Yer.requests Emplo.yees to. take appropriate action 
,.)Vhen identifying articles o.f clo.thing are no. longer required. 
~mplo.yees are encouraged no.t to. pass these items o.n to. 

· 'otrrrs nor to. do.nate them to. charities but to remove, either 
covf)r o.r destroy the FBC identificatio.n. 

The Emplo.yee is not to wear the FBC name and/o.r Lo.go. o.n any 
items other than the prescribed uniform. 
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7 PART SEVEN -PERFORMANCE MANAGEMENT. 

7.1 Establishment of Standards and Expectations: 

The Employer expects Employees to uphold the good name of the Employer and to 
carry out all duties in a responsible manner and in accordance with the clauses of 
this agreement and established policy and procedures. B[ea?n pf Policy or 
Procedure may result in discipline. The Employer therefore en~l.lres.;tHftEmployees 
have an understanding of relevant guidelines, policy, and prgt;edure through the 
provision of: 

a) Induction training to all new DCWs to clearly outline lhe 

expectations and provide information on relevant guitlelines. 
·_'.",' -. 

_\:·t:.::·;._-,_:- '·<-'o ·;:\~:(:/< 

En1plpyer's 

b) FBC operations manual which contains Handbook, cqpies of relevant 

policy and procedures to all new DCW. 
··_,._._- .. - . 

c) Monitoring and review of new Employ~es or\ ~ regdlar basis throughout 

their probationary period providing guid~nce astequired. 

d) A monthly newsletter or u~tl§i}E:l that give~\~rnployees reminders and new 

information on policy/prqc~(jure$/guidelines. 
_;:':_,·:,-_,'.,-.-_·,::·,-:,;;;:;-.:;..:____ '':\ 

e) Guidance meetingsfor inditidual r5CW where performance indicates lack 

of understandil!g on policy ancfprocedures. 
·i.::;_:_-·;._:.-::_--'_, __ -.. _, ('.-'-'-: .. ·. ___ . __ -,/-

f) lnfgrmation'on rel~~ant tr~\hing as training needs identified. 

g). Co;iesoft'~@;agree~~nt, policy, and procedures on request. 
.,-·_, __ ,_ -. 

/h) Annual r~hiinderSduring individual annual review of essential standards. 

i)c Further information on any policy or procedure on request from an 

'f:.rnployee. 

j) Website information 
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7.2 Supervision 

7.3 

a) INFORMAL SUPERVISION is provided through Client Coordinators on particular 
client issues and Human Resource Staff giving general direction and feedback 
and providing guidance as needed. This is day to day supervision as required. 

b) FORMAL SUPERVISION The Employer provides a formal performance 
management system which includes probationary, guidance, annual, complaint 
investigation and disciplinary interviews .. The formal perforrnause 111anagement 
system ensures that both Employee and Employer have ameah~ of giving and 
seeking feedback on performance. 

Work performance Issues .... ../>.. . 
The following process for assisting Employees to develop skill~ througtvperformance 
monitoring applies; 

·-·_--,. 

Work performance issues will be addressed initi~lly thou~hdaily~upervision 
by client coordinators or Human ResourcE') staff 'IVith the ~.impfresolution 
through the provision of feedback on indiVidual c!jent situations. 

The employee may be required to attei')~~~!Ji8a~tejnterview to discuss 
training needs and strategies for improvement: · · ._-- .,,_.. __ 

Where guidance interviews have failed/igresult]~·irnproved performance or 
where a more serious issuetsomplaint haS•Q.fPI.Jrred the Family Based Care 
disciplinary procedure will ifl')I'J1ediately apply. (See Clause 7.4 and Section 8). 

Nothing in this procedurE') s/lall re~t~ict the employer's right to summarily dismiss 
an employee in circumstanpels that'll/arrant summary dismissal (see Section 8 
of this agreement). ,. · · · · 

. .· 

Records of aiiJ(.Jrrn~l performance meetings will be kept in writing and dated. 
Any dispute.· ... ·.·• .. ··.•.o·· ... verco .. ·.·· .. ··.·n ... tent .... ·.•·.·.·.w ... ·.· .. ·.· .. i.ll be referred to a Senior Manager. This includes 
issues adqr:essed ing~neral supervision by client coordinators. 
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7.4 Discipline Process. The discipline process will apply where the Employer has 
ongoing concerns about general work performance or where it is alleged that the 
employee had behaved in an inappropriate manner. The Employer is committed 
to working in accordance with the Australian Workplace Relations Act 1996 and is 
conscious of the need to balance fairness to Employees with fairness to 
vulnerable clients. 

The Employer acknowledges the right of every Employee to Natural Justice 
and ensures a fair process for complaints investigation and di§9iplillE'l•"this includes 
the right to a fair hearing including adequate notice of wh~t is.l:lf.IE'l"9ed and an 
opportunity to respond to allegations and the right to an 11!ll:Jiased process of 
judgement. c" 

The employer will inform the employee that theyf!r~>~eqSit~~to ~hend a 
discipline meeting and informed of the reason i.e. allegeg"poor"Ygrk pel'fprmance or 
misconduct and that those concerns will be dealt wit~ in f!PCO!'gapce with these 
procedures. A time will be negotiated for a meeting,"•preferal:)ly to be held within two 
~~ingda%. c 

The Employee has a right to advocadY\~gd ri,~y.l:Je a~~~~t~d or represented in 
any disciplinary meeting by a support p~r~n::f!f •. the·J::mployee's choice from the 
workplace or by an external mediato~~including "a union representative.. The 
Employer may allow for an extension of;tirne for tr~a required meeting where the 
chosen representative is notavailable and el<t~ansiqwis reasonable. 

Employee's may be sti,"a9 pawn with~~9<~here the employer has concerns 
about client service or a complaint§Jrwestigation is pending. 

The Employee ~A~il"l B~igiven fl~ht of reply to complaints and grievances 
presented by the Emplqyer l:ltit~.~irneeting. In some instances, the issue may be 
resolved at this stage. Where the issue is not resolved at the meeting the following 
applies; 

Unsati.~f~ct~ri~~rfoi'rriance: the Employer will set a timeframe for a review 
of p~rforrnrnce andyvill consider reasonable measures to assist the employee 
to rnE')~t ther~quired performance standards, such as mentoring or training as 
appropriate. •}\formal warning will be issued in writing stating the reason for 
~~e w~frJ!Dg and detailing the standards of performance and/or conduct 
expected together with details of the review period to ensure mutual 
understanding. If the problem continues, the matter will be discussed with the 

::" employee at a second disciplinary meeting. If the concerns are not resolved, 
<~~e outcome may be a further warning or termination of employment. 
Misconduct. In the case of misconduct affecting the reputation of the 
employer, service agreements and/or client service or safety, a written 
warning will be issued. This warning will state that this is a final warning and 
any further misconduct will result in dismissal. The Employer will detail the 
reason for the warning and the standard of conduct expected. Nothing in this 
procedure shall restrict the employer's right to summarily dismiss an employee 
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in circumstances that warrant summary dismissal as defined in Section 8 of 
this Agreement. 

8 PART EIGHT· ENDING OF EMPLOYMENT 

The following clauses should be read in conjunction with Sections 7 
and 9 of this Agreement.. 

8.1 Employer Giving Notice Termination of Employment. 

The Employer may terminate an Employee's employment by the 
giving of two weeks' notice. 

a) The Employer is not required to provide the relevant;peribq ()f 
notice to an Employee in accordance with subclause i) and ii)Jf 
the Employee's employment is being terminated due to serious 
misconduct. Serious misconduct includes: 

_.· "- -- >· 

a) wilful, or deliberate, behaviour by ap Ell161oyee th~t is 
inconsistent with the continuation of ·the contract of 
employment; 

b) conduct that causes Jmminent, ar:iq ~erip\.ls, risk to the 
health, or safety, of a person; or the 'reputation, viability or 
profitability of the Employer's business. 

b) Specific examples ofsetious misconduct include: 

i. 

ii. 

_,,,. __ -- ·: 

being drunkpr undedhe influence of illegal drugs while 
on th:P[~misef>?f cliE)nt or FBC premises 

the Emplqy~e r?fusing to comply with a lawful and 
re!:lsonable il'l!)~ruction given by the Employer 

iii. theft; fraud, as~ault or other criminal behaviour. 

se~pal harassment and other offensive, bullying or 
hai"af>sing behaviour. 

breach of client confidentiality 

not carrying out health and safety obligations which 
includes gross negligence resulting in putting a client, 
carer or co -worker at risk of injury or harm. 

vii. failure of drug screening test. 

viii. complaint in regard to incidence with client/carer where 
investigation shows substantiated inappropriate conduct 
resulting in distress to a frail aged or client with 
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disability and where alternative employment to working 
in private homes of clients is not possible. 

Family Based Care (North) Page40 

5611066



Family Based Care (North) Inc. 
Direct Care Worker Employee Collective Agreement 

8.2 Employee Giving Notice 

a. Permanent Employees are required to give two week's notice in writing to 
the Human Resource department. 

b. If an Employee fails to give the notice set out above, the Employer has the 
right to withhold monies due to the Employee to a maximum amount equal 
to the amount the Employee would have received above which shall be 
forfeited by the Employee. · 

h) The type of conduct by an Employer that may allow an §~pi?}~E!to end 
their employment without notice, or to refuse to attend a specifiC client; I:Jfter 
a consideration of the circumstances, includes: 

i) 
i. Assault or other criminal behaviour. 

_/J'_-- -<-:.:::·,. 

ii. Sexual harassment and other offensive or harasslhg i)Elg~~idur. 
iii. Employer not carrying out health and safetydbligatio~s. 

''\-;._::::_-:-:_._._ '<-:'-.'./i>-- ----_,-_, __ -:_ . 

iv. Action requiring the Employee t().A~I'TY ouf.?n unlawful and unreasonable 
instruction. 

(}_c) ''.:-~:\'.-.---\:- . 

8.3 Mutual Termination ... •.••·. ?i:;·<• .•. • 
Where the Employer or Empjpyee gives rioticecof termination of 
employment, the parties may rrwtually agree to the employment 
ending before expiration of tpe peripp of notice, and in such cases 
wages shall be paid up tp.the ~i(Jle oftpe agreed termination eg in 
the case of illness, family emergel"l9Y eg illness, family illness. 

8.4 Casual Employees 

Casuaj emplqyiJlent rh(ily be terminated by the Employer or 
Erpployef}with t~~ provision of one ( 1) hours notice . 

.............. ··········· . ·?,.. </ 

8.5c f{eturn.ofFBC property 

6} ~egardless of the reason for ending employment, Employees 
mpst return their identification badge, operations manual and 
aqy.other property belonging to the Employer or its clients 

d) Due to security concerns the Employer may withhold the final 
pay due to an Employee until the return of all FBC property 
including identification badge, Salary packaging bank card and 
operations manual. 
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9 PART NINE· REDUNDANCY 

A. Definition 

Redundancy occurs when an Employer decides that the Employ('lr\?91pnger wishes 
the job the Employee has been doing to be done by anyone angthisi~'DOt due to the 
ordinary and customary turnover of labour. This clause does.n,p~apptywhere the 
total number of Employees is 15 or less, as defined by the Wor~pl<~c;e Rel13ti(.1[JS Act 
1996. . . . . 

B. Severance pay 
.. -' -. 

In addition to the period of notice prescrib~d for orgirtary terminl:)fion, an Employee 
whose employment is terminated by reCI.~pn Of<rE)dundanpy;shall be paid, the 
following amount of severance pay depending on their period of continuous service 
with the Employer: 

Period of continuousservice 

Less than one year 

Upon the completionbf 1 year 

Upon thE,lcompigtipn Of2'years 
------- -.. 

Uppn the)eompleticirt of 3 years 

Upon the cOMpletion of 4 years 
-- ,:-.:<(:::·\_,____ -, 

Upon thet:bmpletion of 5 years 

Upon the completion of 6 years and over 

Severance 
pay 

nil 

2 weeks' pay 

4 weeks' pay 

6 weeks' pay 

8 weeks' pay 

1 0 weeks' pay 

12 weeks' pay 

Week's pay means the Employee's current ordinary hourly rate of pay multiplied by 
the average number of weekly hours (excluding overtime) worked over the past 52 
weeks. 

PROVIDED that the severance payments shall not exceed the amount which the 
Employee would have earned if employment with the Employer had proceeded to 
the Employee's normal retirement date. 
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C. Employee leaving during notice 

An Employee whose employment is terminated by reason of redundancy may 
terminate his or her employment during the period of notice and, if so, shall be 
entitled to the same benefits and payments under this clause had he or she 
remained with the Employer until the expiry of such notice. ~ow~ver, in this 
circumstance the Employee shall not be entitled to payment irylieu of~he remainder 
of the period of notice. · 

D. Alternative employment .. ·... i 
~ ,:·:-: " .· _ _-" - ',. 

The Employer shall not be required to pay sev¢rance pay to ian Employee in 
circumstances where the Employer is a91e to.~ecure re;:~sonable ;:~lternative 
employment for the Employee, either with theJ::!llploy~ror with another Employer. 

E. Employees exempted 
·'--·_-_.::>.-_- '"io-':':_.·_-_-::-:.'.---

This clause shall also not applyVyqere employment is terminated as a consequence 
of conduct that justifies iq~tant di~111issal, including malingering, inefficiency or 
neglect of duty or in thlil c;:~s~ of t:asual Employees, seasonal Employees or 
Employees engaged for;:~ specific period of time or for a specified task or tasks. 
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Family Based Care (North) Inc. 
Direct Care Worker Employee Collective Agreement 

1 0 PART TEN - DISPUTE RESOLUTION 

The following procedures will apply for the resolution of any dispute relating 
to this agreement. 

i. The parties to the dispute must genuinely attempt to resolve the dispute 
at the workplace level. · 

i/-:~--':_,___ _.,, ._''-' -, 

ii. In the event of any Employee having any dispute, they will di~htJ~sith~ 
matter with their immediate supervisor or as directed wit~ itDI:l HuO')~n 
Resource staff. At any stage of the procedure, an Employee mayrequel)t 
representation. · · 

iii. If the matter is not resolved at this level, the grievanCe will t>.~ref(3i'red to 
the relevant Manager and in accordance withFBG.policy arn:lprocedure 
may also be resolved by General Manager oftpe BOa(dof Management. 

_. __ _.,}?- ---~':':_:<;_~\~:,-2;·.; .-' ... <,:,_ 

iv. If the matter cannot be resolved at the:'Aforkplac&;arvel by the above 
process, the matter may bt brought bef(.)r(") th(3.iAustralian Industrial 
Relations Commission on the.f.!pplication ofeiff"!erparty for conciliation 
and/or arbitration. An applicatipp to the Commission must be in 
accordance with Form 5 (.)fSche~ule 1 to the Workplace Relations 
Regulations 2006. The parti(3S will be bound by the outcome. 
Alternatively, by agreernent be%'(3en clhe parties, the matter may be 
brought before an accrediteq Alterne~tive Dispute Resolution practitioner, 
in which case the. parties iwill agree to be bound by the practitioner's 
decision. 

·--'.<·. ~:>-_-:_ -o,· :·, 

v. urHLthe rne~tter<i.sdetermihed in accordance with the above procedure, 
n()rmal worR \'Ifill cogtinue in accordance with established custom and 
practic(3.,.1f the grievance is a safety issue which creates a reasonable 

; beliefJhat there is. an imminent threat to the Employee's health or safety, 
· .. AhrcEmployee may refuse to perform the work until the matter is 

res.(.)lyed. The Employer will attempt to have the Employee relocated to a 
safe work area until the matter is resolved. 
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Filed on behalf of Health Services Union

Address Suite 46/ 255 Drummond St CARLTON Vic 3053

Filed by Leigh Svendsen, Senior Industrial and Compliance Officer

Email leighs@hsu.net.au Phone 0418 538 989

IN THE FAIR WORK COMMISSION

FAIR WORK ACT 2009

Application to vary the Social, Community, Home Care and Disability Services
Industry Award

Matter No: AM2021/65

___________________________________________________________________

STATEMENT OF LORRI SEIFERT

___________________________________________________________________

I, Lorri Seifert, Team Leader, of

, state as follows:

1. I have worked in the aged care sector for around two years. Prior to this I worked

in disability support for around 15 years.

2. I am employed by Illawarra Retirement Trust (IRT) on the South Coast of NSW

as a Team Leader. I have worked in this position for two years.

3. I am years of age and was born on .

4. This statement is from my own knowledge and belief unless otherwise stated.

Where statements are not made from my own knowledge, they are made to the

best of my knowledge, information and belief and I have set out the sources of

my knowledge, information, and belief.

A. Employment History

5. Prior to commencing work as a Team Leader with IRT, I worked for 15 years

for The Disability Trust (TDT) in disability group homes in the Southern

Highlands, first as a Support Worker, and later as a Team Leader.

6. In 2019, I moved with my husband to  on the South Coast of

NSW.

7. As there were no disability group homes in the area, I found a Team Leader job

in aged care with IRT.
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AM2021-62 HSU Witness SEIFERT L

8. When I left my Team Leader job in a disability group home with TDT, I was

receiving an hourly rate of pay of $37.85. When I moved into my Team Leader

role in aged care with IRT, my hourly rate of pay dropped to $29.13.

9. My hourly rate of pay with IRT went up to $29.86 after 15 January 2020 in

accordance with the IRT Enterprise Agreement 2018.

10. I have since (in September 2020) been moved onto a salary, with an equivalent

hourly rate of $33.73.

11. As I will discuss below, I have found my work as a Team Leader with IRT in

aged care much more demanding than my previous Team Leader role with TDT

in a disability group home.

B. Education/Training

12. I have a Certificate III in Disability work which I completed in 2009 through The

Training House. A copy of my Certificate III is annexed to this Statement and

marked LS-01.

13. In 2011, I completed a Certificate IV in Home and Community Care and a

Certificate IV in Service Coordination (Ageing and Disability), both through

Work Train. Copies of both Certificate IVs are annexed to this Statement and

marked LS-02 and LS-03, respectively.

14. In 2012, I completed a Diploma of Disability through the House with No Steps.

A copy of my Diploma is annexed to this Statement and marked LS-04.

15. I am currently in the process of completing a Diploma of Frontline Management.

16. I have also completed a Mental Health First Aid Course (in 2011), Smoking

Care Training through the Centre for Community Welfare Training (in 2013),

training in Disability, Sexuality & Responding to Abuse and Neglect of People

with Disability through pwd (People with Disability) (in 2013), and Working with

People who have an Intellectual Disability and Dementia training through

Alzheimer’s Australia (in 2015).

17. I am also trained as a Home Support Assessor. I completed the Federal

Government training – Aged Care Statement of Attainment 2. I did this training
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off my own bat when I moved to disability to aged care (with IRT) and had to

take a pay cut (which I will discuss below) because I wanted to have the option

to pick up some extra work as a Home Support Assessor to make up for my

shortfall in wages. However, I now work solely with IRT and do not act as a

Home Support Assessor in that role. I am also required to undertake the same

yearly training as the home care workers employed by IRT. That is, yearly CPR

and three yearly full first aid, manual handling, and fire safety.

C. Wages and Conditions of Employment

18. I am employed on a full-time basis.

19. Until September 2020, my employment with IRT was regulated by the IRT

Enterprise Agreement 2018.

20. I was employed as an Administration Employee, Grade 5.

21. Until September 2020, my hourly rate of pay was $29.86.

22. However, in September 2020, IRT took Team Leaders off the Agreement and

put us on salary. I was required to reapply for my job.

23. My new salary equates to an hourly wage of around $33.73 per hour.

24. However, I am not sure that I am much better off as I no longer receive overtime

or time of in lieu of overtime payments, or annual leave loading.

25. I also no longer receive an allowance for my kilometres of travel incurred in the

course of work. I previously received a 78c per kilometre allowance for all my

kilometres – including to the office from my home to start work in the morning,

and from the office to my home after finishing work in the evening. My office is

located in Moruya, about a 40 minute drive from my home one-way. In addition,

I am required to drive in my car in the course of my work to attend home visits

with home carers a couple of times a week. As Batemans Bay is pretty spread

out, some of our clients can be a 30km drive away one-way. So, I drive quite a

bit for work in my own vehicle. As a consequence of no longer receiving the

kilometre allowance, I am around $200 a fortnight worse off.

311073



AM2021-62 HSU Witness SEIFERT L

26. I am also working more hours now than I previously was. This is partly because

I have had to take on an extra team after one of our other Team Leaders

resigned and moved to a different position (which I will explain below).

D. IRT – Services and Workforce

27. IRT operate retirement villages and aged care residential facilities, and provide

in home aged care services, in Queensland, NSW and the ACT.

28. In the home care arm of the business, IRT serviced, as at 30 June 2020, around

4,079 home care clients nationally, including:

a. 939 Home Care Package funded customers;

b. 1,400 Veterans Home Care customers;

c. 70 customers who received support from DVA’s Community Nursing

Program;

d. 460 Commonwealth Home Support Program funded customers;

e. 129 Transitional Aged Care Program funded customers in NSW across

the Illawarra, Shoalhaven, Eurobodalla, Bega and Cooma – this is a

government-funded short-term restorative care program helping older

people when they return to their homes after a stay in hospital; and

f. Private fee for service customers.

29. IRT offers a range of services to elderly people in their homes, including help

around the home (for example, with cooking, cleaning and home maintenance),

clinical and dementia care, personal care (for example, assistance with

showering and personal grooming), social connection, and help with getting out

and about (for example, transportation to appointments, shops and services,

and social outings).

30. In NSW, IRT provides home care services across Southwest Sydney,

Southeast Sydney, the Illawarra, South Coast, and Far South Coast regions.

31. I work in the Far South Coast region.
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32. The Far South Coast Region covers Moruya to Pambula and Merimbula, and

out to Cooma in the Snowy Mountains.

33. In the Far South Coast Region, IRT employs:

a. 110 care workers ranging from Grade 1 (entry level, performing domestic

duties only) to Grade 3 (Certificate III level);

b. Three Registered Nurses (RNs) who conduct assessments and attend to

wound care;

c. One Enrolled Nurse.

E. My Duties

34. I am employed on a full-time basis.

35. I am contracted for 38 hours work, Monday to Friday, starting at 8.00am and

finishing at 4.00pm. However, I normally start work at 7.00am and finish

between 4.00 and 6.00pm.

36. My role is a largely office based one. My workplace is located in an office space

in Moruya. I normally work in an office with customer relations managers, RNs,

and business and operations managers. However, at the moment because of

COVID-19 restrictions I am working from home four days a week.

37. Prior to COVID-19, my role also required me to do random home visits with

carers at least twice per week.

38. I usually work with two other Team Leaders and between us, we look after the

100 or so care workers in the Far South Coast region.

39. Each Team Leader covers a different geographical area.

40. My area covers Batemans Bay down to Moruya.

41. The second Team Leader covers the area from Narooma and Bermagui down

to Merimbula and out to Bombala.

42. The third Team Leader usually covers the area in between, from Moruya down

to Narooma. However, we recently lost our third Team Leader. Until that

position is filled, I am looking after this area in addition to my own.
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43. Normally, the number of care workers each Team Leader is responsible for is

capped at between 15 to 55. However, because we are down a Team Leader I

am currently looking after 60 care workers.

44. When the other Team Leader takes leave, I am responsible for all 110 carers

(and vice versa).

45. My duties involve the following:

a. Supervision of staff – including time keeping and direct supervision at

home visits;

b. Holding monthly team meetings;

c. Ensuring staff service requirements are up to date (including training);

d. Management of staff personal development;

e. Management of staff performance and disciplinary matters;

f. Work health and safety matters;

g. Recruitment;

h. Monthly reporting.

46. I will expand on each of these duties below.

Supervision of Staff

47. I am responsible for overseeing the home care workers in the geographical area

covering Batemans Bay down to Moruya. In addition, I am currently responsible

for staff working in the geographical area covering Moruya down to Narooma.

This is because the Team Leader who previously had responsibility for this area

has recently left the position.

48. At present, the number of home care workers I am overseeing is 60.

49. My supervisory duties with respect to those workers are both direct and indirect

in nature.

611076



AM2021-62 HSU Witness SEIFERT L

50. My indirect supervisory duties include time keeping and roster checks, and my

direct supervisory duties include attendance at home visits with carers, and

fielding phone call enquiries from carers throughout the day.

51. In terms of time keeping, this involves essentially checking the home carers’

movements against the roster.

52. The roster is completed by a centralised scheduling team.

53. The home carers are provided with a work mobile phone which they use to log

on to an app called Procura to check the shifts that have been allocated to them.

54. IRT also uses a system called ‘My Central’ where carers can make leave

applications or change their availability. My Central is also the platform used to

deliver online training to carers. Carers are required to complete yearly online

training in topics like fire safety, donning and doffing of PPE, infection control,

and safety training.

55. Using their phones, home carers are required to log on at the start of a shift.

This involves carers opening the Procura app and opening up their roster. They

then click on the client and press the ‘play’ button when they arrive for their shift,

and then press the start button. They then complete the tasks on the care plan.

When they’re finished, they enter any kilometres they travelled with the client

(not the kilometres between shifts as these are automatically calculated), and

then complete the shift. This information is used for payroll purposes.

56. The home carers’ phones are monitored by GPS. So, we know the location

carers have logged on and off from. The GPS is integrated with the roster and

the log on and log off process.

57. Every morning, I do time keeping for the day prior. This involves logging on to

the Procura program, selecting the prior day and checking through all shifts for

any errors or anomalies that need fixing or following up.

58. For example, if the location and time a carer has logged on or off from matches

with the location and time of the client they are rostered on to see, the action

the carer tries to take (whether that be logging on or logging off from a shift) is

‘automatically verified’ within the app.
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59. However, if a carer logs on or off from a shift in a location or at a time which

doesn’t match the location or time of the client they are rostered on to see at

that time, the action won’t be automatically verified.

60. In those circumstances, this will come up in time keeping and I then go in and

check why it did not automatically verify. If could be that a carer did not log in

at the correct time (if they logged in late or out early) or place.

61. The first step I take in investigating is to check my emails to see whether I have

an email from the care worker involved about the shift in question.

62. Sometimes, for example, carers finish shifts early. This might be because they

are rostered on for a specific service – for example a medication service – for

30 minutes, but after the medication and associated documentation is complete

– for example after 15 minutes – the customer does not want the carer to hang

around and asks them to leave. In those circumstances, IRT does not require

the carer to stay and they are permitted to leave, however, they will still be paid

for the full 30 minutes.

63. In those circumstances, the carer will log out of the shift 15 minutes early and

the shift won’t be automatically verified by the app. Carers are required to ring

the scheduling team to let them know and send an email to time keeping if this

occurs.

64. If I have received an email from a carer informing me that they have finished

early on a shift I manually verify the shift provided a reasonable explanation has

been given.

65. Another potential situation is when a client cancels a service at the doorstep –

that is, when a carer arrives at their premises for the shift. In these cases, carers

are again paid for the shift.

66. In these circumstances, carers are required to ring the scheduling team to see

if there are any alternative shifts for them. If there is no shift available, I direct

carers to use the time to complete any outstanding training. If the carer has no

outstanding training, the time is theirs and they can do whatever they choose.
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67. I also check carers’ kilometres as part of the time keeping process. If there is

any area of concern – for example, if a carer has been rostered on a transport

shift with a client but has not entered any kilometres – I will contact the carer

and ask them to confirm their kilometres with me.

68. As the home carers all work out on the road and in customers’ houses on their

own, this is a way of remotely or indirectly supervising their movements using

technology.

69. It is also my responsibility to check every shift on the roster to make sure the

roster has correctly provided for carers’ leave, and that training has been

rostered in for carers as required.

70. In terms of direct supervision, as mentioned, this includes attendance at home

visits with carers, and fielding phone call enquiries from carers throughout the

day.

71. With respect to my attendance at home visits with carers, I aim to attend at least

two home visits per week.

72. Over the course of a year, I aim to attend home visits with each carer at least

twice. However, this may be more often is there are particular issues or

concerns.

73. The practice of Team Leaders attending home visits was brought in by IRT in

late 2019 or early 2020. The purpose of Team Leaders doing this is to check

on care workers’ skills and training needs, and to check in with customers one-

to-one to see if they are happy with the services IRT is providing or whether

they require any additions or changes.

74. My visits are random in the sense that the carer won’t be informed in advance

that I am attending their visit. I inform customers in advance, however

sometimes not much notice is given. A customer can refuse my visit if they

choose.

75. During my visits, I have a brief chat to the customer to introduce myself and ask

how they’ve been and whether they need anything more from their services.
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76. I then observe the carer go about their service with the client. I check that the

carer has arrived on time, is wearing the correct uniform and their badge, and

is in the correct PPE. I also assess whether, for example, they may need further

training in manual handling or whether they may benefit from some more on-

the-job training through buddy shifts with another carer.

77. The purpose of these visits is to provide the carers with support and ensure any

performance matters are being identified and rectified early.

78. I use these visits to make sure our carers have everything they need in terms

of uniforms, and so on.

79. Prior to COVID-19, I was doing at least two customer home visits a week.

80. I am the first point of contact for all the carers on my team for any staff-related

issues. For any customer-related issues, carers are supposed to call the

customer relations manager. However, carers do not always know who the right

customer relations manager is, so often they call me to find out that information.

In those cases, I look up the customer relations manager for the customer and

give the carer those details for them to call.

81. For example, I have received calls from carers saying they have been held up

in roadworks or suffered a flat tyre and are going to be late to their next

customer. In those circumstances, I ring up the scheduling department to let

them know of the issue, and the scheduling department then contacts the

customer.

82. I have also received calls from carers about having received abuse from clients,

injuries, accidents, technical issues, rostering issues, availability issues, and

from carers who are stressed and need help or just a debrief.

83. Carers also call me to talk about taking leave or needing to change their

availability. It is my responsibility to approve all leave and availability changes.

This involves consulting with scheduling to check how a carer’s leave or change

in availability will affect the rosters.

84. I receive calls from carers about rostering issues – for example that not enough

time has been left between shifts to allow the carers to get from A to B on time.
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I then take this up with the scheduling department by sending a note or

immediately over the phone, if urgent.

85. Carers may also contact me for assistance to complete their online training. If

they need technological support, I arrange for the carer to come into the office

and help them to go through the training.

86. I take, on average, anywhere from 5 to 30 calls from members of my team on

a daily basis. Some days will be very busy on the phone, some days I will go

through some lulls without calls. Depending on the issue raised, these calls can

take anywhere from less than a minute to 30 minutes to resolve. I may just have

to refer a carer to the correct department or person, I may have to assist them

in gaining access to My Central, I may have to help them sort out an issue with

their roster, or I may have to help them with something more complex like a

debrief after a challenging customer. So, the time and reasons for the calls vary

a lot.

87. I am also responsible for organising and delivering PPE to carers, organising

and ordering uniforms and phones for new carers and replacements for existing

carers where needed.

Monthly Team Meetings

88. I chair staff meetings three times per month with my teams.

89. This involves preparation of an agenda which I then send to my Business

Manager and the other Team Leaders in the Far South Coast region.

90. Each Team Leader then sends the agenda out to our teams.

91. Due to COVID-19, these meetings are held via Webex. They run for an hour.

92. Along with myself and the carers on my team, the customer relations managers

and RNs also attend. On occasions, the Business Manager also attends.

93. Agenda items will usually cover safety issues, complaints from customers,

reminding staff about correct procedures, and informing staff about upcoming

training opportunities. The care workers can speak whenever they like and are
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welcomed to talk about anything that is of concern to them or to put forward any

ideas they may have. Sometimes we will also have guest speakers attend.

Ensuring Staff Service Requirements are Up to Date

94. It is my responsibility to ensure all home care staff have up to date:

a. Flu vaccinations;

b. Manual handling training;

c. Hand washing training;

d. Fire training;

e. Yearly medication refresher training;

f. CPR training;

g. First aid training;

h. Police checks;

i. Driver’s licences;

j. Car registration; and

k. Comprehensive insurance.

95. To stay on top of this, I run a report every month. To do this, I go into the Procura

program and type in the details of the report I want for my region – for example,

a yearly medication refresher training report or a report on carers’ drivers’

licences – to see whose is about to expire and to arrange the training to take

place before expiry, or ask the carers who come up on the report to arrange the

renewal of their licences, and so on.

96. I then contact each staff member to organise with them the steps that need to

be taken to bring them up to date.

97. If they require training – for example manual handling, fire or first aid training –

I offer to book them in to undergo that training in-house with IRT. If the staff

member takes up that option, I ask them to fill out an enrolment form (which are

available in a newsletter that the IRT Academy sends out) and to send the form
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to me for approval. After I have approved it, I send the form through to the

Academy to have the carer booked in. I then contact the scheduling team to

ensure the carer is blocked out in the roster for the relevant period.

98. IRT provides CPR, First Aid, Certificate III, Certificate IV, Diplomas, manual

handling and fire training in-house.

99. I usually organise three or four sessions per unit a year for the Far South Coast

Region. That is, three or four fire safety training sessions, three or four

medication refresher trainings, three or four CPR training sessions, and so on.

I attend all of these as it is my responsibility to open up the training room, and

sometimes I may need to attend the training myself.

100. Carers can also choose to organise their own training outside IRT, however if

they choose to do this, they are required to fund this themselves and provide

proof of completion to me.

101. In terms of driver’s licences, vehicle registration and comprehensive insurance

records, carers are required to provide me proof of these at the commencement

of their employment. It is the carer’s responsibility to keep these current

throughout their employment, however I keep a record and follow up with carers

when these become due for updating to ensure that that is done, and that new

copies are provided to me to keep on our records.

102. Currently, I am also required to ensure all staff on my team have their

vaccinations up to date. While it is not currently mandatory for home care

workers to have flu and COVID-19 vaccinations, it is affecting some staff due

to different government funding bodies – for example, DVA funding – making

the COVID-19 vaccination mandatory for home carers.

Management of Staff Personal Development

103. Every year, care workers are required to fill out a self-assessment form on My

Central and send it through to me. The form requires carers to provide feedback

on how they have performed over the past year.

104. I then separately complete the same assessment form for the worker.
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105. After both are complete, I then meet with the worker for a cuppa (if possible,

otherwise I will ring them on the phone) and a chat to talk about any areas of

difference between the two assessments, and generally any issues or concerns

or potential areas of development.

Management of Staff Performance and Disciplinary Matters

106. In my role, I receive any customer complaints or issues that relate to members

of my team from the customer relations manager.

107. For issues that are relatively mild, for example a complaint that a carer has not

attended a service, is not cleaning appropriately, or needs some assistance

with time management, I deal with the outcome myself.

108. For example, if a customer has reported a carer has not worn the appropriate

uniform on a given day, I contact the carer on the day of the complaint and

discuss this with them. I let the carer know about the complaint and allow them

to explain. I remind them of the importance of wearing a uniform, and, if

necessary, order a new uniform for them.

109. If it is a more serious matter, for example staff not attending a shift at all but

signing in for it, or an allegation of stealing, I seek advice from my Business

Manager and the HR department.

110. However, I am still responsible for conducting the investigation into the

complaint.

111. This involves notifying the staff member involved of the issue, organising a

meeting for an interview and sending out the meeting invitation, and taking

notes. I also ring and talk to the customer involved and take down their side of

the story.

112. I then send all documentation through to HR and arrange an outcome meeting.

I meet with HR to discuss possible outcomes, however HR is the ultimate

decision maker for any disciplinary action.

113. I am then also responsible for sending out an outcomes letter to the staff

member involved detailing the findings of the investigation and any disciplinary

action.
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114. Customer complaints don’t happen very often. On average I deal with 2 to 3

complaints related to members of my team a quarter.

Work Health and Safety Matters

115. As discussed above, it is my responsibility to ensure my team are trained in

safe working practices including manual handling, for example.

116. It is also my responsible to ensure my team are aware of all work health and

safety procedures. For example, making sure all staff training is up to date and

that all staff have the correct PPE.

117. I receive hazard or incident reports that are staff related. I receive an email

notification for the hazard or incident. I follow up with the customer relations

manager of the customer, and the staff member involved, and make sure the

proper procedure is done. I investigate if required, and make sure safety

concerns are followed up on. I then write a report on the actions taken.

118. Where a safety issue is identified or a worker has suffered an injury at work, I

often follow up with a home visit (once the carer is fit and returns to work) to

check in and observe how the carer is doing things. Where I identify that there

are things they are not doing properly from a work health and safety point of

view, I organise training.

119. During COVID-19, I have had to arrange training for my team in the donning

and doffing of PPE and appropriate mask wearing. Carers undertook this

training through My Central.

120. I am also responsible for ensuring all of my team members have the PPE they

need – namely gloves, masks, and hand sanitiser. At every staff meeting I am

responsible for reminding staff of the importance of maintaining proper PPE

requirements at clients’ premises.

Recruitment

121. Recruitment is an ongoing task. IRT is continuously recruiting for home care

workers because we have more customers coming on board each year.
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122. IRT does not require carers to be Certificate III qualified when they commence

employment, although that is its preference.

123. If someone does not have a Certificate III qualification, we offer to provide that

for them through IRT’s in-house Academy. Those workers then receive hands

on training with a Registered Nurse and do their placement hours on the job

with IRT.

124. Non-Certificate III-qualified carers can work however they are limited to

performing domestic or maintenance duties and are not permitted to provide

personal care to customers.

125. When I first commenced with IRT, we used to receive at least five applications

from Certificate III qualified candidates for a single personal carer position.

126. However, recruitment has been particularly difficult for the past 12 months. We

have been struggling to replace carers who have left and have been short

staffed as a result.

127. When I first started with IRT, I had 28 carers on my usual team (covering

Batemans Bay down to Moruya). However, as of next week (when two more

carers leave), I will be down to a team of 17 for that area. This is because we

have not been able to replace carers as they leave.

128. For any given advertisement we have put out for a home care worker in the last

6 months, we have received on average only 2 responses. For example, for the

last advertisement we put out on 15 September, I have received 1 application.

For the previous advertisement we put out on 21 August, I received 3

applications.

129. However, even where we have received applications, we have had candidates

not showing up for interviews, or being non-contactable after interviews. In the

past 6 months, I would say half of all candidates have not turned up for their

interviews.

130. I have also experienced people refusing the job on the spot. In the past three

months, three candidates who I have offered a home carer job to have turned
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down the job and told me the reason for their doing so is because the pay is too

low.

131. I do not know why this has been occurring over the past 6-12 months. I think

there may have been a few things contributing, for example, with border

closures there have been fewer people coming in from overseas, or fewer

people relocating to the Far South Coast region due to lockdowns and the like.

Previously, we were getting more applications from workers coming in from

overseas or new residents in the area.

132. We are also currently short staffed in terms of Team Leaders, and we are

conducting interviews at the moment to try to fill these roles.

133. When recruiting, IRT’s recruitment team prepare an advertisement for me to

approve. Applications are sent to me. I then assess the applications, contact

suitable candidates for interviews, conduct the interviews, and make the

decision as to whether or not the candidate moves on to the next step which is

criminal checks, reference checks and a medical. If I have time, I complete the

reference checks. However, if I am too busy, this is done by our recruitment

team. I make the final decision in conjunction with my Business Manager about

whether to offer a candidate a job.

Monthly Reporting

134. I am often directed to provide reports on various issues by my Business

Manager, the Operations Manager or HR.

135. For example, I was recently directed to provide a report on staff resignations

over the past year, including the reasons for those resignation. The purpose of

this was to investigate why we are not able to retain staff or attract new staff to

come on board.

136. I have also prepared reports on COVID-19 related matters, for example which

carers are vaccinated or willing to be vaccinated against COVID-19, how many

staff have needed to have a COVID-19 test, whether carers have been to hot

spots, and whether carers have been on personal leave with COVID-19

symptoms, for example.
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137. When I first started with IRT in 2019, I was directed to provide reports on the

bushfires in the Far South Coast region, identifying which customers and staff

lived in areas of risk and assessing whether staff could safely travel to certain

areas.

138. I am also required to attend regular Webex meetings in my role.

139. This includes attending weekly team meetings with the other Team Leaders and

our Business Manager for the Far South Coast region.

140. I am also required to attend fortnightly meetings with the payroll department and

monthly meetings with the scheduling department. I attend with the other Team

Leader, Business Manager and Operations Manager.

141. The meeting with payroll is to discuss how the last fortnightly pay cycle went

and any issues that arose or that made payroll difficult.

142. The meeting with scheduling is to discuss any issues with rostering for the past

fortnight or to discuss upcoming rostering issues.

143. In addition, four times a year I attend a Team Leader development day which

is attended by all Team Leaders across Australia. At these development days,

I am required with my fellow Team Leaders to report on how our teams have

been performing and any issues that have been coming up.

F. Supervision

144. My direct reports are the Business Manager and Operations Manager for the

Far South Coast.

145. While I have a lot of support, I work mostly autonomously and am responsible

for the decisions I make day-to-day.

146. I solve problems autonomously all day.

G. Changes in Work Over Time

147. I have only worked in the aged care sector for two years, however even in that

time the work has become busier due to a lack of care staff and Team Leaders.

My own workload has increased as I have taken on an additional team after our

third Team Leader left.
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148. The bushfires and COVID-19 have also made the work busier. In the case of

COVID-19, this is because there has been more instances of customers

cancelling shifts, carers needing time off work for COVID-19 tests. I have to

keep abreast of hot spot areas and which carers and clients are in these areas.

I also have to make sure carers have the correct PPE and are aware of how it

is to be used.

149. In the case of the bushfires, it was my responsible to keep track of road closures

and areas of concern to ensure the safety our of carers.

150. Both COVID and the bushfires have just added to my workload as there has

been an ongoing need to rearrange staff at short notice to respond to events.

H. Financial Pressures and Staying in the Job

151. I do not think the pay afforded to either care workers or Team Leaders is

reflective of the work.

152. Disability support workers are paid considerably more than home care workers

in aged care. My  is a disability support worker and makes $31 an hour.

Aged care in home care workers make $23.15 at Grade 1 and $25.88 at Grade

3 with IRT.

153. Compared to Team Leader roles I have performed in disability group homes,

my current role is a lot more hectic.

154. For example, in the group homes, we had a set roster, with very few

interruptions.

155. However with IRT, there are frequent changes to the roster. In home care

workers can have a lot of things happen in their day that may not be expected

– for example, traffic problems, vehicle issues, phone issues, customer issues.

As they work in the community, they do not work in a regulated work

environment. Aged home care workers deal with customers’ mental health

issues, family issues that may arise in a client’s home, or even a dog or an

unsafe area. It is not as straightforward as going in and completing the cleaning

or providing the personal care.
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156. This is different to a disability group home, which is a more controlled and

regulated environment. Disability group homes tend to have set rosters.

However, home aged care workers do not have the luxury of set shifts as this

is set by customer demands. Because of this, aged home care workers have

less choice and home life balance than staff in a disability group home have.

157. My previous Team Leader roles were also quite defined. However, with IRT I

do a little bit of everything.

158. In my current role, I am required to have and exercise excellent time

management skills. My role involves planning and prioritising my own and my

team’s work in the most efficient way, in the context of a constantly changing

roster.

159. In terms of the care workers, I would say that the work performed by home aged

care workers compared to disability support workers is fairly on par. Both

perform personal care and domestic assistance, deal with mental health issues,

attend appointments and provide social support. I say this based on my

observation of the work of home aged carers in my role with IRT, and my

previous personal experience as a disability support worker.

160. Like in disability, sometimes in aged care you get easier clients, sometimes you

get harder clients.

161. Our care workers work with a range of people in the community. They face

customers who are grateful to have the help, and customers who treat them as

‘the help’. They have customers with dementia and other disabilities. They are

often faced with abusive or unpleasant situations.

162. While I can’t understand why aged care workers are worth less than disability

support workers, I still love my job, and I love working with my team of care

workers.

163. However, I don’t believe the pay matches the duties for aged care employees

as it did for me in my previous disability work.

Date: 6 October 2021
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IN THE FAIR WORK COMMISSION 

FWC Matter No: AM2020/99 

Application to vary or revoke the Aged Care Award 2010 
1. 

2. WITNESS STATEMENT OF SALLY JOY FOX 

I, Sally Joy Fox, Extended Care Assistant, of 
say that: 

1. I am currently and was born on 

2. I have worked in the aged care industry since 2004. 

in the -

3. I am currently employed by Huon Regional Care as an Extended Care Assistant at the 
Tasman Health & Community Service ('THCS') located at 1614 Nubeena Road, 
Nubeena, Tasmania 7184. 

4. This statement is made from my own knowledge and belief, unless otherwise stated. 
Where statements are not made from my own knowledge, they are made to the best of 
my knowledge, information and belief and I have set out the sources of my knowledge, 
information and belief. 

Tasman Health and Community Service 

5. THCS is a multi-purpose health and community service with an onsite residential aged 
care facility. 

6. The residential care facility at THCS has 21 permanent beds, 1 respite bed, 3 rural 
health beds, and 1 palliative care bed. 

7. THCS also provides in home care to members of the community. Currently we have 
about 120 community clients. 

8. THCS also runs a Meals on Wheels service. 

9. THCS has been operated by a number of different entities during my time there. 

10. When I first started working at THCS it was operated by the Tasman Council. 

11. In or about 2009, Hobart District Nurses took over THCS. 

12. In or about 2016, Huon Regional Care took over THCS. 

13. My employment has transitioned over to each new operator of THCS with every 
change. 

Education and qualifications 
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14. I have attained the following qualifications and certificates: 

(a) Certificate Ill in Aged Care (2004); 

(b) Certificate IV in Aged Care (2015); 

(c) Certificate IV in Disability (2006); 

(d) Certificate IV in Training and Assessment (TAE40110) (2011); 

(e) Certificate IV in Training and Assessment (TAE40116) (2019); 

(f) Certificate Ill in Childcare (2004); 

(g) Diploma in Children's Services (2007), 

(h) Certificate II in Business (2010); 

(i) Certificate Ill in Business (2011); 

U) Apply First Aid (yearly); 

(k) Basic Life Support (yearly); 

(I) Understanding Dementia (Wicking Dementia Research & Education Centre) 
(2018); 

15. I renew my Apply First Aid and Basic Life Support qualifications on a yearly basis in my 
own time and at my own expense. I am required to have these qualifications for my 
job. 

16. Tasman Council required me to complete my Certificate Ill in Aged Care in order to 
work as a carer. 

17. I completed my Certificate Ill in Aged Care in 2004. I completed the study in my own 
time, and paid the course fees myself. 

18. I chose to complete the other qualifications in Aged Care, Disability and Business 
myself to develop my skills and knowledge in the aged care industry. I completed the 
study in my own time, and paid the course fees myself. 

19. Hobart District Nurses paid for me to do the Certificate IV in Training and Assessment 
so I could deliver basic life support training internally to staff, instead of the 
organisation paying an external provider to deliver the training. 

20. Between 2004 and approximately 2009 Tasman Council operated a childcare centre at 
THCS, and I worked there frequently. Tasman Council paid for me to obtain my child 
care qualifications. 

21. I am currently completing a Certificate IV in Leisure and Health. 

22. I did not receive any increase in pay when I obtained any of these qualifications. 
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Employment history at the Tasman Health and Community Service 

23. I have worked at THCS since 2004, when I was employed on a permanent part time 
basis as a cleaner. 

24. When I first started working at TCHS as a cleaner in 2004, my then manager 
requested that I complete a Certificate Ill in Aged Care so he could roster me to do 
caring shifts. It was explained to me that I could not provide caring services without 
this qualification. 

25. Once I had obtained my Certificate Ill in 2004, my manager started rostering me to do 
residential care shifts. 

26. From memory, my hourly rate increased when I started doing caring shifts. 

27. My job title when performing caring shifts was Extended Care Assistant ('ECA'), and 
that remains my job title today. 

28. My hours of work increased over time until I was consistently working 76 hours per 
fortnight on a permanent full-time basis. 

29. When I first started working as an ECA, on the morning shifts there were always three 
ECAs rostered to work 7:00am - 3:00pm, one ECA rostered to work 7:00am -
11:00am, one registered nurse ('RN') and one enrolled nurse ('EN') . 

30. Until about 2016, ECAs would work together in teams of two on the morning shift. 

31. In ab9ut 2016 the number of ECAs rostered to work from 7:00am to 3:00pm was 
reduced from three to two. The number of beds at the TCHS did not change. 

32. In about 2009 I started doing in home care for clients still living in the community. At 
that time, it was a relatively small part of the services TCHS provided. 

Current employment 

33. I am currently employed on a permanent full-time basis. Prior to 19 June 2017 I was 
employed on a permanent part time basis. 

34. My employment is covered by the Huon Regional Care General Staff Enterprise 
Agreement 2019 ('the Agreement'). 

35. I am employed as an Extended Care Assistant, and am paid in accordance with 
classification 'Aged care Employee - Level 3' in the Agreement. 

36. The Agreement uses the same classification system as that in the Aged Care Award 
2010. 

37. I am currently paid $26 an hour. I am paid a 50% loading for hours worked on 
Saturday, and double time for hours worked on Sunday. 
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38. I am rostered to work between a number of different services including: 

(a) The residential aged care facility. When working in the facility, I either perform 
shifts: 

(a.i) In reception; 

(a.ii) As an Extended Care Assistant (i.e. providing personal care to residents); 
or 

(a.iii) As a Leisure and Lifestyle worker (i.e. running activities for residents); and, 

(b) 'In home' services for clients in the community ('Community'). 

39. I also do work for THCS' Meals on Wheels service but this work is not rostered. I fit it in 
where I can. 

40. I currently work 76 hours a fortnight on a 28-day rotating roster, as follows: 

Mon Tues Wed Thurs Fri Sat Sun 
Week Receptio Communit Community No shift Leisure No shift No shift 
1 n y 9:00am - and 

9:00am - 4-hour shift 5:00pm lifestyle 
5:00pm (start time 8:00am -

varies) 4:00pm 
Week No shift Communit Community Receptio Community Residential Residential 
2 y 9:00am - 9:00am - n 9:00am - care care 

5:00pm 5:00pm 9:00am - 5:00pm 6:45am - 6:45am -
5:00pm 2:45pm or 2:45pm or 

2:45pm - 2:45pm -
10:45pm 10:45pm 

Week Receptio Communit Community No shift Leisure No shift No shift 
3 n y 9:00am - and 

9:00am - 4-hour shift 5:00pm lifestyle 
5:00pm (start time 8:00am -

varies) 4:00pm 
Week No shift Communit Community Receptio Community Residential Residential 
4 y 9:00am - 9:00am - n 9:00am - care care 

5:00pm 5:00pm 9:00am - 5:00pm 6:45am - 6:45am 
5:00pm 2:45pm or 2:45pm 

2:45pm - 2:45pm 
10:45pm 10:45pm 

Reception 

41. I work two shifts a fortnight as an offsider to the fulltime Residential Administration 
Officer. This is to assist her with her high workload. 

42. When working in reception, my duties include: 

a. Physically archiving THCS records and maintaining archiving records; 

-

or 
-
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b. Answering phone calls, taking messages, putting calls through to residents, 
and other employees; 

c. Reading, forwarding, responding to and actioning emails; 

d. Sending, receiving and distributing faxes; 

e. Filing; 

f. Printing documents for other staff; 

g. Redirecting phone calls and in person enquiries for the GP practice; 

h. Greeting and processing all visitors to the residential facility, which due to the 
Covid-19 pandemic currently involves: 

(h.i) Asking whether the visitors are up to date with flu vaccinations. 

(h.ii) In the event visitors are up to date with their vaccinations: 

h.ii.A. Taking copies of flu vaccination documentation; or, 

h.ii.B. If visitors don't have flu vaccination documentation, 
providing them with the paperwork to complete a statutory 
declaration to the effect that they have been vaccinated. The 
statutory declarations then need to be witnessed and signed 
by an RN; 

(h.iii) In the event visitors are not up to date with their vaccinations: 

h.iii.A. Explaining that they cannot enter the residential facility 
unvaccinated due to the current pandemic - this can result in 
needing to manage distressed and aggressive visitors; 

h.iii.B. Arranging for residents to be brought to the entrance of 
the THCS building to see their visitors who are not up to date 
with their vaccinations at a social distance; 

(h.iv) Taking and recording all visitors' temperatures; 

(h.v) Getting all visitors to complete the visitor sign in book; 

(h.vi) Explaining to visitors that they must go directly to the resident's room, 
cannot wander the facility, cannot speak to other residents, and that 
no more than two people can visit any one resident at a time; 

(h.vii) Entering all relevant collected data into a visitor tracking spreadsheet. 

43. Working in reception involves a lot of people and relationship management skills. 

44. I often have to deal with people who are angry, argumentative, drunk or confused. This 
has increased as a result of the restrictions imposed on visitors due to the Covid-19 
pandemic. 
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Community 

45. My Community shifts involve providing in-home care and assistance to elderly and 
unwell people still living in the community. 

46 . At the moment, we have about 120 community clients. 

47. THCS' catchment area for community services is quite large, so some patients live as 
far as 80 kilometres away. 

48. At the beginning of a community shift, I am given a sheet of paper which lists the 
clients I am to visit that day, the services I am to provide, and the amount of time 
allocated for each service. I am not supposed to spend more time than allocated 
performing a service. 

49 . The services to be provided and the amount of time spent on each service is 
determined by the Community Care Coordinator, with reference to the funding they 
have through their Home Care Package, and the services the client has asked for. 

50. The majority of the services that I provide to community clients are showering and 
home care, including cleaning, washing, tidying and cooking. 

51. I attend Community clients' homes on my own. I am not directly supervised on my 
Community shifts, but have a Community Care Coordinator that I report to and can 
seek guidance from if needed. 

52. Tasks I regularly perform in a Community client's home include: 

(a) Showering and drying a client; 

(b) Helping a client dress; 

(c) Changing sheets; 

(d) Doing laundry; 

(e) Vacuuming; 

(f) Mopping; 

(g) Cleaning toilets, bathtubs, showers and sinks; 

(h) Folding, hanging and putting away clothes; 

(i) General tidying of the home; and, 

G) Preparing food and cooking meals in accordance with the client's preferences. 

53. I also assist clients to do things outside of the home, often because they can no longer 
drive. For example, I will drive clients to doctor's appointments, including driving them 
to specialist appointments in Tasmania which can be a drive of up to two hours one 
way. 

11100



Page 7

54. I also take clients shopping, facilitate leisure activities like scenic drives or going to 
lunch, and assist them with life administration like booking them in for doctor 
appointments. 

55. Everything that I do as a carer is client focussed. For example, one of my clients likes 
their curried sausages made with milk, not water, so that is how I will cook them. I have 
to remember and apply all of these things. 

56. There are a number of clients who I see on a regular basis, and I get to know them, 
their preferences and their health status. As I see Community clients far more regularly 
than they see nurses or doctors, an important part of the work I do is to monitor their 
health and behaviour and report any concerns that I might have. 

57. When I help a client to shower and dress, I also discreetly look for any changes to their 
skin or body that need attention, such as: 

(a) skin tears, because older peoples' skin is so fragile; 

(b) cracks between toes; 

(c) marks, bruises, bumps, or welts anywhere on the body, particularly on pressure 
areas; 

( d) skin on bottoms because the skin can break down when a person sits a lot; 

(e) sores, marks, welts, bruises or bumps in tummy folds and any other skin folds, 
including under breasts for women. 

58. This needs to be managed delicately because it is quite a personal task, and the 
resident needs to have their dignity maintained. 

59. If someone needs simple assistance like putting a band aid on, I will do that. Otherwise 
I will report the issue to the Community Care Coordinator and action any steps she 
instructs me to take in response, as well as record it in the client's documentation. If 
the issue is serious enough, I would call the Community Nurse and Community 
Manager to let them know and ensure the client receives the care they need. 

60. Sometimes issues crop up while I am with a client that I have to address and 
document. For example, if a client has a persistent cough throughout my time with 
them, I call the Community Care Coordinator to report it, and make arrangements for 
the client to see the doctor. I then record all of this in the patient notes so that the 
Community Care Coordinator could arrange that either I or another carer is allocated 
to take the client to their appointment. 

61. As another example, recently a Community client got quite dizzy while I was with her. I 
called the Community Care Coordinator to report this, and then called an ambulance. 
When the ambulance arrived, it turned out that the dizziness was caused by the client 
not consistently taking her medication. Now, the first thing I do when I see that client is 
to ask her if she has taken her medication. 

62. I have a client I see regularly who refuses to wear her call button. A call button is a 
device with a button that you wear around your neck. If you fall and can't get up, or 
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otherwise need assistance that you can't organise yourself, you press the call button 
and it calls a nominated person to let them know they need help. 

63. From getting to know this client and her presentation, I recognised that her health was 
deteriorating, and became concerned that, were she to fall, she would not be 
discovered for some time. 

64. I noted this in the documentation I have to complete for community clients, and spoke 
with the Community Care Coordinator about it. Over a number of conversations, we 
discussed a variety of options to address the issue, including identifying someone 
more suitable to be the person who receives the calls when she pushed her call 
button. 

65. In the end, we worked out an arrangement where someone from THCS visits the client 
every weekday, and a welfare check is done on weekends. 

66. You have to monitor changes to behaviour as well as physical changes, because 
behavioural changes might also indicate that something is wrong - for example, it 
might indicate that the client has a urinary tract infection ('UTI'). 

67. After I've seen a client, I might think that their care arrangement needs changing. For 
example, the client might have 30 minutes allocated for 'service' which means 
cleaning, 30 minutes for 'personal care' (which means showering) and 60 minutes for 
shopping, but their family takes them shopping every weekend, and they need more 
time spent on service and personal care. I would talk to the Community Care 
Coordinator about changing the time allocation to better meet the client's needs. 

68. At the end of each client visit, or at the end of each Community shift, I have to 
document all the services I provided to each client, their general demeanour, any 
issues I identified and steps I took to address them, any appointments I made for the 
client, and anything else relevant that should be recorded or that the Community Care 
Coordinator should know about. 

69. We used to get 30 minutes a week to complete our paperwork for Community shifts. 

ECA 

We no longer are provided with this time and it has to be done in our own time. The 
paperwork has also increased since this change. 

70. I am not actively supervised during my ECA shifts. I am expected to perform my work 
and manage my own time. If I need medical guidance or assistance, I speak to the RN 
on shift. 

71. ECAs have by far the most contact with the residents at THCS. We provide the vast 
majority of care provided to our residents. 

72. I generally work morning shifts as an ECA. 

73. When I started as an ECA, we worked in pairs. We now work alone, and there are only 
two of us rostered to work the full morning shift. 

7 4. My shift starts with a handover discussion about each resident with the night shift's 
ECAand RN. 
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75. I then start the process of getting the residents who are high choke risks - that is, they 
either need to be fed or supervised while they eat - out of bed, dressed, showered and 
into the dining room. We currently have six residents who are a high choke risk. 

76. Only a handful of our residents can get out of bed without significant assistance. 

77. To get resident out of bed, I first lower the bed. I then help them sit up. If they can 't 
stay sitting up on their own, a second ECA will help me by propping them up from the 
back. I then turn the resident 90 degrees and help them wriggle forward so they can 
put their feet down on the floor. 

78. I then lift the resident up to standing position. A lot of residents can only stand for a few 
seconds unaided, so I often will use a 'Sara Steady' device to help them stand, walk to 
the bathroom and sit on the toilet. 

79. The Sara Steady helps residents pull themselves up to a standing position. Some 
residents can't do that, so I might use the electrical version of the device which has a 
belt that I loop around the resident which then pulls them up to a standing position on 
the Sara Steady, and then lowers them down when needed. 

80. Some residents can't stand even with the assistance of the Sara Steady, so I need to 
use a sling to lift them. The sling is on a stand on wheels. I position the sling so it goes 
up the middle of the back and between the legs. I then hoist the person up, and wheel 
them to the bathroom. 

81. When helping a resident toilet, I always look at their urine and/or bowel movements for 
any signs that the resident may be unwell. I look for colour, smell and density of the 
urine as well as for blood in the urine. 

82. If a resident's urine is dark, it might indicate that the resident is dehydrated, and it 
might even indicate that they have a UTI. 

83. If a resident's urine is particularly strong smelling, this might indicate that they need a 
shower, that they are dehydrated or that they have a UTI. 

84. If a resident's urine is thick, or contains puss, this can indicate they have a particularly 
bad UTI. 

85. If a resident has blood in their urine, I report this to the RN immediately, as they might 
have trauma from a catheter, or some other injury which requires immediate attention. 

86. If I am concerned that the resident has a UTI, I will bring a pan into their rooms for 
them to use and collect a urine sample for testing by the RN. I always bring my 
concerns to the attention of the RN, and I would also make sure that the resident 
drinks a full cup of water at each meal time, and I might also give them cranberry juice 
or Ural powder in water. 

87. Most of the residents wear pads so I also need to check their pads for any of the 
above, and also to see whether they urinated overnight as we track every time they go 
to the bathroom to ensure they are getting enough fluids. 

88. When toileting a resident, I also look at their bowel movements. 
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89. If a resident's stool is very dark, and I know they are not on iron medication, this could 
mean they have blood in their stool, which requires further investigation. 

90. I also look at the size and texture of their bowel movements. If they are quite small and 
hard, this might mean they need a stool softener. This is fairly common as some of our 
residents can't push very well any more, particularly if they previously abused 
laxatives. 

91. If a resident's stool is loose, they might have gastroenteritis or some other illness. 

92. If I identify something that is of concern, I will take a stool sample for testing, report it 
to the RN on duty, and document it in the resident's notes. If the issue is serious 
enough, I would call the RN to the room to see the resident straight away. 

93. I always document when residents urinate or have a bowel movement - we track this 
so we know if a resident hasn't gone to the toilet recently, and take action or 
investigate further if need be. 

94. For residents with catheters, I measure and record their urine output and its colour, 
and speak with the RN if I have any concerns. 

95. After the patient has toileted, I am required to clean the toilet if there is any faeces on 
the bowl. 

96. Before and after showering a resident, I will check their body as set out above. If I 
identify any concerns I will document this and bring it to the attention of the RN so that 
they can consider whether a resident needs treatment. Early observation of issues can 
stop a resident from deteriorating. 

97. Residents normally shower, or I give them a sponge bath, while they are sitting in a 
shower chair, as they can't safely stand for that length of time, and the risk of them 
falling is too great. 

98. We have a resident who doesn't like male residents showering her, so when I am on 
shift I always try to make sure that either myself or another female carer will shower 
her. 

99. THCS currently has a number of residents with severe dementia. In my experience, it 
is common for people with dementia to become very resistant to showering as their 
condition progresses. It is something to do with their thought process deteriorating. 

100. What that means is that we have some residents who went from being fastidious about 
showering at least once a day to not ever showering if they could, and being very 
scared when we try to get them to shower. 

101. We can't leave them unshowered, as skin breaks down when a body isn't cleaned 
somewhat regularly. There are also times when a resident has soiled themselves and 
we have to shower them for health reasons. 

102. With dementia residents, showering is a far more involved process. For some of them, 
we have spoken about it with their families, and they have agreed that the resident can 
be s.howered as little as once a week (or more frequently if they desire it or in cases of 
incontinence) . 
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103. One resident is particularly scared of the shower. She will yell and scream, and grab 
onto the bathroom door. With this resident, getting her into the shower is a long 
process. I do everything to keep her calm - I will reassure her, joke with her, give her 
cuddles, and try to distract her as I walk her into the bathroom. I then will wash her as 
quickly as I can while she sits in the shower chair. 

104. Anything that's different about a resident's presentation or behaviour must be 
recorded. If all of a sudden, their behaviour changes, there's generally a reason. For 
example, if a resident starts to become more and more hesitant about showering, that 
is a good indication that their dementia is progressing. A change in behaviour can also 
be a sign of a UTI. 

105. After showering the resident, I always make sure to dry them thoroughly, and 
especially in skin folds and between toes as the skin can get painful if a crack 
develops or isn't dried properly. 

106. I then dress the resident, with clothes of their choosing. If the resident's dementia is so 
progressed they are unable to choose appropriate clothing, I dress them in weather 
appropriate clothing. 

107. I then clean the resident's room, including by disposing of incontinence pads, folding 
and putting clothes away and making the bed. It might also involve stripping the bed if 
the resident was incontinent, and washing down the soiled sheets before putting them 
in the laundry. 

108. I then walk or take the resident in a wheelchair to the dining room, and make sure they 
are comfortably seated. I then call the kitchen staff who bring out the resident's 
breakfast. 

109. Normally the leisure and lifestyle worker will be in the dining room, and they will 
supervise the residents who are high choke risk, and feed the two residents who need 
to be fed. Sometimes the RN on duty will help with this. If no other staff are in the 
dining room when I arrive with a resident, I will stay in the dining room to supervise and 
to feed the residents until someone arrives. This can take up to two hours. 

110. Once I can leave the dining room, I will start getting the rest of the residents up, and go 
through the process of toileting, showering and dressing them for the day, and taking 
them to the dining room, and bringing residents back to their rooms when they have 
finished eating. Some residents prefer to eat in their rooms, in which case, kitchen staff 
will deliver it to their rooms. 

111. The remainder of the shift is spent assisting residents to and from the dining room for 
morning tea, lunch or afternoon tea, or bringing their meals to them in their rooms, 
responding to calls from residents, and completing documentation. 

112. Throughout the day, residents call for assistance using a call button, usually for 
assistance in going to the toilet. Sometimes a resident will have experienced 
incontinence, which means I need to wash them, change their clothes, strip the bed, 
rinse the sheets and make the bed with fresh sheets. 

113. It is rare for more than five minutes to pass without a call button going off. 
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114. It is often so busy that it is hard to find time to complete the necessary documentation 
for each resident, and at times the only time I have to do it is once I have finished my 
shift. I am not paid for the time spent outside my rostered hours to complete 
paperwork. Leaving it for later or not completing it is not an option. 

Leisure and lifestyle 

115. There is one leisure and lifestyle worker rostered to work every weekday, from 8:00am 
to 4:00pm. I generally do two leisure and lifestyle shifts a week. 

116. I am not directly supervised as a Leisure and Lifestyle worker. I am required to 
manage my time appropriately and be self-directed in my tasks. 

117. Key duties as a Leisure and Lifestyle worker are feeding and supervising residents at 
meal times, and planning and running two activities a weekday for the residents. 

118. Because the number of ECAs working a full morning shift has been reduced from three 
to two , the Leisure and Lifestyle worker must help with breakfast. The rostered ECAs 
bring the residents into the dining room, and the Leisure and Lifestyle worker then 
supervises and feeds the high choke risk residents. 

119. Of the two residents who currently need to be fed , one has Parkinson's and the other 
has severe dementia. Feeding is a very slow process and can take up to two hours. 

120. First, I have to make sure that the food is the right consistency, as they have 
swallowing difficulties. If I think the food looks too big or too hard, I might chop or mash 
it up further. 

121. If I think that the resident's food needs to be prepared in a different way, for example, it 
needs to be cut up finer because they are having trouble chewing or swallowing, I talk 
to the Kitchen Supervisor and RN about this, as well as record it in the resident's 
documentation. 

122. When feeding the residents, I work hard to keep them engaged and focused on their 
task. I will talk to them, and ask them things like "please open your mouth" and "please 
chew your food". I also have to make sure that they are drinking enough water. I have 
to maintain a calm and friendly demeanour, no matter how stressed I might be. 

123. While feeding a resident, I am also supervising the other four high choke risk residents 
while they eat their breakfasts. 

124. When supervising residents eating, I am generally watching for any signs that they are 
choking or having trouble breathing. Signs that I am always looking for are coughing, 
no rise and fall in their chest (no breathing), cyanosis (going blue), silence (means they 
can't breathe) . Any of these can happen. 

125. If a resident is struggling, I will sit with them and encourage them to breathe and 
reassure them, while calling for the RN. I will thump them on the back to try and 
dislodge any food that might be stuck. 

126. If a resident stops breathing, or starts turning blue and the RN hasn't arrived, I cannot 
go outside my scope of practice but I can provide basic life support, including CPR, as 
long as the patient has agreed to be resuscitated. 
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127. Once breakfast is completed, I go around to each resident's room to tell them about 
the activities that are scheduled for that day, and to try to convince them to participate. 
A lot of the residents will spend their whole day in their room, but social interaction and 
physical activity is very beneficial, so I do a lot of cajoling to try and encourage 
residents to participate. 

128. I then run the first activity at about 11:00am. Activities can be a range of things, 
including crafts, gentle exercise, excursions and eating special foods. 

129. I then assist with feeding residents and supervising residents eating at lunchtime. 

130. After lunch, I run the second activity for the day. 

131. Once the activity is finished, I use about the last hour of my shift to do my 
documentation, plan future activities, organise excursions, perform risk assessments 
for excursions and to print and distribute schedules of upcoming activities. 

132. I try to give the residents as many different experiences as possible through the 
Leisure and Lifestyle program. 

133. It can be very difficult thinking of two new things to do every day, so I have a 
membership to a website called Golden Carers which provides lots of good ideas for 
activities. In 2019 I paid for this membership out of my own pocket but in 2020 my 
employer reimbursed me the cost. 

134. For example, in the lead up to Valentine's Day I did a number of Valentines themed 
craft activities, including making placemats with the residents, which I then laminated. 
Another activity was to cut out love hearts and stick them back to back on sticks, for 
use as table centrepieces. 

135. In my own time, I bought some chocolates, and then on my last shift before Valentine's 
Day, which this year fell on a Sunday, I left the placemats, love hearts on sticks and 
chocolates with a note for the ECAs on the morning shift, with instructions on how to 
set the tables up for a special Valentine's Day lunch for the residents. 

136. I am also organising a Chinese banquet lunch for the residents. To organise this, 
have worked with the kitchen supervisor to put together a suitable menu. The residents 
made Chinese lanterns as one of their activities, and I will put up the lanterns and 
other Chinese decorations I purchased in my own time in the dining room on the day of 
the banquet. 

137. We also regularly have barbeques as part of the Leisure and Lifestyle program, and 
every week or two I will take around an ice cream cart to all the residents. They really 
enjoy the food related activities. 

138. We have a local pastor who comes in to speak one on one with residents, and we 
have a physio or masseuse who sees residents, gives them hand rubs and takes them 
through gentle mobility exercises as part of the Leisure and Lifestyle program. It is part 
of my role to organise these visits. 

139. I also organise day trips for the residents as part of the Leisure and Lifestyle program. 
Sometimes I do a day trip as frequently as once a week, but it will really depend on 
what is happening in the area. 
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140. Recently I have done excursions for daytime music concerts, including a concert that 
fell on my normal day off, so I switched my work days so it could be done. 

141. For day trips, there is a lot of organisation that needs to be done. This includes: 

(a) proposing the excursion to my manager and obtaining her approval ; 

(b) contacting the venue and making sure it is wheelchair accessible; 

(c) booking tickets or seats; 

(d) booking a wheelchair accessible van owned by Huon Regional Services for 
the day; 

(e) talking with other staff about volunteering their time to go on the excursions 
(this is very difficult as people generally don't want to vyork on a day off); 

(f) preparing a flyer with information about the excursion and providing it to 
residents; 

(g) speaking with residents about the excursion and keeping a record of who 
wishes to attend; 

(h) if the excursion will take place during a meal time, organising an early lunch 
for the residents; 

(i) packing spare incontinence aids and urine bottles; 

G) packing sufficient water for everyone; and, 

(k) talking to the RN about each resident's medication and whether medication 
which would normally be taken during the excursion can be moved forward or 
taken upon their return. 

142. On the actual day of the excursion, I work with my volunteer to collect the residents 
who want to attend - we have a core group of four residents who like the excursions, 
including one resident who is in a wheelchair. 

143. I then help everyone into the van, and then I drive the van to the excursion location. I 
had to pass a driving test with RACT to be able to drive the van. 

144. Throughout the excursion I provide the same caring services I would at THCS - that is, 
assisting them with toileting, changing incontinence pads, maintaining awareness of 
each resident's presentation, and so forth. 

Supervision 

145. The RN rostered on shift is technically the supervisor of all ECAs on shift, however 
they don't actively supervise us. 

146. If I need assistance, I have to approach the RN. 
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146. If I need assistance, I have to approach the RN. 

147. RNs definitely have significantly more paperwork to complete than they used to, so they 
do have less time to be on the floor these days.  

148. There is also a Facility Manager (Residential) who is based in an office, but frequently 
comes down to the floor, however she mostly is liaising with the RNs, not ECAs, and 
she doesn’t actively supervise ECAs either. I am working much more autonomously than 
when I started. 

Changes to my role 

149. In the time that I have worked at THCS I have seen a dramatic increase in the ECA 
workload. This has meant I have to prioritise the tasks I perform.  

150. This is largely due to two factors – the reduction in ECAs rostered to work on certain 
shifts, and the significant increase in residents who are very unwell, and/or very old. I 
have never known this job to be as hard and as complex as it is now.  

151. ECAs previously used to work in pairs, and there were more ECAs rostered on shifts. 
Now, we work alone, except when assisting residents with very high care needs. 

152. Currently, THCS residents that I look after include: 

(a) A fifty-year-old resident with cerebral palsy and intellectual disability; 

(b) A sixty-year-old resident with intellectual disability; 

(c) Residents with severe cases of Parkinson’s; 

(d) A resident with schizophrenia; and, 

(e) Residents with severe dementia. 

153. We also have one bed for a palliative care client, three rural health beds, and one respite 
bed. ECAs are also required to provide care and assistance to those non-permanent 
clients. 

154. The rural health beds are for rural and regional clients who require intensive care but do 
not need to be in hospital.  

155. The respite bed is for clients to have short stays at TCHS to provide their carers with 
brief respite. 

156. In short, we care for very unwell people with complex needs.  

157. THCS is not a locked facility, and this can cause difficulties with our dementia residents 
who sometimes wander off. 

158. Up to a few years ago, we never would have had a late stage dementia patient, a 
Parkinson’s patient, or a patient with cerebral palsy and mental disabilities. These are 
patients with very high needs, even though we are not classed as a high needs or secure 
facility.  
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159. Previously, if a resident with dementia really deteriorated, they would go to the Roy 
Fagan Centre, which has a specialist dementia unit. 

160. Nowadays, if a resident is being really aggressive, they might go to Roy Fagan for up 
to six weeks so their treatment, and particularly their medication, can be reviewed and 
optimised. But they always come back to THCS, so we now have far more serious and 
late stage dementia cases as residents. 

161. Dementia is a complex condition. I have had to do a lot of on the job learning to 
understand dementia, how it presents, and how I can best care for my patients in a 
way that keeps them safe and healthy, without causing them distress. 

162. I have also done formal training on dementia. In 2018 I completed a course called 
Understanding Dementia at the Wicking Dementia Research & Education Centre, 
which is part of the University of Tasmania. I paid for this course. 

163. I now understand that as dementia progresses, many individuals become less and less 
interested in eating savory foods, but love sweet foods, including dessert. Because of 
this, I pay close attention to what our dementia residents eat, and really encourage 
them to eat their main meals before eating dessert. It also means that providing a 
resident with dessert came be a very effective way to provide them with comfort. 

164. Similarly, I have noticed that as dementia progresses, many residents have become 
very resistant to getting wet. This can make it very difficult to keep them clean, as they 
hate showering. This means I have to adopt high level persuasive skills when 
negotiating with them. I also have to be really patient and calm. 

165. Dementia patients in particular can become violent because they are upset, confused, 
angry or just don't understand what is happening. Residents have grabbed me by the 
hair, pulled me into their laps, refused to let go of me, bitten me, and tried to punch and 
kick me. It's not their fault, they have dementia. But it is very scary and upsetting. 

166. The majority of our residents can't sit up, get out of bed, walk, shower or go to the 
toilet without physical assistance from ECAs. A lot of them have been assessed as 
high risk for falls. This means that I now have to do a lot more for them that they once 
would have done for themselves. 

167. Most of the residents wear incontinence pads, and it is not unusual for some residents 
to soil the bed multiple times during the day and night. 

168. Six of our current residents cannot eat without supervision and/or assistance as they 
are high choke risks. Supervising and/or feeding these residents can take up to 45 
minutes per resident. 

169. There is now an expectation that call bells will be responded to within five minutes. 
Often this is simply not possible, because we will already be helping another resident 
when the call goes out, and it can take ten minutes just to help someone go to the 
toilet. 

170. Unfortunately, sometimes that means that a resident will try to go to the bathroom 
themselves, and fall and hurt themselves, or that they are unable to hold it in and soil 
themselves while they wait. 
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171. This should not happen. I am constantly recording and escalating these issues, but 
nothing gets done, and the attitude is that I should put up with it, it's my job. We are 
understaffed. 

172. The requirements for completing paperwork have also significantly increased in my 
time in the aged care industry. 

173. We are required to record every patient interaction, every instance of urination and 
every bowel movement. We are required to complete incident reports for near misses, 
resident and family abuse, workplace injuries and so forth. I would say I complete one 
incident report every day, or every second day. 

17 4. All of these measures are appropriate and necessary, but they have significantly 
increased both my workload, and the complexity of my role, from what it was 16 years 
ago. 

175. I used to be able to do little, but important things for residents, like put their hair in 
rollers or paint their nails, so they felt nice and put together. Unfortunately, I simply do 
not have time to do these things for residents any more, and that makes me sad. It is a 
drop in the quality of life for the residents as well. 

176. Working with dementia patients is a difficult job. It is not for everyone. It requires high 
interpersonal and clinical skills. The best workers make it look easy but in reality, it is a 
complex and challenging role. 

Why I do my job 

177. I started off doing this job because I really loved it, I love helping older people. I still do. 

178. But the job just continues to get harder and harder. I find it really hard now, because 
aged care is no longer aged care. Instead, we are now dealing with residents with high 
levels of dementia and Parkinson's. I find it really hard mentally, especially when I 
haven't been trained in those areas. 

179. It's very hard work, both mentally and physically. I get spat at, kicked at, punched, and 
verbally abused, and it happens a lot, I deal with a lot of abuse, especially from the 
high care dementia clients. It is difficult to reconcile these challenges with the low 
amount of money I am paid. 

180. I have been lucky enough to be able to work in leisure and lifestyle and administration 
roles recently, which are less physically and mentally demanding, so I am grateful for 
that relief. 

Financial Circumstances 

181. I am single, with one adult child living with me. Until recently, he was unemployed, so 
we were relying almost entirely on my income. 

182. It is very, very difficult to get by on my wage. There is no second wage to support me, 
so I have to be very careful with my budget, and almost everything I do is on a 
payment plan. 
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183. I am on a strict budget. I have to watch my fuel costs carefully, and be careful of what I 
eat. 

184. Every fortnight when I am paid, I make a payment towards my rates. I can't afford to 
pay them in one go. 

185. I pay my utility bills off on payment plans, as I cannot afford to pay them in one go. By 
the time I have paid off the bill, the next one arrives. 

186. On Thursday and Friday nights, I go to the RSL, and will have a glass of wine. I can't 
afford to eat at the RSL, I eat when I get home. 

187. Because I have so little money, I don't really go anywhere or do anything. 

188. I get my employer to take an extra $50.00 per pay out for taxes, so when I get my tax 
back, I have enough to visit my son in Sydney or my sister in Victoria about once every 
two years. 

189. I also do a Christmas saver program with my employer which goes towards those trips 
and helps out with Christmas costs. 

190. I have a credit card and a few loans that I am paying off. It's very hard to pay them off 
on my wage. If I have unexpected costs, I have to go onto payment plans or use my 
credit card. 

191. For example, my freezer died last week. Luckily, my mother had one she could give 
me. If she didn't have that, I would have had to put it on the credit card. 

Date: 
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Filed on behalf of Health Services Union 

Address Suite 46/ 255 Drummond St CARLTON Vic 3053 

Filed by Leigh Svendsen, Senior Industrial and Compliance Officer 

Email leighs@hsu.net.au  Phone 0418 538 989 

 

IN THE FAIR WORK COMMISSION 

FAIR WORK ACT 2009 

 

Application to vary the Social, Community, Home Care and Disability Services 

Industry Award 

 

Matter No: AM2021/65 

 
 

SUPPLEMENTARY STATEMENT OF SALLY FOX 
 

 

I, Sally Joy Fox of  state as follows: 

A. Personal Information 

1. I am  years old and was born in . 

2. I am employed full-time as an Extended Care Assistant (ECA) by Huon 

Regional Care at the Tasman Health & Community Service (THCS) located at 

1614 Nubeena Road, Nubeena, 7184, Tasmania. However, my role has 

extended into other areas, which I describe below.  

3. I am also a workplace delegate for HACSU Tasmania. 

4. I have previously provided a statement dated 29 March 2021 in Matter No. 

AM2021/99 in relation to an application to vary the Aged Care Award (First 

Statement). I am aware that HSU has made a further application to vary the 

Social, Community, Home Care and Disability Services Industry Award in 

relation to aged care provided in private homes. In my First Statement I 

described my work, and education and qualifications history. I continue to rely 

on my First Statement and make this short Supplementary Statement to expand 

on my work specifically in home care settings.   

5. This statement is from my own knowledge and belief unless otherwise stated. 

Where statements are not made from my own knowledge, they are made to the 

best of my knowledge, information and belief and I have set out the sources of 

my knowledge, information, and belief.  
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B. Employment History 

6. For most of my working life, I was employed in hospitality and started working 

in the aged care sector after I moved to the Tasman Peninsula in October 2004.  

7. When I made the move to the region in 2004, there were only two industries 

that had consistent employment, those being nursing [or care work] and the 

Port Arthur Historic Site. I had grown tired of hospitality and decided to work in 

an aged care facility for a change of scenery and more predictable employment.  

8. I have now worked in the aged and disability care sector for 17 years with a 

range of different employers.  

9. My first care role was working with Tasman Council. I initially started working 

as a cleaner before moving into the care side of the operation as an Extended 

Care Assistant (ECA) in 2004 when I gained my Certificate III in Aged Care1. I 

also worked in the childcare centre with Tasman Council, but this service 

ceased when Hobart District Nurses took over operation of the facility. 

10. Tasman Council built the facility on the Tasman peninsula.  The facility was 

taken over by Hobart District Nurses (HDN) in about 2009. My employment 

transferred to HDN when this takeover took effect, and in 2016 HRC took over 

from HDN. I left HDN to commence work with the Tasman Branch of Huon 

Regional Care.  

11. Tasman Council was very different to HDN. Tasman Council offered a lot more 

services to clients, including physiotherapy, better social outreach programs, 

podiatry, and social workers available to residents. When HDN took over in 

2009, most of these additional services were withdrawn.  

12. As the community got bigger on the Tasman Peninsula and my employer began 

offering homecare services, I started working in the community.  Since 

commencing with THCS, I’ve started doing more administration work, I do 

community work one day a week and leisure and lifestyle one day a fortnight. 

 
1 See my first statement pp 14 
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C. Training and Qualifications History 

13. I hold qualifications across many fields2, which I have detailed in my First 

Statement. 

14. While my current and previous employers have paid for some of my training, I 

have often had to pay for training myself without paid study time. This means 

that I have had to upskill and gain qualifications outside of paid work time and 

at my own cost3. Keeping up to date with study, while working full-time, has 

often been difficult.  

D. Current Employment 

15. I have previously described the services provided by THCS in my First 

Statement4. 

16. I have previously described my employment history at the THCS in my First 

Statement5, and my current employment with THCS6. 

17. While I was initially employed as an ECA, my role has become more diverse, 

and I now work across several different roles.  

18. Because of this, my fortnightly duties are inconsistent and varied. I could start 

a week working in administration then end up in the kitchen, working with aged 

care residents or working in community care. This fortnight, I’ll be working 

across admin, leisure, community care, cooking and on the floor as an ECA  

19. I have described my work in administration/reception in my First Statement7, 

my work as an ECA8, and my work in leisure and lifestyle9. 

20. Attached to this Statement and marked SF-01 is a copy of one of my recent 

rosters. 

 
2 [14-22] 
3 [14-22] & [162] 
4 [5-13]  
5 [23-32] 
6 [33-40] 
7 [41-44] 
8 [70-114] 
9 [115-144] 
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E. In Home Care 

21. I have described the work I undertake when performing community shifts 

providing in home care to aged people in the community10. In my First 

Statement11 I describe some of the things I need to consider, watch for and 

document when providing seemingly simple care for a resident. The same skills, 

observations and reporting occurs when assisting a client in the community. 

The only difference is that I am on my own, and I report any concerns or 

changes to the coordinator and/or record it in the client notes. 

22. Even when I am undertaking domestic duties, I will be taking account of the 

client and their house. Some clients can be quite rude and demanding, changes 

in their behaviour towards others can be an indication they are unwell or not 

managing, and they can be scared they won’t be able to stay at home. 

23. With many more people staying at home for longer the cleaning workload has 

increased a lot. Even when I’m working a personal care shift, there is a need to 

undertake cleaning, not just making the bed and cleaning the bathroom after 

use, but general cleaning because the client cannot manage it. 

24. Residents are not admitted into residential homes now until they are very high 

care, in fact I think all the residents currently at THCS have some level of 

dementia. Because they’re not being admitted into homes till later, clients are 

receiving care in the community till they’re very frail and nearly at end of life.  

25. One of clients I was seeing until recently when she passed away following a fall 

at her son’s house, had emphysema, smoked continuously, was a high falls 

risk, rarely ate and had a vermin infested house. She required care daily. She 

loved to talk but didn’t like taking a shower and I often gave her a sponge bath 

instead. Her washing was done for her as was all her domestic and personal 

care. We checked she’d taken her medication and was eating the food prepared 

for her. Everything needed to be checked because she forgot. 

26. It was difficult to provide what she needed physically, because what she really 

wanted to socialise – and for someone to get her more smokes.  

 
10 [45-69] 
11 [81-96] 
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27. I currently work with an in-home community care client who has very advanced 

needs. M is middle-aged and has severe autism. On a regular day with him, I 

pick him up from his home and spend the day at the beach, at the park, or 

getting a meal at different venues from the Tasman Peninsula to Hobart which 

is 2 hours away. He loves his food and I encourage a vast range and style of 

food and environment 

28. After some social activity, we often go back to the community office and watch 

television or a movie. 

29. I must be very vigilant when working with M because he is unable to verbalise 

when he is hungry or needs to use the bathroom. I must pick up on subtle 

physical cues and be aware of his emotional disposition to work out what he 

needs.  

30. Occasionally, he is unable to feed himself and I must be especially careful to 

ensure that he is comfortable, clean and there is not the chance of choking on 

food.  

31. When working with M, I must be quick to respond to triggers and this can be 

challenging because I work on my own. 

32. I work with M from 10am-4pm and it can be exhausting to have to remain so 

switched on over 6 hour periods This is especially the case, when I am working 

with him in a very public space. M doesn’t understand environmental triggers 

such as removing jackets and jumpers on hot days, I have to encourage him to 

remove excess clothing to suit the weather. I need to wipe his face and hands 

after meals as he can be messy with certain foods 

33. One of the difficult aspects of working with M is that I must constantly remind 

him to go to the toilet. It can be difficult to manage his needs when you are 

driving or organising a meal or activity. The toileting is probably the most difficult 

part of the job because he is largely non-verbal and has obsessive compulsive 

disorder. 

34. It can be difficult to manage his emotional state when he is experiencing an 

issue related to his OCD. M will not allow the car to move unless the car window 

is open. He doesn’t feel comfortable with the car starting unless the window is 
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down even when the wind is cold, or it is raining. When driving behind other 

vehicles M grabs the dashboard while I’m driving which sometimes scares me. 

If we are in the city, M will not take the lifts as he is frightened of the enclosed 

space and we have to use the stairs this is time consuming because he is not 

that steady on his feet. 

35. In my First Statement12, I mentioned that I often facilitate leisure activities for in 

home clients. I am constantly on the lookout for new experiences for M so that 

he gets stimulation and I try and take him out of his comfort zone to help him 

socialise. His mum is 80 years old and eventually M will need to go into a group 

home. This is one of the reasons we push boundaries for him.  

36. I have taken M to many venues over the last 3 years which is a challenge as 

finding the right activity that are age appropriate for him can be challenging as 

he is a large man, but his activities must be at an age appropriate level for his 

intellectual capacity. He behaves more like a young boy; he is still playing with 

trucks and enjoys activities that are at a young age group. Which can be 

confronting for others.  

37. It’s the little things we take for granted that have to be put in place for M, trying 

to get him to make food choices and drink decisions can be a long process and 

patience is of the utmost importance. If he decides to focus on something, he 

will obsess over it for weeks and months sometimes. eg: Dire Straits every 

conversation repeated over and over again till his Mum was so beside herself 

she asked for my help to distract him which eventually happened, but it took a 

lot of time and patience. 

F. Changes to my work over time 

38. Working in aged care has become significantly more challenging since I began 

working in the industry 17 years ago. Some of the major challenges that I face 

on a day-to-day basis are issues of workload and complex client needs, which 

I have outlined in my First Statement13 in relation to aged care provided in 

residential facilities.  

 
12 [54] 
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39. These changes also apply to clients being cared for at home. The client I refer 

to above in p 25-26 would have already been in residential facility in the past. 

But because she remains able to get around her house and do the bare 

minimum for herself then she has stayed at home. 

40. When I first started in the industry, qualification requirements were much more 

relaxed. I did need a certificate to provide residential care and shower clients, 

but not for homecare whereas now, all carers including home carers are 

required to have a Certificate III.  

41. The new packages that are available to clients have expanded the services that 

my employer provides. Carers spend more time taking clients to appointments 

and driving to undertake administrative tasks for the client. Home Care, Social 

support, maintenance, and gardening have become much more utilised in 

recent years.  

42. The clients we deal with require much more support and care than when I first 

started in home care and aged care. The home care client pool is becoming 

much broader as people with complex needs remain in their homes. 

43. The workload has exploded because of this. Some colleagues must attend up 

to 5 or 6 clients a day. The requirement to attend to such a vast client base, 

combined with travel, make the expectations on workers much greater. 

44. I’ve regularly seen clients who have not been allocated enough funding in their 

packages. The lower packages, level 1 in particular, do not provide enough 

funding to meet the hours of support needed by the clients. The number of new 

packages has made this easier and the main issue for clients is waiting to be 

approved or getting access to a higher level package. 

45. The time it takes to get funding is exacerbated by our location. We are about 2 

hours’ drive from Hobart, which is where all the aged care assessors work. It 

means people’s needs aren’t assessed when they change, but when the 

assessors come down to the peninsula. Additionally, an aged person is 

assessed several times.  
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46. First, a client is assessed to see if they are eligible for an aged care package. 

Then the assessor determines if they are to be allocated a package or if they 

have to wait for a package to be allocated. It they are required to wait then they 

can be given what is called Commonwealth Home service Program (CHSP) 

until a package is allocated.  

47. CHSP allocation can take up to about 2 weeks to put in place and a package, 

up until recently, could take up to 12 months. The time span has been reduced 

to about 6 months now for a home care package.  

48. For residential care the waiting list here can take 12 months or more. If they 

receive a home care package, once its allocated they will then be reassessed 

to determine what they can do with their package to best meet their needs.  

49. When a higher level package, if they require it, becomes available, they will 

have another assessment, again to determine what they can do with the higher 

level package that best meets their needs. When a client is referred for 

reassessment because they require more care, the process starts again. If a 

client doesn’t take the package because they may have improved when it is 

offered, then they will go back to the end of the line and start the whole process 

over 

50. I am sometimes required to manage very complex issues that I feel I have not 

been trained to deal with. I have recently had dealings with a client who I 

suspected was the victim of financial and elder abuse.  

51. I went to the client’s home and there was dispute going on between the client 

and his son. The client’s son was drunk, raucous, and threatening violence. The 

client’s son yelled at me to get out of the house and was so overtly aggressive 

that I had to leave. The police had to be involved because I was 45 minutes 

away from my work site and had no support. 

52. While I understand that this person was an alcoholic, this situation made me 

feel uncomfortable and I was unsure how to deal with it. 

53. I feel like there is not enough support for people who suffer from elder abuse. 

Clients are told that they will be supported in these situations, but I am not 
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properly qualified to handle those situations and I’m not sure how, or if, home 

care providers address such issues when they are reported. 

54. Despite these obstacles, I really like community work. The work in community 

allows you to work with a client and develop a relationship with the client. When 

you’re working in community, you’re the one who is responsible for the quality 

of your work as there is no supervision, you work on your own. It’s rewarding 

when you see that the work you’ve done on a particular shift has had positive 

results.  

G. Reporting and Record Keeping 

55. We have an App on our phones called ‘Telstra Help’, where information can be 

logged, or a phone call can be made to the coordinator about anything that has 

presented in the course of a shift that must be reported. This App also used to 

track employee performance, travel and anything related to the speed in which 

they are completing a job. The App was introduced in about the last 12 months. 

56. When reporting through this app, I often make a recommendation if a client 

requires additional time for servicing. I usually tell my coordinator in addition to 

putting that through the App. When I finish for the day and arrive home, I write 

an email to coordinator, so the matter is properly documented. All the major 

notes are done in our own time. 

57. Because I only work one day a week in the Community, the administrative work 

I have to do is not that bad.  However, if I were working full-time with home-care 

clients, I would find the administrative work a burden. 

58. In previous years, we had to fill in lots of documentation. We used to get 30 

minutes a fortnight to do paperwork and fill in notes about clients but now we 

can’t fit that into our current rostered time.  The removal of paid time has made 

getting this done really difficult.  I am rarely followed up about any of my notes 

about clients.   
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H. Financial Circumstances 

59. I explained why I do my job and my financial circumstances in my First 

Statement14. 

60. I am seeing colleagues leave the industry and others seriously consider leaving 

the industry.  The remuneration in not equal to the work that is being done.  

61. I regularly have conversations with other employees who are reaching a 

breaking point due to the stress of the job. This leads to breakdowns in 

workplace culture and has a huge effect on people’s mental health. My best 

estimate, based on talking to co-workers, is that up to 85% of the workforce 

have considered leaving or are actively thinking about leaving.  

62. THCS operates in a rural or regional area where jobs are hard to come by. A 

lot of employees who live in this area do not have the option to resign and start 

working in Hobart which is nearly two hours’ drive away. If the work continues 

to grow in difficulty and the remuneration stays so low, it will eventually hit a 

point where people will not continue to make concessions and will just do 

something else.  

63. I have considered leaving the industry because things seem to be getting worse 

rather than better. The disrespect shown to us as workers is getting worse. I 

have talked about in the residential facility in my First Statement15. The work in 

community is getting harder with even less support and less time, because the 

needs of the clients increase as they stay at home a lot longer. The clients need 

more and expect more, and their behaviour towards me as an ECA can 

sometimes be awful.  Although I’m dedicated and care about my colleagues 

and the residents, it is becoming harder and harder to do the work.  

64. I’m really disappointed in the way this industry has changed recently. Providers 

say they are there for the residents and want to provide the highest standard of 

care, but the royal commission has exposed that as not likely to be true.  

65. During my career in the industry, I have seen many services cut and workers 

marginalised for speaking out about issues. Every day you turn up and the work 
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seems to get harder and there are less resources available to allow us to do 

our jobs well.  

66. I am employed as a ‘Tasman ECA’ Employee Level 3, permanent part-time 

[although I work 76 hours per fortnight] under the Huon Regional Care General 

Staff Enterprise Agreement 2019 and am paid $26.5439 per hour.  

67. Attached to this statement and marked SF-02 is a copy the Huon Regional Care 

General Staff Enterprise Agreement 2019. 

 

 

Signed:  

 

 

Date:  28 October 2021  
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Fair Work Act 2009 
s.185—Enterprise agreement

Huon Regional Care Limited 
(AG2020/1758)

HUON REGIONAL CARE GENERAL STAFF ENTERPRISE 

AGREEMENT 2019

Aged care industry

DEPUTY PRESIDENT YOUNG MELBOURNE, 11 AUGUST 2020

Application for approval of the Huon Regional Care General Staff Enterprise Agreement 
2019.

[1] Huon Regional Care Limited (the Employer) has made an application for approval of 
an enterprise agreement known as the Huon Regional Care General Staff Enterprise 
Agreement 2019 (the Agreement) pursuant to s 185 of the Fair Work Act 2009 (the Act). The 
Agreement is a single-enterprise agreement.

[2] The Employer has provided written undertakings. A copy of the undertakings is 
attached at Annexure A. I am satisfied that the undertakings will not cause financial detriment 
to any employee covered by the Agreement and the undertakings will not result in substantial 
changes to the Agreement. The undertakings are taken to be a term of the Agreement.

[3] Subject to the undertakings referred to above, and on the basis of the material 
contained in the application, the accompanying statutory declaration and the additional 
information provided by the Employer, I am satisfied that each of the requirements of ss 186, 
187, 188 and 190 as are relevant to this application for approval have been met. 

[4] The Health Services Union of Australia and the Australian Nursing and Midwifery 
Federation, being bargaining representatives for the Agreement, have given notice under s 
183 of the Act that they seek to be covered by the Agreement. In accordance with s 201(2) 
and based on the statutory declarations provided by the organisations, I note that the 
Agreement covers the organisations.

[2020] FWCA 4217

DECISION

1311125
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[5] The Agreement was approved on 11 August 2020 and, in accordance with s 54, will 
operate from 18 August 2020. The nominal expiry date of the Agreement is 30 June 2022.

DEPUTY PRESIDENT

Printed by authority of the Commonwealth Government Printer

<AE508710  PR721735>
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Annexure A
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Filed on behalf of Health Services Union 

Address Suite 46/ 255 Drummond St CARLTON Vic 3053 

Filed by Leigh Svendsen, Senior Industrial and Compliance Officer 

Email leighs@hsu.net.au  Phone 0418 538 989 

 

IN THE FAIR WORK COMMISSION 

FAIR WORK ACT 2009 

 

Application to vary the Social, Community, Home Care and Disability Services 

Industry Award 

 

Matter No: AM2021/65 

 
 

STATEMENT OF MAREA PHILLIPS 
 

 

I, Marea Phillips of  state as follows: 

A. Personal Information 

1. I am  years old.  I was born in . 

2. I was employed by South-East Community Care (SECC), a Home Care 

company based in Sorell, Tasmania.  

3. I am employed in a permanent part-time capacity as a community support 

worker and have been working with SECC since 2017. Attached to this 

statement and marked MP-01 is a copy of my engagement letter.  

4. The terms of my engagement did not provide for agreed minimum hours of work 

and I estimate I worked on average 58-60 hours per fortnight. 

5. SECC works across aged care, disability and palliative care and is a large 

organisation compared to other Tasmanian providers  

6. This statement is from my own knowledge and belief unless otherwise stated. 

Where statements are not made from my own knowledge, they are made to the 

best of my knowledge, information and belief and I have set out the sources of 

my knowledge, information, and belief.  
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B. Employment History 

7. I have been employed in the aged care sector for 14 years. In these 14 years, 

I’ve worked with other employers including Independent Healthcare for nine 

years. I worked with Senior Helpers South at the same time as I worked with 

SECC. I am still listed on their books but haven’t done any work with them for 

a while. 

8. I worked for a little while with Guardian Network but didn’t like the way they 

operated and left them after only a few months. 

9. Until sometime in 2018 I have always worked two jobs while working in home 

care and have always been based around Hobart. I stopped doing this about 

12 months after starting at SECC. SECC said they couldn’t give me more work 

because of the hours I worked with another employer, and they wanted me to 

be ‘more available’ so I could work additional hours for them. 

10. I started working in the industry because of my experience with my family when 

I was younger.  My  both had dementia when I was growing up 

and this gave me a great deal of understanding about care generally and 

sparked my interest in the industry. This experience made me realise I had a 

skill for it, and I thought the work would have variety and flexibility. 

C. Qualification and Training  

11. While employed, I gained several qualifications. I attained a Certificate III in 

Home and Community Care, as well as the Medication Skill Set which means I 

can assist clients to take their medication. When I started working for SECC, I 

was one of the few employees who had done the skill set. The medication skill 

set requires that I undertake a refresher every 12 months. 

12. I did a Certificate II in Home and Community Care while I was working at 

Independent Healthcare in Moonah in about 2007 and worked doing cleaning 

and domestic work. I then received training on the job while I got my Certificate 

III. This was practical training with practising medical professionals showing 

trainees how to do the work, including manual handling.  
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13. Those qualifications and experience are important to provide proper care to 

clients.  One time when I was at Independent Healthcare, I was called to help 

another carer because she wasn’t able to get her client out of her chair to have 

a shower. The carer hadn’t recognised that the woman was having a stroke 

because she didn’t know the symptoms. She hadn’t called an ambulance.  I 

was able to identify what was happening to the client and the steps that needed 

to be taken.  

14. The work is complex, the clients are often frail and unwell, and carers need to 

know what to look out for, when to get urgent help, and what to report. 

Qualifications are essential to perform the work safely for the worker and the 

client.  If you have an unqualified or inexperienced worker who is not able to 

deal with the client, then there’s a serious risk of injury to both the worker and 

the clients.  Lack of qualifications, skills and/or experience can lead to 

problems.  

15. Inexperience can also mean the carer will not understand complex directions 

about the needs of clients before starting a shift.   

D. Work 

16. I worked in my previous role at Independent Healthcare for 9 years before 

commencing my current role. I commenced working with Independent 

Healthcare as a domestic cleaner until I had finished my Certificate II in Home 

and Community Care as a carer and then I became a Home Care Assistant. 

My job as a Home Care Assistant consisted of similar duties to my current role. 

at SECC, but we are called community support workers.  

17. In my Current role at SECC, the average day can be really varied. I have a 

group of approximately 10 clients who I regularly work with across the span of 

a week. My morning is usually spent with clients at their homes and who I help 

to shower, dress, feed and ensure they take their medication.  My day can 

include 

a. Domestic duties like cleaning and laundry. 

b. Cooking and meal preparation. 

c. Taking the client out shopping. 
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d. Socialising and talking to the client. 

e. Taking the client to medical or personal appointments.  

f. Doing exercises that are part of the care plan with the client, eg: sit 

ups/walk to end of drive/road. 

g. Helping clients setting up their home so they can do things alone. 

18. Providing home care is a big responsibility; you are there on your own. You 

need to be confident and comfortable, if you make a mistake on paper, you can 

rub it out but not when you’re dealing with people. 

19. All these duties require me to be very aware of a client’s needs and there is 

rarely a chance to stop and collect my thoughts. I enjoy the work. I like to help 

resolve problems with clients and if the clients are happy the work is more 

enjoyable.  

20. In the disability and aged care sector, mobility issues have become much more 

advanced. People are staying in their homes much longer and the physical 

limitations of clients are greater than when I first started. Some clients struggle 

with things like opening jars or opening car doors and clients are much less 

able to do simple tasks that most of us take for granted. I always encourage 

clients to move around, walk and keep their muscles in use. 

21. I deal with clients who struggle with memory loss and often deal with clients 

who forget that I am caring for them or in their presence.  This makes the role 

difficult, and I find the situation sad.  While clients are generally friendly and 

polite, it can be quite difficult to deal with serious dementia and people forgetting 

who I am while working with them. This is especially the case when a client with 

advanced dementia experiences an episode of this in public. I’ve been 

shopping with several clients who have become confused and insist they’ve 

already paid or believe they haven’t received the correct change. At this point 

a client with advanced dementia can become very abusive towards the retail 

worker. This is hard for everyone.  

22. It can be complex and time consuming when clients have dementia and I have 

to convince them to shower and get dressed. I have found that this takes a lot 

of skill, negotiating and convincing. Many people would struggle to do this if 

they were put in the position of a carer.   
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23. For clients who have dementia, medication often has to be kept in a lockbox to 

prevent the client using too much of a medication. Some clients with dementia 

attempt to access the lockbox without notifying the carer and this can be 

dangerous. I have even had a client who gained the code to the lockbox, this 

was stressful and dangerous. A locked box is used to ensure a client’s safety, 

because the client could forget how much of the medication they had taking too 

much or too little.  

24. When I assist with a shower it means the first question I usually ask when I 

arrive is ‘have you had your medications’ then I ask how they’re feeling, how 

they slept, and if they’re tired. I need to know how they are as I get ready. I set 

up the bathroom, towels, heater, clothes, and everything else I need to use so 

they are ready before I find out if they can shower themselves. This may be 

different for the same client on different days. If they can shower themselves, I 

leave the door to the bathroom open and make the bed, tidy up close by, 

checking that nothing in the house has changed since my last visit as this might 

indicate something bad happened. I check whether they’ve washed their hair, 

need help washing their back, that sort of thing, then help them to dry and dress. 

I always leave them with a drink at least, ensure they’ve had breakfast or get it 

if they need help, and if it’s hot, make sure there’s a jug of water in the fridge. I 

take out any rubbish and do a quick tidy generally.   

25. One elderly client, a 70 year old man I looked after took about an hour to 

shower. He was suffering from dementia and had a catheter. I’d cared for his 

wife before she died so knew him from then. His memory had deteriorated, and 

it was probably worse since he now lived alone. He was bleeding from around 

his catheter, and I had to provide catheter care as well. He had been in hospital 

because of the bleeding and had been sent home because it was now ‘fixed’. 

But with his memory he had to be talked through every step of a shower, drying, 

dressing and eating. He was a bit shaky on his feet and had a walker, which he 

kept forgetting.  
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26. I had another client with dementia who lived with his wife and was becoming 

vengeful and lashing out. I had previously told the coordinator that the client 

had deteriorated and now required two to provide his care, but even with two 

workers present both needed to be experienced and skilled for us to manage 

the client well.  

27. On one occasion the client started throwing himself around and kicking and 

yahooing. I asked my colleague to hold the client while I turned on the shower. 

The client grabbed me on the arm and threw me across the bathroom. He was 

incredibly violent. My  was injured as a result of this incident. I was so sore 

and sorry the next day. We had to leave the client at the time because he was 

so angry while we were there, so we had to leave his wife to calm him down. 

This client was eventually moved into a residential facility, but I was shocked 

that it had reached the stage where the client was so uncontrollable and violent 

before that occurred.  

28. I have dealt with clients experiencing loneliness and abandonment from their 

family.  I’ve had many clients who have struggled with loneliness and lack of 

social connection. Dealing with complex clients can be difficult but I feel like I’m 

good at this.  

29. A client who recently passed away did not have any family in their lives and 

was wholly reliant on the support workers and my colleagues. When the client 

died, the family did not claim the body. The client’s body sat in the morgue for 

several months and was not collected. It upset me deeply, and broke my heart, 

that this lovely client did not have anyone in her life other than us. The client 

and I had developed a bond while working together as I used to take her out for 

Chinese meals.   

30. When I started working with her, I was just doing meal preparation. Meal 

preparation in that case included shopping, preparing and cooking meals for 

her. She was suffering from dementia and had been accusing her family of 

stealing money and her things. When she was finally taken to hospital it was 

discovered that she had cancer. She had complained that her legs were aching, 

but as she also claimed wild things like someone came through the roof and 

stole the BBQ chips, so her complaints weren’t taken seriously. She liked 
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having me around because I didn’t try and tell her she was wrong or had 

imagined it. The coordinator was great with her, but others didn’t understand 

her condition and would argue about reality. She had no family support only the 

workers. After she died her niece had everything loaded up and taken to the 

tip. I was really upset because she was a lovely lady. 

31. That client’s situation affected me more than many other confronting things 

about the job. I have seen clients die in the shower and have walked in on dead 

clients in bed. But knowing her family did not care for that client was the hardest 

thing I’d had to deal with in my employment. This affected me, but it made me 

realise the importance of my work and the importance of caring for clients the 

way I would like to be cared for or as if they were family. 

32. Another difficult aspect of the job is dealing with medical episodes such as 

strokes and cardiac arrests. I have seen clients suffer strokes in the shower or 

collapse in their lounge room and it can be really anxiety inducing. It can be full 

on to see a client suffer from such an incident or an episode while you’re 

responsible for them. Undertaking first aid on someone who is dying is a reality 

check. It’s mentally draining, and you constantly monitor the client for changes 

and make sure they’re okay.  

33. With people staying in their homes longer, clients are becoming more 

demanding. Some clients are non-verbal, and some people are completely 

unable to look after themselves.  

34. I have noticed more clients with catheter bags and complex physical disabilities 

like cerebral palsy. As I move through the industry, I am finding it harder to deal 

with the increased expectations on workers and the difficult situations we 

encounter. I believe that a lot of the clients with SECC should not be in their 

homes because they are unable to do anything themselves or verbally 

communicate with anyone.  

35. My oldest client was 100 and still at home, at the time she could get around the 

supermarket quicker than I could. She was still doing the gardening. She would 

only let me take her shopping, she’d never let me do anything else, stating that 

she needed to keep doing things for herself.  
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E. Work Environment 

36. I am very aware of workplace hazards. I regularly deal with steep staircases 

and properties that are not well maintained. Clients are not able to maintain 

properties themselves and this can create obvious workplace hazards. I 

sometimes have to deal with pets who are not restrained, and this makes my 

job difficult but often times a client does not believe their pet will be an issue.  

37. You have to be careful with how you approach a client with these types of 

issues. If you take issue with the way that a client’s home is presented, then 

that can cause friction between the client and the worker. You must remember 

that this has been someone’s home for decades, and you have to deal with this 

conflict in a considered way. 

38. What makes this worse is that I am required to multitask while I’m working in a 

client’s home. I have always found that I can get things done in a reasonable 

time because I multi-task and I’m capable at the job.  The clients really do 

appreciate that I’m eager to get work done and make sure the client is satisfied.  

It suits me to be busy. 

39. Another hazardous part of the job that I deal with is the long travel time. In a 

single day, I can travel from Opossum Bay to Taroona to Sorrell. Opossum Bay 

is about 52 kilometres and nearly an hour’s drive from Taroona, and Sorrell is 

about 35 kilometres and nearly 50 minutes’ drive back past the turn off to 

Opossum Bay. This is a long time to be on the road and can be exhausting.  

40. Client’s homes are not ideal for undertaking the work which we are required to 

perform as they are often laden with obstacle and poorly kempt. When I notice 

obstacles in a client’s home or the absence of a piece of equipment that would 

improve their situation, I am always keen to report this to my employer to ensure 

things are fitted in the home that allow me to do my job and ensures the client 

can receive the best care possible.  

811216



 

AM2021-65 HSU Witness PHILLIPS M   

F. Coronavirus Changes 

41. I worked through the worst of the coronavirus pandemic in early 2020. The 

biggest change I noticed was how anxious clients were through this period. I 

dealt with a client who was very stressed and scared because care workers 

could not source certain items at the supermarkets because of the panic buying 

that affected the region.  

42. It’s very stressful for a client to be at home and only hear of the outside world 

from a care worker. There was added hygiene requirements during this time, 

and I found this added stress to the workload. I always wear gloves on the job. 

Masks were not provided by work, but I had my own and used them. I also used 

my own hand sanitiser, and if clients didn’t have any left, I’d leave them a new 

bottle. When a carer visited a client during early 2020, clients became very 

anxious that we were not washing our hands properly. 

43. Any time there is an outbreak, we are required to increase our infection control 

procedures and check on our clients. No extra time is allocated, it is just part of 

the care or domestic shift already booked. During the first outbreak we ran out 

of gloves and sanitiser, and there was a shortage of masks. This didn’t affect 

me, but that is only because I carry my own gear.  

G. Reporting and Care 

44. Reporting requirements have increased massively in recent years, especially 

since I started with SECC.  After I visit a client, I need to report how the client 

is and whether I’ve done everything that’s been requested of me. I must report 

whether they’re confused, unhappy, whether they’ve used any medication and 

anything to do with their physical state like skin condition or bruising. These are 

added to the progress notes that are kept at the client’s home. These daily 

reports [progress notes] have not really changed since I started. It’s just 

reporting everything you’ve done for the client, and the client signs report [proof 

of service] that you’ve done everything in the care plan.  

45. A recent reporting incident occurred because a client had fallen into a rosebush 

– this sort of fall is not terribly uncommon. When something like this happens, 

whether it happens while you are there or before you arrive and you find them 
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like that – you have to complete an incident form. The first part of the form is 

just a double sided page, with many tick boxes. All the details are additional 

and reported in full. I don’t usually have time to do the full report till the end of 

the day, when I would complete a full report, scan it and send it through to the 

coordinator. If anything needs to be done immediately, such as calling an 

ambulance, I attend to that. If the client needs further care that day or needs a 

visit from their GP or a nurse, I call the coordinator either before I leave the 

house or in the car on my way to the next client. I always call the coordinator to 

tell them there has been an incident and they will get the full report when I get 

home.  

46. On one occasion, during winter, I arrived at a client’s home and both she and 

the house were freezing. There was no heating at all in the house. After 

wrapping her in some warmer blankets I contacted the co-ordinator to ensure 

that something was urgently done. She is a lovely lady who has dementia and 

doesn’t remember much. This required an incident report as well, but other than 

progress notes I didn’t do any of the report until after work. The coordinator 

arranged for urgent repairs, it turned out the heat pump was broken, but a report 

needed to be done because there was an ongoing risk to the client if it hadn’t 

been fixed urgently. Almost every client I have worked with while at SECC has 

required me to report something. This could cover anything from client’s 

individual complaints to workplace hazards to issue with medication. I will make 

sure to report everything that could impact the clients or service delivery.  

47. I also cared for a sweet little lady in Sorell who was diabetic. The skin on legs 

was almost black when I first started caring for her. They were using a 

moisturiser that was full of alcohol and so her skin was breaking apart. Diabetics 

often suffer from poor circulation in their legs and feet and extra care needs to 

be taken. I suggested to her family that they a change to QV moisturiser and 

wash. This was reported in her notes and an incident report filed later.   

48. I consider a client’s case manager to be the best port of call for information 

about the client. Each client has a case manager and I have a good relationship 

with most of the case managers because they care about the client.  I don’t get 

much information about a client before working with them, only what’s written 
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on a form. I usually talk to other workers who have dealt with a particular client 

but once you are one-on-one with a client you focus on getting things done for 

the client. This can be difficult because when a client has complex needs, it 

requires you to have a good instinct about how to deal with difficult people 

problems. Dealing with a client’s family can be difficult because they have no 

experience in care but very high expectations of care to be provided by myself 

and other colleagues. 

49. The requirements around providing medication to clients have increased 

significantly. I am tasked with having to return and account for every piece of 

medication ensuring that it is all is signed-off on and accounted for. In this day 

and age there is such a proliferation of drug abuse and misuse and regulations 

have become much stricter around things like codeine.  I recently dealt with a 

client with severe Parkinson’s Disease. This client was partially blind and 

needed medication. This client was not getting his medication on a regular basis 

because other employees were failing to ensure this client was receiving this 

medication.  

H. Earnings and Budget 

50. If I had the option, I would work more hours. I always want to be busy and want 

to be doing work. This is partly because I need the money but it’s more about 

being busy and doing the job I enjoy.   

51. I am classified as a Community Support Worker Level 3.3 and am paid $25.26 

since out last rise in July. Attached to this Statement and marked MP-02 is a 

copy of the South Eastern Community Care Community and Disability Support 

Workers Enterprise Agreement 2020. 

52. There is a massive turnover of staff at SECC. Some people leave because the 

company doesn’t respect the workers, others because of the work. From my 

induction group of 15 at the start of my employment, I think I’m the only one left.  
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53. Most people move to a different employer rather than out of the sector. I think 

this is because of the difficult hours and rostering and the low wage issues.  The 

work can be really difficult and if workers aren’t treated correctly, it’s very hard 

to keep a good relationship with the company because clients can be complex, 

and the work is gruelling.  

54. I feel the biggest change in the industry is that people lack the attention to detail 

which seems to be because workers are rushed most of the time.  People who 

have been in the industry for longer are more detailed and professional in their 

work. The low pay in the industry makes employees more transient and less 

detailed in the work they are performing. The stress and time constraints 

associated with the job means that many carers do not have time to read care 

plans and prepare for a shift.  

55. This flows onto clients not being showered and not being provided with the 

correct care. Workers are not willing to have the conversation and convince 

someone to shower because they are so time poor. The stress associated with 

the job and low pay means that workers are less detailed in the work they can 

perform. They are simply not getting enough time to do high quality work.  

I. Work Value 

56. I think expectations on workers have increased. Because carers must be 

qualified, they are expected to know so much when they commence 

employment. This has led to less peer-to-peer learning and people are not 

given the time to learn on the job. Employers have higher expectations and 

demand that work be completed in the allotted times.  

57. I’m often required to interact with family members, and this has never been a 

problem except for one time where I witnessed elder abuse at someone’s 

home. In this situation, a family member was berating their elderly mother with 

dementia. I had to insist that this family leave the premises. 

58. The job has undoubtedly gotten harder since I first started. I imagine starting in 

the industry now would be very overwhelming. Being out on your own working 

with a client with complex social and physical needs can be incredible 

emotionally and physically taxing.  
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Private and Confidential 

9 June 17 
 
 
Marea Phillips 

 
 

 
 

 

Dear Marea 

 

LETTER OF ENGAGEMENT – Community Support Worker Permanent Part time 

 

I am pleased to offer you employment in the position of Community Support Worker at South Eastern 

Community Care (‘the employer’) on the terms and conditions set out in this letter. 

 

1. Position 

1.1 Your start date will be 31 May 2017 

 1.2 Your employment will be Permanent Part time 

1.3 The duties of this position are set out in the position description. You will be required to perform 

these duties, and any other duties the employer may assign to you, having regard to your skills, 

training and experience. 

1.4 You will be required to perform your duties in client’s homes in the community or elsewhere as 

reasonably directed by the employer. 

1.5   Your position reports to the Health Services Manager. 

1.6 This position is subject to ongoing funding.    

 

2. Probation  

 

2.1 A probation period will apply for the first three months of your employment. During this time we 

will assess your progress and performance in the position.  

 

2.2 During the probation period you or the employer may end your employment by providing notice in 

accordance with the table in clause 8.1 below. 
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3. Terms and conditions of employment 

 

3.1 Unless more generous provisions are provided in this letter, the terms and conditions of your 

employment will be those set out in the South Eastern Community Care Support Workers 

Enterprise Agreement 2013 and applicable legislation. This includes, but is not limited to, the 

National Employment Standards in the Fair Work Act 2009. Neither the South Eastern 

Community Care Support Worker’s Enterprise Agreement 2013 nor any applicable legislation are 

incorporated into your contract of employment.  

3.2 Terms and conditions will also apply to your employment as per the required commencement 

forms contained in the Orientation Pack. 

 

4. Ordinary hours of work 

4.1 Your ordinary hours of work will be determined by Program Coordinators as per the above 

Enterprise Agreement. Some relief, evening and weekend work may be required.  Rostered shifts 

and any additional hours will be by negotiation.  There is no guarantee of regular set hours per 

week, as work is dependent on client need and budgeted hours available.  .  

 
 

5. Remuneration  

5.1 You will be paid fortnightly as a Level 3 Grade 3 at the rate of $21.88 per hour with an 

additional loading for Medication Endorsement  

5.2 The employer will also make superannuation payments on your behalf in accordance with the 

Superannuation Guarantee (Administration) Act 1992 to the Superannuation Fund of your choice, 

if your ordinary time earnings are over $450.00 per calendar month.  You may make personal 

contributions to the Superannuation fund by arranging deductions from your salary. 

 

5.3 Your remuneration will be reviewed annually and may be increased at the employer’s discretion.  

 

6. Leave (Permanent Staff) 

6.1 You are entitled to leave (e.g. annual leave, personal leave, carers leave, compassionate leave, 

parental leave, community service leave and long service leave) in accordance with the South 

Eastern Community Care Support Workers Agreement 2013 and the National Employment 

Standards.  This leave can only be taken after consultation and agreement with the Coordinator 

and/or Health Services Manager.   

       If you are sick and unable to attend your clients on any rostered day, you are required to contact 

the Rostering Office or Department Manager as soon as possible so that alternative arrangements 

can be made. 

7. Your obligations to the employer 

7.1 You will be required to: 

(a)  Perform all duties to the best of your ability at all times; 

(b) Use your best endeavors to promote and protect the interests of the employer; and 
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(c) Follow all reasonable and lawful directions given to you by the employer, including 

complying with policies and procedures as amended from time to time. These policies and 

procedures are not incorporated into your contract of employment. 

(d) Participate in mandatory in-service staff development meetings and training sessions as and 

when required. 

 

8. Termination of employment 

8.1  Under the South Eastern Community Care Support Workers Enterprise Agreement 2013 the 

employer may terminate your employment at any time by providing you with notice in writing in 

accordance with this table: 

 

Length of continuous service with employer Period of notice 

Not more than 1 year 2 weeks 

More than 1 year but less than 3 years 2 weeks 

More than 3 years but less than 5 years 3 weeks 

More than 5 years 4 weeks 

 

8.2  You are entitled to an additional week’s notice if you are over 45 years old and have completed at 

least 2 years of continuous service with the employer on the day the notice of termination is 

given. 

8.3 If you wish to terminate your employment you are required to provide the employer with prior 

notice in accordance with the table at 8.1 above.  

9. Confidentiality 

 

9.1 By accepting this letter of offer, you acknowledge and agree that you will not, during the course of 

your employment or thereafter, except with the consent of the employer, as required by law or in 

the performance of your duties, use or disclose confidential information relating to the business of 

the employer, including but not limited to client lists, trade secrets, client details and pricing 

structures. You are required to sign and return the enclosed “Deed of Privacy” document. 

10. Entire agreement 

10.1 The terms and conditions referred to in this letter constitute all of the terms and conditions of your 

employment and replace any prior understanding or agreement between you and the employer. 

10.2 The terms and conditions referred to in this letter may only be varied by a written agreement 

signed by both you and the employer. 

If you have any questions about the terms and conditions of employment, please don’t hesitate to 

contact the Health Services Manager on 62691200 

Employees and employers may also seek information about minimum terms and conditions of 

employment from the Fair Work Ombudsman. You can contact them on 13 13 94 or visit their website at 

www.fairwork.gov.au. 
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Congratulations on your appointment to this position, and we look forward to working with you in delivering 

quality services for clients of South Eastern Community Care (SECC). 

To accept this offer of employment please return a signed and dated copy of this letter to The Health 

Services Manager by Wednesday 8 February 2017 

 

Yours sincerely, 

 

 

Annie Correy 

Health Services Manager 

 

 

 

I, _______________________ have read and understood this letter and accept the offer of employment 

from South Eastern Community Care on the terms and conditions set out in the letter. I understand that 

each engagement will constitute a separate contract of employment between us. 

 

Signed: _________________________________________________________________________  Date: _________ / __________ /  __________  

Print name: _______________________________________________________________________________________________________________________  

 

 

PLEASE KEEP A COPY OF THIS LETTER FOR YOUR RECORDS 
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Fair Work Act 2009 
s.185—Enterprise agreement

South Eastern Nursing and Home Care Association Incorporated T/A 

South Eastern Community Care
(AG2021/5157)

SOUTH EASTERN COMMUNITY CARE COMMUNITY AND 

DISABILITY SUPPORT WORKERS ENTERPRISE AGREEMENT 2020

Social, community, home care and disability services

DEPUTY PRESIDENT SAUNDERS NEWCASTLE, 24 JUNE 2021

Application for approval of the South Eastern Community Care Community and Disability 
Support Workers Enterprise Agreement 2020.

[1] An application has been made for approval of an enterprise agreement known as the
South Eastern Community Care Community and Disability Support Workers Enterprise 
Agreement 2020 (Agreement). The application was made pursuant to section 185 of the Fair 
Work Act 2009 (Act). The Agreement is a single enterprise agreement.

[2] The Employer has provided written undertakings (Undertakings). A copy of the 
Undertakings is attached in Annexure A to this decision. I am satisfied that the effect of 
accepting the Undertakings is not likely to: 

(a) cause financial detriment to any employee covered by the Agreement; or

(b) result in substantial changes to the Agreement.

[3] The views of each person who the Fair Work Commission knows is a bargaining 
representative for the Agreement have been sought in relation to the Undertakings.

[4] Pursuant to subsection 190(3) of the Act, I accept the Undertakings. The Undertakings 
are taken to be a term of the Agreement.

[5] Subject to the Undertakings, I am satisfied that each of the requirements of sections 
186, 187, 188 and 190 as are relevant to this application for approval have been met.

[6] The Health Services Union of Australia being a bargaining representative for the 
Agreement, has given notice under section 183 of the Act that it wants the Agreement to 
cover it. In accordance with subsection 201(2) of the Act, I note that the Agreement covers 
the organisation.

[2021] FWCA 3673

DECISION
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[7] The Agreement is approved and, in accordance with section 54 of the Act, will operate 
from 12 July 2021. The nominal expiry date of the Agreement is 31 July 2022.

DEPUTY PRESIDENT

Printed by authority of the Commonwealth Government Printer

<AE511970  PR731058>
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Annexure A
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IN THE FAIR WORK COMMISSION 

 

FWC Matter No.:  

AG2021/5157 

 

Applicant: South Eastern Nursing and Home Care Association Incorporated T/A South 
Eastern Community Care 

 
 
Section 185 – Application for approval of a single enterprise agreement 
 

 
Undertaking – Section 190 

 
I, Helen Pollard, Chief Executive Officer have the authority given to me by South Eastern 
Nursing and Home Care Association Incorporated T/A South Eastern Community Care to give 
the following undertakings with respect to the South Eastern Community Care Community 
and Disability Support Workers Enterprise Agreement 2020 ("the Agreement"): 
 
 

1. clause 34(1) of the Agreement is to be amended as follows: 
 
The ordinary rate of pay for an Employee shall be equal to the minimum rates 

prescribed in Schedule 2, save for any Employee eligible for the Supported Wage 

System. Support Wage System Employees shall be paid the greater of the 

applicable wage in accordance with the Supported Employment Services Award 

2020, or the applicable Supported Wage in accordance with the Social, 

Community, Home Care and Disability Services Award 2010 plus an additional 5% 

applied to the applicable wage. 

 
2. Clause 12(6) is intended to provide for a minimum payment of 1 hour (or time 

worked) in the event that an employee is required to perform work during the 
sleepover period. The employee is then entitled to a further payment of at least 30 
minutes (or time worked) for each subsequent disturbance.  
 

3. The Employer undertakes that in the event of an inconsistency between the terms 
of this Agreement and the National Employment Standards (NES), and the NES 
provides a greater benefit to an employee, the NES provision will apply to the 
extent of the inconsistency.  

 
4. Clause 17 of the Agreement is to be amended as follows: 

 
An employee who is directed by the Employer to perform temporarily the duties of 
a higher classification, shall be paid at the higher rate for the time worked. Provided 
that where the time worked is greater than two hours, the employee shall be paid 
at the higher rate for the whole day or shift. Provided further, that no such higher 
rate payment shall be made where the Employee is undergoing training. 

 
5. Clause 18(1) of the Agreement is to be amended as follows: 

 
Except during the 8 hour period of a sleepover, or with an alternative agreement of 
the Employee and Employer, and Employee is entitled to an unpaid meal break of 
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not less than 30 minutes and not more than 60 minutes after at least five hours of 
work. By agreement between an Employee and the Employer, the taking of a meal 
break can be delayed until the Employee has worked six (6) hours of work. 
Provided that where an employee is required to work during a meal break and 
continuously thereafter, they will be paid overtime for all time worked until the meal 
break is taken. 

 
6. Clause 20(1)(a) shall be amended to provide for overtime payments where the 

Employee returns to work without having had at least ten hours break between 
each day’s work. 
 

7. The Agreement shall be amended to include an additional clause at 20(5) which 
reads: 
 
An employee recalled to work overtime after leaving the employer’s or client’s 
premises and who is required to work for more than four hours will be allowed 20 
minutes for the partaking of a meal and a further 20 minutes after each subsequent 
four hours’ overtime; all such time will be counted as time worked. 
 

8. The Agreement shall be amended to include an additional clause at 39(6) which 
reads: 

 
Where an employer has given notice of termination to an employee, the employee 
must be allowed time off without loss of pay of up to one day for the purpose of 
seeking other employment. The time is to be taken at times that are convenient to 
the employee after consultation with the employer. 

 
9. SECC employees covered by this Enterprise Agreement will not be required by the 

Employer to wear a uniform. 
 

10. Only those Employees who were required to undertake on-call duties prior to 
commencement of this Enterprise Agreement will continue to be required to 
undertake on-call duties under this Enterprise Agreement. 
 

11. Clause 6(3)(f) of the Agreement is to be amended as follows: 
 
Casual employees are entitled to penalty and overtime rates. 

 
12. Calculation of Overtime Rate for Casual Employees 

 
Notwithstanding clause 6(3)(f) of this Agreement, where a casual employee is 
entitled to overtime under this Agreement, the rate of pay which must be paid to 
the casual employee for working overtime must be calculated in accordance with 
the SCHADS Award. 

 
 

13. Schedule 2 – Wage Rates will be amended as follows: 
 
Community Support Worker 
 

Classification  Grade On 
commencement 
of Enterprise 
Agreement   

FFPP on/after 
1 July 2021 
2% 

FFPP on/after 
1 July 2022 
2% 
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Level 1 Grade 1 $21.36 $21.79 $22.22 

 Grade 2 $21.90 $22.34 $22.78 

Level 2 Grade 1 $22.68 $23.13 $23.60 

Level 3 Grade 1 $23.40 $23.87 $24.35 

 Grade 2 $24.10 $24.58 $25.07 

 Grade 3 $24.76 $25.26 $25.76 

Level 4 Grade 1 $26.01 $26.53 $27.06 
 

Social and Community Services Employees 
 

Classification  Grade On 
Commencement 
of Enterprise 
Agreement  

FFPP on/after 
1 July 2021 
2% 

FFP on/after 1 
July 2022 
2% 

Level 5 Grade 1 $28.43 $29.00 $29.58 

 Grade 2 $29.31 $29.90 $30.49 

 Grade 3 $30.20 $30.80 $31.42 

 Grade 4 $31.01 $31.63 $32.26 

Level 6 Grade 1 $31.76 $32.40 $33.04 

 Grade 2 $33.37 $34.04 $34.72 

 Grade 3 $36.63 $37.36 $38.11 

 Grade 4 $38.55 $39.32 $40.11 

Level 7 Grade 1 $36.63 $37.36 $38.11 

 Grade 2 $37.59 $38.34 $39.11 

 Grade 3 $38.55 $39.32 $40.11 

 Grade 4 $39.41 $40.20 $41.00 

Level 8  Grade 1 $41.90 $42.74 $43.59 

 Grade 2 $42.80 $43.66 $44.53 

 Grade 3 $43.80 $44.68 $45.57 

Level 9 Grade 1 $45.78 $46.70 $47.63 

 Grade 2 $46.79 $47.73 $48.68 

 Grade 3 $47.80 $48.76 $49.73 
 

 
 

These undertakings are provided on the basis of issues raised by the Fair Work Commission 

in the application before the Fair Work Commission. 

 

 

 
____________________________ 
Signature 
 
 
______21/06/2021____________ 
Date 
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Filed on behalf of Health Services Union

Address Suite 46/ 255 Drummond St CARLTON Vic 3053

Filed by Leigh Svendsen, Senior Industrial and Compliance Officer

Email leighs@hsu.net.au Phone 0418 538 989

IN THE FAIR WORK COMMISSION

FAIR WORK ACT 2009

Application to vary the Social, Community, Home Care and Disability Services
Industry Award

Matter No: AM2021/65

___________________________________________________________________

STATEMENT OF MICHAEL PURDON

___________________________________________________________________

I, Michael Purdon, Community Care Worker, of 

, state as follows:

1. I have worked in the aged care sector for around five years.

2. I am employed by South Eastern Community Care (SECC) in Tasmania as a

Community Care Worker. I have been with SECC for four years.

3. Prior to commencing work with SECC, I worked for one year with Guardian

Network as a community home care worker.

4. I am years of aged and was born on

5. This statement is from my own knowledge and belief unless otherwise stated.

Where statements are not made from my own knowledge, they are made to the

best of my knowledge, information and belief and I have set out the sources of

my knowledge, information, and belief.

A. Qualification and Training Requirements

6. I completed a Certificate III in Aged Care prior to commencing work in the home

care sector as this was an entry requirement for Guardian Network. A copy of

my Certificate III is annexed to this Statement and marked MP-01.

7. Recently, SECC have set up an online education portal where I am now

expected to complete regular essential quizzes on topics like working with

vulnerable people. So far, I have completed around 6 topics, and I have 6 others
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waiting to be done at the moment. I receive reminders regularly about

completing the topics. So far, the topics have taken me anywhere from 15

minutes to 1.5 hours (one I recently completed on hand washing took this long).

8. I am required to complete these around my rostered shifts, however I don’t

know yet whether I will be paid for the time I am required to spend completing

these topics.

9. I do not yet know how often I will be required to complete these, however they

seem to be coming through frequently.

B. Wages and Conditions of Employment

10. My employment is covered by the South Eastern Community Care Community

and Disability Support Workers Enterprise Agreement 2020 (SECC

Agreement).

11. I am employed on a permanent part-time basis.

12. SECC provides both in home aged care and disability support services. So, my

clients include a mix of disability and aged care clients.

13. I am paid differently depending on whether I am performing disability support

work, or personal care work for aged clients.

14. When I am performing aged care in the home, I am employed at level 3, grade

3 of the ‘Community Support Worker’ classification under the SECC Agreement.

Level 3 is the level at which a community home care employee holds a

Certificate III. My hourly rate of pay when performing aged care in the home is

$25.26.

15. When I am performing disability support work, I am employed at level 5, grade

2 of the ‘Social and Community Services Employees’ classification under the

SECC Agreement. Level 5 is the level at which a disability support worker holds

a Certificate III. My hourly rate of pay when performing disability support work

is $29.90.

16. This means that despite a Certificate III qualification being required in both

roles, I am paid $4.64 per hour (around 18 percent) more to perform disability
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support work in the community than I am to perform aged care work in the

community.

C. Roster and Duties

17. In my first home care job with Guardian Network, I struggled to get enough shifts

to make ends meet.

18. Because of this, when I commenced work with SECC on a permanent part-time

basis and was asked what my availability was, I told them I could work anytime.

19. In the result, I have been mostly rostered to work six days per week. I have

recently tried to have a Saturday off, however my employer would not allow me

because I had told them when I started, I was available to work anytime.

20. At the moment, I am working 30 hours a week on average. However, in the past

I have worked anywhere between 45 to 50 hours per week.

21. I have also done a few overnight shifts for aged care clients. This involves

staying over at a client’s house between the hours of 11.00pm to 7.00am. For

this shift, we are paid a flat rate of around $70. The idea is that you are able to

sleep during this shift. However, I found this wasn’t really possible. For one

thing, you are responsible for the client. You need to keep an ear out in case

they need assistance. For another, there was not always even a bed available.

In one place I did a sleepover, I had to just sit in the lounge chair as there was

no spare bed.

22. SECC are always understaffed, so there are always shifts to fill. At any minute

I may be asked to pick up another client, sometimes at very late notice. There

is a lot of pressure and expectation on employees, including myself, to accept

extra clients when asked. It is very difficult to say no.

23. Whereas our rosters used to be provided in paper form, they are now provided

in an app on a work phone we are provided.

24. Often, my roster changes without notice. For example, I have had one occasion

where I pulled up to a client’s house I had been rostered on at, only to open the

app to check in to find that the client I had arrived at had been pulled out of my

roster and a different client put in. I had last checked the app prior to arriving at

this client when I signed off from my previous client. This means that in between
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signing off from one client and driving straight to the next, the shift was changed.

I had not been told about this change. I had to quickly rush out to the other

client.

25. Over time, I have gradually built-up regular clients. Now, 90 percent of the

clients I see week-to-week are regular clients.

26. For my aged care clients, my duties vary and can include respite care, domestic

assistance (like cleaning and shopping) and personal care (including

assistance with showering and toileting).

27. For example, I have a client in his 80s who I see every Tuesday for four hours.

This client has early-stage dementia. He lives with his wife, and I provide some

respite so that she can go out and have some time to herself.

28. This client always wants to go out, so usually I take him out for a drive and to

lunch, and for a walk around. He has trouble remembering, and thinks he

recognises most people we walk past. He goes up to talk to people like he’s

known them all his life. Often, I take this client down to a seaport area on the

East Coast of Tasmania, where there are usually lots of tourists around looking

at the boats. Maybe it’s because they are on holidays and not rushed, but most

people are very receptive to my client approaching them for a chat and for the

most part this doesn’t cause any issues. However, sometimes it can get a little

bit awkward if people aren’t interested in a long conversation and try to brush

him off.

29. I have another client with dementia in his 80s who I see every Wednesday and

Thursday for three and a half hours. Again, I provide respite care for this client

so his wife can have a break and go out for a while.

30. I usually look after this client in his house when I see him. This client won’t sit

still and likes to be doing something at all times, however he doesn’t like being

told what to do and is very determined to do what he wants. Often the more you

tell him to do something, the more determined he becomes not to do it. On one

occasion, for example, the cleaners arrived while I was there and wanted to

vacuum the floor. I tried to get my client to leave the room so the cleaners could

do their work, but he refused. It took some time to convince him to leave the

room. Rather than give him a directive, I had to think of something else he might
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like to do. On this occasion, for example, I said to him: ‘Come on, let’s go

upstairs for a cup of coffee’. Eventually, on this occasion, this worked. However,

sometimes it requires a bit of patience and creativity to bring him around to

doing something.

31. With this client, I need to find things to do that will keep him busy in a safe way,

but also things that interest him so he will agree to doing them. Sometimes it’s

hard to balance what he likes to do with what his family would like him to do.

For example, this client used to be a very mechanically minded person. He has

an old Pontiac car he likes to pull apart, although these days he doesn’t know

how to put it back together again. His family thinks this is a difficulty but it’s

something he loves doing. He also likes going out to walk in the garden.

32. His family are very understanding, and over time they have become resigned

to the fact that the car is his play toy. However, I try to keep him occupied and

away from the garage as much as possible. On occasions when he wants to go

into the garage, I try to convince him otherwise. However, he’s quite a

determined person.

33. For example, his wife took the keys to the Pontiac away from him as she was

worried he might try to start the car. However, he just took a screwdriver and

attempted to stick it in the starter to get the car going.

34. I have another client, a lady in her 80s, who I see every Thursday for three

hours. I help her out with house cleaning, including changing the sheets on the

beds and so on. I also take her out to do her grocery shopping and put that all

away for her.

35. This client’s son is quite controlling, and she is constantly fearful he will send

her to a residential aged care facility. She has told me her son does not think

she’s capable of looking after herself at home.

36. Recently, she confided in me that she’d had a fall out the front of her place. As

she did not want her son to know, she chose not to use the emergency buzzer

around her neck. Instead, she waited there on the ground for several hours until

a neighbour came home and helped her up.

37. If this was something that had happened while I was there, I would have had to

report this to her case manager. However, given she had told me about a time
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I was not there, and everything had been resolved by that point (that is, she had

been helped up and was not injured), I kept her confidence in this matter. I knew

how worried she was about her son trying to put her in a residential facility, and

I felt it was not my place to get in between them.

38. Since then, this client has recently put in for some extra care with toileting and

showering, so if that comes through, I will help her with that too.

39. I think the biggest challenges that come with the job involve handling abuse

from clients and their families, dealing with client behavioral issues, particularly

with dementia patients, the pressure to provide care beyond what I have time

to do or am properly qualified to provide, and the emotional toll of becoming

close to clients who inevitably become older and frailer and, eventually, pass

away.

40. Balancing the wants of families against the needs of clients can be challenging.

For example, I had a client with dementia who was living with her husband and

daughter. This client had a lot of triggers with her dementia, and she also had

balance issues which meant she had great difficulty walking.

41. Her daughter had one set of views on how I should look after her, and her

husband had another set.

42. Her daughter accepted her mum needed help.

43. However, her husband felt she had to get better. He did not want me to treat

her like an invalid. When I would assist her to walk – she really needed someone

there right alongside her in case she lost her balance – her husband would tell

me ‘leave her – she can do it on her own’. He was always watching me and

commenting on what I was doing. He did not trust me as his wife’s carer. I had

to balance my duty of care to look after the client and make sure she was not

at risk of falls, but at the same time deal with her husband who was in denial

about her diagnosis and needs.

44. I can understand how challenging it can be for families to come to terms with

their loved ones getting a diagnosis like dementia and dealing with all the

challenges that flow from that. However, it does make my work difficult when

family members have different ideas about how their loved one should be cared

for, and particularly when some family members do not accept or support the
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care their loved one needs. This is particularly challenging in a home care

setting because you are in the private spaces of a client and their family. If you

are in their space, they can sometimes expect you to do what they say. It takes

a lot of patience and compassion to deal with both the client and their family

and to balance their sometimes competing interests. I found I had to care

differently for this client depending on whether her daughter or husband was

around.

45. This client also had triggers with her dementia and could present with

challenging behaviours. For instance, she would be triggered if plans changed.

Sometimes, for example, her husband would tell her he was going out for the

whole afternoon. However, he would then come back in 30 minutes, and then

come and go all afternoon. This would agitate her. She didn’t like plans to

change.

46. As I had her confidence at this time, I was usually able to calm her down. With

this client, she absolutely loved having her hair brushed. So, on these occasions

I would calm her down by brushing her hair.

47. On another occasion, I was doing a buddy shift to introduce the client to another

carer. I had to explain to the carer what I was doing with the client and what

assistance the client needed. The client didn’t like that I was talking about her

to the other carer, even though this was a necessary part of the work I was

doing and became very upset. Prior to this point, I had built up trust and rapport

with this client over a long period of time. I knew what she liked and what she

didn’t, and what could send her off. However, sometimes when you lose this

trust you can lose it for good.

48. When I next visited the client after the buddy shift, when her husband went out,

the client said to me ‘you can go now’ and was trying to kick me out of the

house. I tried to calmly explain to her that I was staying for a little while and

what we would do, but she became more and more agitated until she was

screaming.

49. I couldn’t leave her alone, so I called the office who were able to get in touch

with her family and eventually they returned and were able to take over.
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50. This was quite a traumatic situation for me. It left me pretty shaken up. I ended

up outside the front door and had to stand with my foot in the jam so my client

could not lock me out. All the while, she was screaming blue murder and I was

mortified and very worried that someone could come by at any minute and think

I was attacking her and take action against me.

51. After this incident, I was asked by my boss if I wanted to continue with this client.

I wanted to say no, as the incident had been so unpleasant, and I was worried

that I would only cause the client distress if I continued to care for her. However,

I felt a sense of duty to the client and did not want to be seen to be taking the

easy way out. So, I said I would continue to see her.

52. In the end a decision was made by my employer in conjunction with the family

that for this client, seeing me would probably sadly set her off and thus it was

better for a new carer to take over.

53. This whole experience left me very sad and shaken up. No one wants to see a

client become upset and feel that they are the reason for it, despite trying your

best to care for them.

54. I didn’t receive any support after this experience. There was no follow up from

my employer. Home care workers are just expected to get over incidents like

this themselves and get on with it. We are very much alone out in the field.

55. As another example, I had a lovely old client who I had been providing care to

who felt he needed to go into a facility. He was very tired, and really couldn’t do

anything for himself. Every time I left him; he would cry.

56. I hated to leave him and felt guilty every time. I would spend a lot of time thinking

about him and feeling so awful about him home alone and so upset.

57. I knew he needed and wanted more help. So, I tried to advocate for him by

relaying that back to the care coordinators. I reported his wishes and that my

assessment was that he really could no longer manage by himself in his own

home. I was told that the man’s son did not want to authorise his dad going into

a facility as he did not want the financial cost associated with going into

residential care. I felt like I was the only one on the client’s side. It was

devastating to me that the man’s son was more concerned about money than

his father’s wellbeing. The son was unhappy that I was getting involved and
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accused me – bizarrely – of wanting to buy his father’s car (I did not). Eventually,

the care coordinators found a grandson of the man who could authorise his

transfer into residential care, which was a relief.

58. So, I think dealing with families can be a really challenging part of the job. I

really am an advocate for my clients, but it can be challenging coming up

against family members who want things done a different way.

59. In addition to dealing with challenging family situations, the job also takes an

emotional toll.

60. For example, I had a 96-year-old client, a lovely guy who I had become really

close to. He lived alone.

61. This client used to receive dialysis three times per week. I would pick him up

from the hospital after his dialysis, take him home, give him a shower, and make

him some food.

62. One day, I had brought him home from the hospital and had just finished his

shower, when he started complaining of chest pain. I assumed the worse – that

he was having a heart attack.

63. This client had an emergency buzzer which he wore around his neck which we

tried to use to alert the ambulance. However, after a few minutes with no

response it became clear to me the buzzer wasn’t working. So, I called an

ambulance and waited with him till it arrived.

64. Ultimately, I learnt that the client had in fact been having a heart attack. Later,

this client told me he was very appreciative that I was there. I dreaded to think

what might have happened if I hadn’t been.

65. More recently, I had a shift with the same client. I brought him home from his

dialysis, did his shower and made him lunch as usual. Nothing seemed out of

the norm. However, I found out the next day that he had died in his sleep that

night. I was absolutely devastated.

66. Although common sense told me that this 96-year-old man who was on dialysis

three days a week wasn’t going to live forever, it still came as a shock and was

very upsetting to me. He was such a cheerful old gentleman who never

complained, and I sometimes thought he was as good for me as I was for him.
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67. I had another experience with a client, who I was providing palliative care. On

one visit, I had just given him a shower, but couldn’t get his temperature up

again after. He was shivering and freezing cold.

68. His son was present and called an ambulance. I don’t know why – perhaps

because my client was palliative and considered lower priority – but the

ambulance took hours to arrive. I stayed with him the whole time, wrapping him

in blankets and sitting him in front of the fireplace. His son rang hospital three

or four times.

69. Eventually, the ambulance arrived and took him away.

70. However, I found out two days later that he hadn’t survived.

71. His death stayed with me for a long time afterwards. I thought a lot about

whether there was anything I could have done differently that might have

resulted in a different outcome. It really haunted me for some time.

72. When spending so much time with clients you really build a close relationship

with them and take on their issues as your own. These are people you really

get to know.

73. Often older people don’t want or know how to advocate for themselves – as

they don’t want to cause a fuss or rock the boat – so I have gone into bat for

clients before.

74. For example, I had a client I used to see at 11.00am on Saturdays. Then, his

shift was changed on my roster to 9.00am on Saturdays. However, the client

wasn’t told or given any notice. So, when I got there, I had to wake him up and

get him out of bed. He was quite embarrassed. He would have just copped it,

but I told him I’d take it up for him with the office and I did.

75. I value my job because I get to play a part in giving clients a better quality of life

towards their end. But you really do get close to some of them, and it can knock

you around a bit when they become unwell or pass.

76. With the client in his 90s who passed, I wanted to attend his funeral. Instead of

being provided with support and understanding by my employer, I was just

given grief about asking for time off.
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77. No one follows up to find out how you are, or to ask if you are okay. However,

we are expected to go through what can be fairly traumatic events with clients

as a routine part of our job. We are just expected to deal with it.

D. Changes Over Time

78. SECC has grown a lot in a short period of time. As a result, there is more work,

and it is more rushed. I feel like it has become less client focused, and that we

have less and less time to provide the care our clients really need.

79. It has also impacted the support given to us workers.

80. For example, when I first began with SECC, SECC used to have monthly get

togethers with other community care workers, kind of like debrief sessions. Here

we could talk about issues we’d come up against and how we’d handled them,

and to share information about clients that might help another worker working

with the same client. It was good to connect and be supported by one another.

81. Sadly, this no longer occurs. The company has grown and there does not seem

to be time or focus on client or employee wellbeing anymore.

82. I now feel very alone and isolated in the field. It has made the job more

challenging.

E. Financial Pressures and Staying in the Job

83. I started working in the home care sector after being made redundant from my

job in debt collection around five years ago.

84. I decided at that point a career change was on the cards. I had been

volunteering for Camp Quality and realised that I enjoyed helping other people.

So that is what made me decide to start working in aged care.

85. Like most people in the sector, I do the job because I care about people.

86. I find I get a great amount of job satisfaction from looking after clients and being

able to see the impact I am making in someone’s life.

87. However, while I don’t do the job for the money, I do find the low wages

combined unpaid travel time and expenses associated with operating my own

car make it hard to make ends meet.
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88. While I am not paid wages for time between clients, I receive travel allowance

of $1.25 per kilometre for using my own car when travelling between clients.

When I have a client in the car, I am paid an allowance $0.85 per hour.

89. However, the allowance doesn’t take into account the fluctuating price of petrol.

A while back, I was paying $60 to fill up my fuel tank. Just today, I paid almost

$90. I have to fill up three times a fortnight due to my work.

90. In order to make enough money to meet my living costs, I need to either work

at least 25 hours with a lot of community access shifts – meaning shifts where

I take clients out for social outings or into the community. With these shifts I am

paid an 85c per kilometre allowance on top of my hourly rate, so this helps to

bump up my weekly wages a bit.

91. On the other hand, if I have domestic assistance or personal care shifts only, I

need to work around 40 hours to earn an equivalent amount.

92. I currently rent the property I live in. I don’t earn enough to save for a house

deposit; however, even if I did, because my shifts can chop and change at short

notice and vary week to week, I wouldn’t feel secure enough in my income to

take on a mortgage anyway.

1211294



1311295



 

 

Filed on behalf of Health Services Union 

Address Suite 46/ 255 Drummond St CARLTON Vic 3053 

Filed by Leigh Svendsen, Senior Industrial and Compliance Officer 

Email leighs@hsu.net.au Phone 0418 538 989 

 

IN THE FAIR WORK COMMISSION 

FAIR WORK ACT 2009 

 

Application to the Social, Community, Home Care and Disability Services Industry 

Award 

 

Matter No: AM2021/65 

 
 

STATEMENT OF SUSANNE WAGNER  
 

I, Susanne Wagner of  state as follows: 

1. I am  years old and was born in . 

2. I am employed as an ongoing part time Support Worker by Community Based 

Support (CBS), located at 24 Sunderland Street, Moonah Tasmania 7009 with 

a 30 hours minimum contract. 

3. This statement is from my own knowledge and belief unless otherwise stated. 

Where statements are not made from my own knowledge, they are made to the 

best of my knowledge, information and belief and I have set out the sources of 

my knowledge, information, and belief.  

A. Employment History 

4. I started working in the aged care sector in 1996 with Mary’s Grange Nursing 

Home in Taroona, Tasmania and left around the end of 1997, early 1998. 

5. I spent 17 years in the United Kingdom working in 24/7 homecare.  

6. In England, I worked with employers such as Oxley Care, Ambition 24/7, and 

the Established National Home Care Agency. 
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7. When I returned from the UK, I commenced my role with Community Based 

Support in 2018. As a support worker with aged care clients, I am tasked with 

domestic duties, assisting clients with shopping, social support, planning social 

outings with the client and then accompanying, and transporting them on social 

outings, assisting with or undertaking meal preparation and planning, personal 

care work, and shower assistance. 

B. Qualifications  

8. I recently have completed and passed a Certificate III Individual Care. I’ve been 

doing this qualification over the last year.  

9. My employer provides continuing training on the job, such as refreshers on 

manual handling, company policies and reporting obligations, but this is 

minimal. I feel like hands on training with clients is the most beneficial type of 

training, unfortunately we don’t receive much of this style of training. 

10. It would be great to do de-escalation training and communication training 

because this is where I find I run into the most issues while working. Clients can 

sometimes pressure you to work outside company policy or extend your 

professional boundaries. We are encouraged to inform the coordinator and let 

them handle the situation, however having better skills to manage issues in the 

first place would help to maintain my rapport with the client. It would be 

beneficial to work on techniques for communicating with these clients. 

C. Employer 

11. CBS provides home care, a hub service, community social engagement, a 

gardening service, a maintenance service, and meal preparation for clients. 

Duties such as cleaning and home care come under the banner of domestic 

work that is also provided by CBS. 

12. At CBS, coordinators deal with the provision of packages. Clients are 

empowered to select what services they need. In theory, the selection and 

provision of services under a package are directed by the client and the care 

they receive is based on need and enablement, where the approach is to 

maintain the client’s independence and autonomy as much as possible. The 

client gets to choose the services that works with their needs.  
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13. Packages can be incredibly expensive for clients that are self-funded, and the 

timeline for clients to receive Government funded packages have long waiting 

lists, and this makes me feel like people are not accessing the care they need. 

For example, some clients have told me that they don’t feel they have sufficient 

funds for their transport needs. 

14. It isn’t uncommon that clients require more care than they have the funds to 

receive. Some of this is about the level of the package they receive, and the 

time they have to wait to get a higher needs package. But sometimes I know 

it’s about the charges. I used to work with a client over a 24-hour shift. She was 

self-funded, she lived on a very strict budget but was charged more than $1,000 

for the 24-hour period I worked, of which I received only $530 in gross wages 

for the 24-hour shift.  

D. Work 

15. Prior to a  injury in July, starting on a weekend, my pattern of work 

was as follows: 

a. 24 hours on duty,  

b. 24 hours off duty,  

c. 24 hours on duty,  

d. 24 hours off duty, then 

e. An ordinary day’s work of usually 6 hours doing personal care and 

domestic assistance work, then 

f. The next 5 days off duty, followed by  

g. 2 ordinary days’ work of 5-6 hours, doing personal care and domestic 

assistance, and  

h. 1 day off work, before the pattern repeated.  

16. In a fortnight I worked 2 x 24-hour care shifts plus 3 days of ordinary hours each 

fortnight. And the variations in my roster were the actual number of hours I 

worked on ‘ordinary days’, for which client, and what sort of support I provided. 

This roster worked very well for me because the breaks assisted in protecting 

me from injuring myself.  
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17. Now I am not working the 24-hour shifts, I work 3 days in a row during the week 

and have 4 days off over the weekend. These days are made up of working 

with different clients and providing a variety of personal care, social support and 

domestic assistance.  A usual day for me is now quite varied both from one day 

to the next, and in relation to the clients that I work with.  

18. Currently it is rare that I am rostered for enough shifts to meet my minimum 30 

hour contract, and CBS has to make-up the difference. Not only do I not work 

my minimum contracted hours because I don’t have the 2 shifts which account 

for 16 hours of my work, but there is a significant shortfall which can’t be made 

up in ordinary hours as the rate for a 24-hour shift is paid at 155% of ordinary 

time for 8 hours’ work. My pay has been reduced to approximately half. So even 

with CBS paying my minimum hours I am earning quite a bit less. This highlights 

the income instability for support workers when shifts with extra loading change 

in their roster. 

19. CBS requested that I make myself available over a large window of time so they 

could meet my minimum contracted hours. This availability window prevents 

me from doing any other work to supplement my part-time income. The difficulty 

of the ad-hoc work I am currently doing is that my work is dependent on what 

clients are available and where my employer has managed to find available 

shifts.  

20. Now my day will normally start at around 8 am when I mostly undertake 

personal care shifts. This involves assisting clients in the shower and cleaning 

the bathroom. I normally have 2 personal care shifts in the morning. I am usually 

rostered to work these with 15 minutes – enough time to travel – between each 

client, and they are usually each an hour long. After finishing the personal care 

in the morning, my day will normally be followed by domestic cleaning shifts 

and social support shifts which involve meal preparation. Prior to my injury I had 

multiple domestic cleaning shifts. 

21. Domestic shifts are incredibly hard work as I’m required to go from house to 

house, completing these required duties in the allotted time as quickly as I can.  

Domestic shifts can range from 1-2 hours in duration, and I used to do 3-4 of 

these each day following my personal care appointments in the morning.  
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22. Since injuring my  in July, my return to work restrictions arranged by 

my rehabilitation consultant, limit me to a maximum of three x 1 hour domestic 

assistance shifts daily and nothing longer than 1 hour domestic shifts. My 

workday will normally finish at around 4pm after I have completed my domestic 

shifts. 

23. Working in domestic shifts can be incredible taxing because it involves bending, 

moving, repetitious movements like vacuum cleaning, wiping such as cleaning 

shower glass, bases and bathtubs, and being engaged in physical work for an 

extended period. I have some  issues in my  so working at 

this pace is exhausting and puts pressure on my injury. Domestic shifts involve 

vacuuming and mopping floors, cleaning the bathroom, showers, baths, toilets 

and handbasins, cleaning the kitchen and washing up dishes, dusting, can 

include cleaning out fridges, and disposing of rubbish, making beds, changing 

beds, washing and hanging and bringing in washing, ironing and cooking. 

24. Some of the clients I’ve worked these shifts with have had disabilities, but the 

work has many similarities. One of my previous clients required someone 

present all the time because they had trouble with cognition, their physical 

health is deteriorating, they are requiring physical assistance to do tasks or 

cannot perform the task themselves, so paid for someone to be with them over 

a full 24-hour period each day of the week.  

25. Other clients have had amputations, are blind or severely sight compromised, 

have had stroke and limb function issues, have severe dementia. These clients 

are on Government packages and cannot afford 24-hour care and rely heavily 

on a primary unpaid carer, often a family member, and multiple visits throughout 

the day from support workers and can have significant time alone in their home. 

26. I used to do more work in social support which involved going shopping with a 

client, providing companionship, and assisting them with administrative tasks. 

This work was enjoyable because my day was less physical and more varied.  

27. The duties I am required to undertake have become mostly home care and 

house cleaning because of the changes to the clientele who are more reliant on 

these types of services as they age. As people stay longer and age in their own 
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homes, the need for these services increases because the clients are losing 

their independence. 

28. While working in the UK between 2004 and 2017 in 24/7 care, I worked with a 

cross section of clients from people who had spinal injuries, including 

tetraplegia, or brain damage from an accident, to elderly clients whose goals 

were to remain in, and die in, their own home rather than be admitted into 

residential care.  

29. These clients ranged from semi-independent to fully dependent, frail with high 

care mobility and medical needs, dementia and stroke clients, requiring feeding, 

managing or assistance with their medications, dysphagia, continence 

management, bed bathing, hoisting, assisting in recovery and physiotherapy 

routines, managing the household, grocery shopping and meal planning, liaison 

with allied health professionals, and providing social support, and outings.  

30. This work can be the same demand as in a residential home with clients with 

high-care needs, but the difference is it is in their home, often without the special 

equipment available in a nursing home such as ceiling hoists, sluice sinks, 

adjustable beds, a nurse in residence, an adequate bathroom/shower designed 

for high care needs, and the worker usually works alone. 

31. While I don’t work with the same clients any longer, this experience still impacts 

on all my current work. As a support worker with aged care clients, even the 

simplest visit including domestic duties, shopping, or a simple personal care 

stand-by shower assist, requires a lot of knowledge that is expected of us in our 

training. When I see each client, I apply my training and I listen and look for 

cues on how they’re feeling. There are many trained and learned skills that 

apply to every client you see and that become second nature to apply.  I use 

them on every visit and with each client. 

32. During any visit to a client, I need to build rapport with the client so that they will 

feel comfortable sharing issues they may have, and engage them in 

conversations. My work certification requires me to know is underpinned by: 

a. Legislation and Human Rights,  

b. WH&S legislation for client and workers, 

611301



 

AM2021-65 HSU Witness WAGNER S  

c. Privacy and confidentiality legislation and policies,  

d. Restrictive practices and management of difficult behaviours, 

e. Medication legislation/policies, and supervision or administration  

f. Reporting, documenting and mandatory reporting legislation and policies. 

33. Knowing and building rapport with a client can be difficult when we are moved 

around a lot and don’t have regular clients, as we do not have time to build 

rapport, nor have the benefit of knowing the client's circumstances over a period 

of time to be able to evaluate changes. Also it is more difficult for a client to trust 

and share sensitive or difficult issues if they constantly experience changes of 

support workers. 

34. I have to be very aware of balancing my duty of care, with the client’s right to 

the dignity of risk, making their own decisions even if there are risks involved, 

and uphold their rights, this can require discussion with the client to evaluate 

risk vs benefit and helping the client to modify the activity so they can still 

participate safely. I must ensure or assist clients to know their rights and assist 

in advocating for what they want or refer them to more appropriate people to 

support their own decision making. 

35. I must comply with the organisation’s reporting requirements including reporting 

observations to supervisor. I am required to identify changes in the person’s 

health or personal support requirements, and report or take action on each. In 

the case where a client has a primary carer - often family member - I am also 

required to note and report on the wellbeing of the carer and the carer/client 

relationship in case of relationship breakdowns, be a sympathetic listener for 

the carer, and refer them to resources such as Carer-Gateway, as the carer is 

vital to the client’s wellbeing. 

36. I do this by engaging the client in conversation to determine any issues that 

might exist or have changed since my last visit. In particular I look for any signs 

of abuse, assess their current health and wellbeing, especially mental health, 

and ascertain what social support they are receiving from others, including 

family and friends, or if they are isolated and relying mainly or totally for social 

support on seeing their support workers. 

711302



 

AM2021-65 HSU Witness WAGNER S  

37. I am required to conduct environmental risk assessments and to take measures 

to remove or reduce any hazards or risks when I first attend a client or fix 

anything that’s changed since my last visit. I must maintain infection control, 

including identifying and working with communicable diseases – especially in 

the past 2 years.  

38. It is important for my own and the clients’ safety that I have a good 

understanding of manual handling, the client’s mobility, how to transfer a client 

from bed to chair, wheelchair to car, to shower etc. I must be able to assess 

and prepare each task and adjust any equipment aids and appliances. I must 

take into account any mobility issues in making my preparations, and ensure if 

their mobility has changed/ deteriorated, that I reassess or refer them for 

changes to their care plan or mobility aids or for assistance from the appropriate 

health professional. 

39. I worked with a client who had experienced a right sided stroke. She could stand 

quite well and was stable when she did. This made moving her around easier 

than it would otherwise have been. I place the wheelchair near where she sat. 

I would steady her as she stood up from her chair and turned herself around so 

the chair was behind her and she could then seat herself in it.  I would take her 

to car and put the wheelchair as close to the open door as possible. I’d steady 

her while she stood again, and she’d turn around with her back to the car and 

I’d guide her into the seat. I’d assist her to get her legs in the car. Then I’d fold 

the wheelchair and put into car. This is an example of a client that was relatively 

easy to assist and move around.  

40. Another client, was beginning to experience a series of falls and finding stairs 

difficult to navigate, she was encouraged to use a walking aid but often forgot 

to use it. I also encouraged her to organise a falls alarm through my workplace. 

I encouraged her to talk to her doctor who referred her to a falls clinic. With 

continued exercised she is now stronger and more steady. 

41. While working in UK, I had some clients that needed a stand-aid to assist them 

to stand for transfers to a commode or from bed to wheelchair. The equipment 

had to be checked before each use to ensure its integrity.  
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42. I observed some clients becoming increasingly fatigued on the stand aid and 

refusing toileting regularly out of fear using the stand aid. I helped these clients 

through the process to transition to a hoist. One family was reluctant as it meant 

a decline in their loved one, so I offered to use the stand-aid as an exercise tool 

rather than a transfer necessity. 

43. I also worked with a client who used a walker but was very unstable on her feet. 

I needed to manoeuvre her and the walker as close as possible to the shower. 

I steadied her to stand, then she would pivot, holding a grab rail, and sit on the 

shower chair.  

44. In a home care situation, not all showers are designed where a shower chair 

can be wheeled in, so I need to ensure there are adequate grab rails in 

appropriate positions, check their integrity, position the client and support them 

to stand using the grab rails, guide them verbally to turn and sit on the shower 

chair in the shower. This has some element of risk, but if the transfer becomes 

hazardous then I need to report and request a reassessment for the safety of 

both myself and the client. 

45. I monitor the behaviour of my clients, notice and report any uncharacteristic 

actions, behaviours or changes to help identify risks.  

46. My Certificate III in Individual Care requires me to take into account the 

economic, diverse social, spiritual, emotional, cultural, physical experiences, 

needs, disabilities and geographical factors relevant to each client and co-

worker; having particular regard for the needs and experiences of Indigenous 

people. I may not have encountered the need of all these things but I am 

required to be mindful of these, and self-educate myself on specific needs in 

my personal time as they arise. 

47. When I go shopping for clients, I must take into account the best buy for their 

money and be conscious of their available budget, and have the responsibility 

of handling the client’s money. We need to be conscious of the available 

community events which might interest our clients, so as we plan [or suggest] 

social outings, we consider their culture.  

48. I worked with one client who was Italian and loved going to the Italian club.  
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49. Another client lost her husband a couple of years ago. She finds important 

dates, birthdays, anniversaries, and Christmas hard, and she gets very down. I 

need to be sensitive and supportive to the client on those days and plan to do 

little things to cheer her up. I make a note for coordinator and in progress notes 

for follow on support workers so they can follow up further.  

50. To ensure I recognise the role of carers, family members, and significant others, 

I will work with and be responsive to their needs. And as required report any 

stress factors or difficulties carers of a client may be having and provide support 

where possible or ensure referral to other health professionals or support 

services. 

51. One client I worked with was getting frustrated being inside all the time as his 

wife could not drive and take him on outings, this was causing friction in their 

relationship. When it was raised, I noted it in his progress notes and spoke with 

extended family members, with the client, and his wife, and the family agreed 

to take him on outings. 

52. One morning when I arrived at a client’s home their carer spouse had just 

returned home from hospital after surgery. She had taken her evening 

medication instead of the morning medication - which included a sleeping pill. I 

encouraged her to ring the pharmacy for advice, but they needed to see the 

medication the hospital prescribed. She could not drive. As I would pass the 

pharmacy on my way to next client, I asked her to ring work for permission for 

me to drop off her medication. Work said I was there for her husband on his 

package not his wife, and I was not permitted to do something for her. I explored 

options with the client’s wife, and she used a taxi to deliver her medication.  

53. This became stressful for me. I felt responsible to ensure the client’s primary 

carer was not upset or needing help which could compromise his care. The 

pharmacy said it could be dangerous depending on what medication she had 

accidently taken, but the coordinator did not support me helping. This put me, 

a part-time, low paid employee, into conflict with my work, and I felt stressed 

about addressing the problem. 
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54. I have, and need, good communication strategies both verbal and non-verbal.  

I must observe as well as listen. A client’s body language often gives clues to 

what makes them uncomfortable or is bothering them. 

55. I had a client, when I arrived and asked how they were, responded saying they 

were ok, but their mannerism seemed to me as if they were feeling down, 

avoiding eye contact and shrugging their shoulders, and without enthusiasm. 

On engaging in conversation they said they used to love going out in the 

garden, but because of their declining mobility and stability and the terrain of 

the garden they couldn’t do that anymore. I explained how other clients had 

been helped to strengthen their balance through the falls clinic and suggested 

they chat to their doctor, and that they talk to their coordinator to see if their 

package would allow for social outings to a garden or similar. 

56. It is important that I can identify requirements outside of the scope of own role. 

I can’t give medical advice or make a diagnosis; I cannot dress or treat wounds; 

I can’t initiate exercises – even if I had the training because it’s not my role – I 

need to identify that other care is or might be required and suggest they visit a 

doctor or allied health professional, or I contact their case manager to ensure 

they get a referral or assessment, and I need to follow up with the client to 

ensure the service is meeting  their needs and goals. I must be able to identify 

and respond to routine difficulties during support visits and report more complex 

problems for referral or action by others. 

57. For example, a client’s hip was becoming increasingly painful and she wanted 

me to look up some exercises that she could do with me to help her strengthen 

her hip joint. I encouraged her to make an appointment for referral to a 

physiotherapist, who then gave a set of exercises which I could then assist the 

client with. 

58. Another client had cut his finger and it looked deep, I applied first aid treatment 

and cleaned the wound and applied a band-aid and then encouraged the client 

to see a doctor or district nurse for further treatment. 

59. One time I was showering a client and noticed some moles on her back. I took 

a photo for her to see them and asked if she was aware of them, when she told 

me she wasn’t, I suggested she should make sure her doctor checked them 
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next time she saw them. There was nothing wrong, but my client reported back 

that her doctor was pleased support work included checking.  

60. To oversee a client’s wellbeing and monitor their safety I must understand body 

systems, how they impact on each other, and the common problems of those 

systems so I can identify and report changes. This is part of our Certificate III 

training.  

61. If a client seems to be bruising more easily it might mean they are less steady 

on their feet and knocking up against things more often, or it might mean they 

have clotting problems.  

62. If they have oedema in their feet/ lower legs, they are retaining fluid and could 

be a symptom of heart or lung problems.  

63. If they have blue lips, they might be cold, or not getting enough oxygen.  

64. Malnutrition and dehydration is a common problem among elderly, and I need 

to be aware of signs such as unexplained weight loss reduced appetite, lack of 

interest in food and drink, feeling tired all the time, feeling weaker, getting ill 

often and taking a long time to recover, wounds taking a long time to heal, poor 

concentration, feeling cold most of the time etc… and dehydration: fatigue or 

lethargy, muscle weakness and cramps, cracked lips, headaches, dizziness, 

nausea, forgetfulness and confusion, deep rapid breathing or an increased 

heart rate or low blood pressure. 

65. Also being aware of signs of health conditions that obesity can bring such as 

diabetes, cardiovascular problems, arthritis, high blood pressure. 

66. Part of my role is to provide information, educate and support clients on 

wellness or lifestyle choices. As I work with a client, I check their skin, report 

any changes eg: moles, sores, rashes, bruises etc. and assist client with skin 

care, discuss and explore exercise and diet options if necessary, with an allied 

health professional.  
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67. One of my clients was losing mobility and her balance was affected. I noticed 

when showering her that her toenails were long and when I talked to her about 

it, she told me one was digging in and causing pain. Once dealt with, her 

mobility and balance improved. 

68. Another client felt bad because he could not manage walks for exercise so we 

explored simple exercises he could do while sitting in the chair. 

69. Another client wanted to lose weight, so we worked together to find recipes to 

support that choice. 

70. I must be conscious of, sensitive to, and supportive of the client’s self-esteem 

with the need for support and meet the client’s expectations about their own 

level of participation in meeting their personal support needs. 

71. I always ask clients about their preferences and invite them to participate in any 

activities I might be scheduled to perform, for example, housecleaning, some 

clients like to do what they can and I do the rest, or in shower assistance I 

always ask the client what they would like to do and what they need me to do 

and encourage the efforts they make. 

72. The sort of general activities and care I am required to provide for clients on a 

regular daily or weekly basis include: 

a. Meal preparation – requiring nutrition knowledge, meal plans, food 

storage, preparation, safe food handling including appropriate 

temperatures, assisting with educating a client on their nutrition, health 

and exercise benefits by reminding and encouraging compliance with their 

care plan. One of my clients searched the internet with me for new recipes 

to plan her diets, within her budget and her food intolerances [she was 

gluten intolerant]. Another client wanted to learn how to cook and 

participated finding recipes and cooking the meal together. 

b. Housework, vacuuming, cleaning bathrooms, wiping kitchen cupboards, 

cleaning out the fridge, dusting, making beds and changing bedding, 

washing and hanging out clothes, ironing. 
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c. Personal care, shower assistance, helping clients dress and undress, 

shower, shave, dry and style hair, assist with makeup, apply nail polish, 

assist with general appearance and personal hygiene, assisting with 

continence pads, hearing aids - ensuring batteries are replaced, cleaning 

eye glasses,  

d. Social support, provide company, do grocery shopping with or without the 

client, take client to social clubs, appointments or outings, take their dog 

for a walk. 

e. I haven’t always been able to make changes for a client. I was required to 

get lunch for a new client and when I opened the fridge, I found mouldy 

food alongside fresh. I reported this to my coordinator and was told she 

lived with her son and I was not able to do anything because it was his 

fridge.  

73. I assist with recreational and social engagement activities to support positive 

mental health. I have worked in the social hubs, where some of our clients 

spend the day to socialise. They have meals there, we take them for outings, 

drives, movies, some activities including special programs for their primary 

carers, have in house activities like playing games, remembrance days where 

we talk about the past and make photo albums, and craft days. 

74. With individual clients, I take them out shopping, browsing the stores, or to a 

coffee shop, or a nursery for plants or to window shop, we walk on the beach in 

nice weather. These are both social and gentle exercise activities. I am aware 

of some community activities available for seniors and when a client is 

interested, we attend, and if I am not aware, I research, check out the senior’s 

gazette, the library programs, council activities for seniors etc, if possible, with 

the client, but if not then in my own time when needed.  
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75. Through reports on changes and discussions with health professionals, support 

workers contribute to the development and modification of care plans and are 

required to report any changes to a client’s condition or situation; some input 

by reporting to coordinator of changes and they work from there. During my 

time in the UK, I was doing this at a higher level than currently in my experience 

here in Australia, but I am noticing it happening more here as people stay in 

their homes longer and are frailer - more clients are facing mobility issues and 

health issues. 

76. I am required to be aware of signs of under nutrition and dehydration. Under 

nutrition is very common in older people for various reasons. Workers need to 

be alert to a person’s usual eating patterns as reduction can occur slowly over 

a long period of time.  

77. One client I cared for over a period of time I noticed started losing weight, her 

clothes were loser. I started weighing her weekly and because she couldn’t 

think of any reason, I got her to keep a diary of any symptoms or changes during 

the week so she could discuss the diary with her doctor. She noted that she 

didn’t always use her bottom dentures because they caused her pain. After 

getting new dentures, she put the weight back on. 

78. Another client mentioned how they were mainly eating sandwiches because it 

was easier. I discussed the possibility of him trialling meal deliveries and he 

participated in my workplace frozen meal service. 

79. We need to be aware of and identify signs of abuse and neglect and reporting 

for follow up and possible action. During my first couple of shifts when I first 

started working at CBS, I met a client who lived with her son, didn’t speak 

English and suffered from advanced dementia. She sat in her chair talking to 

herself all day. If a worker could get her to stand up, they’d take her to bathroom 

and stand her in a corner and wash her bottom, but I understood that was not 

often as far as hygiene went.  

80. Sometime later I did a replacement shift and went to provide her care. There 

was no answer when I arrived but there was loud music playing. When I rang 

the coordinator, I was told where and how to access the key safe, and that the 

son should be there because he was not meant to leave her alone.  
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81. I found her strapped to chair, sitting in the sun streaming in through the window 

and was quite hot, and there was nobody else in the house. I rang coordinator 

again and was told I was not to leave her alone. I was unable to change or wash 

her for several hours until her change over carer arrived, as we then managed 

together to convince her to stand up. This was further investigated by my 

workplace. 

82. The clients I have worked with or who are clients of the service I work at, have 

a range of conditions which require higher levels of support, and which support 

workers need to monitor and report. They include clients with: 

a. Cognitive problems: such as Dementia and Alzheimer’s. These manifest 

as forgetfulness, challenging behaviours, wandering, refusing hygiene 

care and inappropriate hygiene standards, inappropriate social behaviour, 

poor food hygiene, poor nutrition and eating habits, to name a few. 

b. I had a client that every time I went to shower her she refused, and her 

husband and carer was concerned about her eating habits, refusing 

nutritional meals. He said she liked toasted sandwiches and I gave some 

suggestions on how he could make them in a nutritious way, I also referred 

him to the dementia society for more support. 

c. Another client also refused showers and was always in bed, her husband 

and carer was also not trusting of carers which contributed to her 

unwillingness. He was Scottish and I developed rapport with him, having 

spent time in the UK, with my years of experience and self-motivated 

study, I managed to persuade her to shower. On drying her I discovered 

an extensive fungal infection in her groin area and folds of skin where she 

had not been dried properly by other workers due to her 

uncooperativeness. I reported by phone to the coordinator, who followed 

through with the clients, and told the husband he needed to take her to 

the doctor as it was very severe but with good treatment could be cleared 

up easily, this gave him confidence to take her. 
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d. Mental health issues including schizophrenia, personality disorders, Bi-

polar disorder, depression, anxiety disorder, any of which can result in 

challenging behaviours, refusal to participate in care or hygiene, or risky 

behaviour such as self-harm or abusive behaviour.  

e. One client was frustrated at not being allowed to press workers to go 

against policy to provide their phone number to her for her convenience, 

she suffered anxiety and became aggressive and lightly struck the 

outgoing worker with her walking stick and then threw it down in rage and 

frustration. I acknowledged her frustrations to de-escalate the situation, 

and that she had had a difficult day, and then spent time working out ways 

within policy that her needs could be met. 

f. Stroke, heart disease, deep venous thrombosis, airways disease such as 

pulmonary embolus or pneumonia, cancers and pressure ulcers. Any of 

these may require a higher level care needs such as use of inhalers, 

application of pressure stockings, use of assistive aids - especially in 

stroke victims, emotional support.  Impaired balance, weakness, or 

mobility may mean they need more assistance in personal care, to move, 

be unable to rise from a chair without help, and be at higher risk of falls/ 

injuries. 

g. Clients with Parkinson’s Disease are likely to have significant shakes or 

difficulty starting an action, including walking or talking, they may also 

have a high risk of fall or injury.  

h. Nutrition disorders, over or underweight. Which may be secondary to other 

mental or physical disorders, or evidence that the client is not able to 

properly care for themselves.  Dysphagia is not an uncommon as people 

age and can be a side effect of other disorders, such as stroke, and can 

clearly have an impact on a client’s nutritional and health status. 

i. Constipation which may be related to lack of activity or nutritional state 

and show as a client not using their bowel or as faecal incontinence.  

j. Immune system and endocrine disorders: urinary tract infections, 

conjunctivitis, thrush, allergy, autoimmune disorders, immune 
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deficiencies, diabetes, repeat infections need regular monitoring and any 

changes noted and reported.  

k. Visual and hearing loss are both experienced at least to some extent, by 

the majority of aged clients, with some refusing to wear aids, thereby 

exacerbating the impacts on those people’s care needs. 

83. On one occasion I was sent to a client I’d not seen before, because their usual 

worker wasn’t available. He was someone who’d previously worked in a related 

sector. I wasn’t given much information before attending, but it was clear from 

the moment I arrived that he needed assistance. The house was in a terrible 

state. There were old papers, medication packaging, even pills on the floor. The 

benches were covered with food spills and empty containers and discarded 

food.  

84. At first, he seemed generally lucid, but as we talked while I was tidying up before 

I could start cleaning, he started telling me about the person on a bike on his 

lawn who he insisted he could see, and then the job he’d just started at the 

hospital, and the challenges of the new position. There was no-one on the lawn, 

he wasn’t in a fit state to care for himself, and he had not worked for a while. I 

realised he was delirious or hallucinating. I rang the coordinator who told me to 

get an ambulance. I stayed until the ambulance arrived. 

85. I used to work with a middle aged client who was non-verbal and had 

compromised right-sided body function following a stroke 10 years previously. 

The client used a 4 prong walking stick and a wheelchair. She found uneven 

ground, slopes, and steps difficult to manage.  

86. I provided 3-4 hrs social support once a week, which included shopping for 

groceries, helping the client to dye her hair, taking her client on outings and 

shopping, socializing at home, providing transport and acting as interpreter for 

family, medical, and other appointments, paying bills, assisting her with invoice 

queries, and ensuring the invoices were correct. I would also have to encourage 

her to see her doctor when she complained about an ailment as she often did 

not ask to see a doctor herself but showed me her problem instead. 
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87. I initially found trying to understand the client’s gestures very difficult, but over 

time we became more familiar with each other with gestures and techniques, 

but when something out of the ordinary was trying to be communicated or the 

client was distressed it could take up to an hour or more to decipher what the 

client was trying to communicate.  

88. We would make a grocery list together which would take a long time as it was 

difficult for me to understand her needs. I assisted her to download the 

Supermarket app which made things easier as she could show me a picture of 

what she wanted. Over time I compiled a comprehensive list of groceries and 

brand names that she preferred from my own trial and error. This assisted her 

and other support workers. 

89. I looked to see what could be done to help the client as there is a lot of 

technology available which she had not been made aware of. The client had 

not even been introduced to potential assistive aids to help in her everyday life. 

The client always wore a hoodie because it had pockets where she could put 

her paralysed hand, but she liked to wear nice clothes, so I made a pocket 

pouch that could be worn on a belt. When I mentioned this to the coordinator, I 

was told that disability outlets would most likely have these things. But I was 

not given any information on who to contact or where to go.  

90. I organised for her to be referred for speech therapy and physiotherapy, 

however her funding only allowed for 3-4 visits, which covered assessments but 

not ongoing support. My workplace was pushing her to accept more support 

sessions to utilize the funding in her plan, but she didn’t want that, she wanted 

funding for supportive therapies. 

91. Since starting to receive services from my workplace the client hadn’t had a 

personal alarm organized. She was unable to speak on the phone so wouldn’t 

have been able to call emergency services, or taxi services to have some 

independence outside her support hours. The client did have a smart phone 

and communicated simply with family on the mainland, however the family were 

not as reliable as she required. 
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92. There were times when she ran out of essential grocery like milk and had to go 

without until the next support day [once weekly]. Occasionally other support 

workers did not buy the brand item the client liked, and she would go without.  

93. Our service developed a ‘Professional Boundaries Policy’. Initially this was a 

suggestion rather than a directive. When it became a directive and staff were 

told they could not have contact with clients outside of work I had to stop being 

available to assist her out of hours if she contacted me with a need or was in 

distress.  

94. She used to ring me for assistance sometimes because she had no family or 

friend support close. If I couldn’t understand fully over the phone what was 

wrong, which happened because she could only make ‘aha’ sounds and I could 

not see her gestures while listening to her, so I would drive around to ensure all 

was well. I was not permitted to continue doing this and there was no-one else 

I could hand over responsibility to. 

95. When shopping, sometimes the client would opt to go without the wheelchair, 

so walking was very slow, and I had to find venues that were easily accessible. 

When the client took her wheelchair, I had to put it in the back of my car. I only 

have a two-door car and boot isn’t really big enough, putting the chair in and 

removing it from the car was awkward and required care so I didn’t sustain an 

injury.  

96. Shopping with a wheelchair can be difficult as I must push the wheelchair and 

dangle the shopping bags from the handles. And my client liked to buy a lot! 

The walk from the car to the client’s place was approximately 30 metres, so 

there were a lot of trips carrying heavy grocery items etc. from car into her 

home. 

97. For me this whole experience of the way support management was handled, 

the frustrations with access and funding for Allied Health Therapies, and the 

effort I put in to help improve the client’s life that have not been recognized or 

supported or manifested or are not adequate has left me feeling discouraged 

with service provision.  
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98. NDIS plans appear to me to have a lot of funding for clients but seem to provide 

very little change to before they were on NDIS. I still feel traumatized even 

though the client moved on nearly two years ago, and I feel that support workers 

are not given the recognition for their wisdom, experience with regular face to 

face contact, or empowerment to help make improvements for their clients. It is 

the support worker at the end of the day that sees if improvements have been 

implemented or not and then it is incumbent upon us to report or find ways that 

improvements and needs are met if the organization does not take on the 

responsibility. 

99. Working with people with disability means I must be aware of disability access, 

must monitor, inform, or refer of the client’s needs for health services and 

oversee consultation with health professionals.  

100. Working with people with mobility issues entails the use and transport of 

wheelchairs in their vehicle, being aware of terrain and navigating safe terrain. 

I have to use more physical exertion in pushing a wheelchair and be constantly 

aware of safe pathways, along with ensuring equipment is maintained and safe, 

eg, wheelchair tires are adequately inflated, brakes working. I often need to 

juggle wheelchairs and shopping bags. 

101. People with mental health challenges and impairment require me to filter and 

assess conversations for information that is real and rational, be aware of 

communication that does not trigger the client, manage challenging behaviours, 

be aware of and adhere to restraint legislation, for example if a client were to 

lash out to hit me, I cannot raise me arms to protect myself and block the blow 

as this can be classed as restraint.  

102. I must be able to assess the client and maintain appropriate distance and 

environmental considerations to be able to avoid such situations safely. I need 

the skills to de-escalate any tense situation and report to appropriate authorities 

of any challenging behaviours so they can be monitored, and plans put in place 

where necessary. 
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103. I need to be able to balance my duty of care to the client with dignity of risk, the 

client’s right to make their own decision to take [a] risk; or keep the client safe 

without taking away their right to choose. I must inform and discuss with the 

client the possible outcomes of risks they might want to take that could be 

harmful and help the client to participate in modifying activities so they can still 

participate in a safe way.  

104. With people who have cognitive disabilities or communication difficulties this 

might entail collaboration with various parties and advocates/interpreters to 

ensure the client is understood and understands and is making their own 

informed choice. I have to be active in changing the social stigmas around 

disability by demonstrating respect and inclusion of people with disability.  

105. I need to remain alert to people with disability being disadvantaged or 

discriminated against or abused or neglected, this can involve learning to read 

non-verbal body language and making discrete and confidential enquiries of the 

person, monitoring their financial status or decreased use of supports due to 

financial stress or withdrawal because of emotional stress, supporting their right 

to confidentiality and their right to report. This can become very difficult if the 

person has difficulty communicating and I need to ensure my client is assisted 

to communicate. 

106. Sometimes I have been required to teach clients to use public transport, at other 

times public transport is not accessible to people with disability and special 

disability taxis need to be arranged for those with wheelchairs.  

107. My case with my long-term NDIS client was exceptional due to the management 

issues with senior staff, administrative delays relating to receiving allied health 

supports, and the clients non-verbal status. I was fortunate to have had 

experience with friends who were deaf and so was familiar with gestures, and 

without that I would have found it much more difficult to determine and fulfill the 

client’s needs. I had no specialized training to support me to meet the client’s 

needs. 

2211317



 

AM2021-65 HSU Witness WAGNER S  

108. However, on a week to week basis aside from these other issues, the work was 

mainly social support and grocery shopping. Taking the client for a drive, having 

lunch together. I have had other disability clients too where the main task was 

an outing and lunch out or cooking lunch at home, and providing 

companionship, supporting their interests - games, crafts etc; these clients did 

not have complex needs, but had some mental health issues but were self-

directing.  

109. This type of work is much less demanding than the work I encounter in the aged 

care sector where less time is given for a rostered visit, so time has to be 

managed carefully and work done quickly to fulfill the tasks such as shopping 

and cleaning. There have been occasions when I have had aged care clients 

on a social visit, taking them shopping and having lunch out, the same work as 

with an NDIS client but the pay rate is less. 

E. Changes to Clientele  

110. Since I commenced working in the Australian aged care and disability sector 

after returning from the UK, I have noticed that clients are experiencing a 

decline in their cognitive health. They are becoming more forgetful and finding 

it harder to make decisions or communicate their needs. This is consistent with 

the changes in home care clients and services which occurred during the 17 

years I worked in the same sector in the UK. There many people age and die 

in their own homes rather than going into residential care. It appears to me that 

the same is happening here and that the acuity and frailty of home care clients 

will only increase. 

111. One client is finding it increasingly difficult to find the right words and so it takes 

a long time for her to communicate what she needs, this impacts on the time I 

have to complete task in the allotted time or sometimes I have to go a little 

overtime as I wait for her to articulate her needs/wants. I find this somewhat 

stressful as I also need to be on time to other clients. I also noted that this would 

impact on how and what she communicates to her doctor considering time 

constraints with visit lengths, so I encouraged her to keep a diary she could 

show her doctor to ensure she was able to communicate everything she needed 

to. 

2311318



 

AM2021-65 HSU Witness WAGNER S  

112. The increased acuity of clients has increased pressure on workers and requires 

workers to be incredibly vigilant.  Clients are less mobile and more susceptible 

to falls, I need to be more alert to trip hazards such as floor mats or cords, poorly 

fitting shoes, consider if they need grab rails, or being conscious of changes to 

their vision, or if they may need extra lighting. I am required to monitor a client’s 

cognitive state to file reports to my coordinator.  

113. Some families like to be very involved and want to be called by the carer about 

their family member.  

114. One of my clients is 95, she is almost blind, and without her hearing aid 

essentially deaf. She has three sons who are very involved want regular 

updates on her state and care. She refuses to go into residential care, after she 

spent some time in respite care, and hated it. She has three visits daily, a 

personal care shift first thing in the morning when she has a shower, dresses 

and has her breakfast. Another visit during the middle of the day so she receives 

and eats her lunch, and finally a shift for someone when she goes to bed. She 

can essentially self-care so requires only assistance and surety because she 

really only has peripheral vision and is fairly frail.   

115. I am aware that as clients age, they can present with more advanced cognitive 

decline, and I need the skill to notice when someone is declining. This involves 

identifying whether the client is having difficulty completing simple tasks or 

communicating with me. This is immense pressure to put on to a carer and I 

have to be attentive to subtle cues which indicate that the client is struggling.   

116. One client is 98 years old and has advanced dementia, she lives alone, and her 

daughter lives next door but is away during the day at work. She has poor 

hygiene habits. The client has three support visits and is alone in between and 

would like an extra visit to enable her to go for a drive as social hubs have been 

closed during the pandemic, she values outings above anything else but her 

funding does not allow for this. 

117. Clients are getting older and staying in their homes much longer and I am 

required to pay very close attention to their physical wellbeing. However, the 

clients who I work with are incredibly stoic are often reluctant to tell a carer if 

they are struggling. This is when it becomes my responsibility and duty to 
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identify these issues, build rapport and trust with the client and find ways of 

opening up discussion. 

118. As people stay in their homes longer, they become socially isolated and more 

inclined to falls. After a fall, if the client has spent a period in hospital, they often 

return to the home in a much more vulnerable and hesitant state. The 

responsibility then falls on me to assist the client to feel confident in their home 

situation again.  

119. Clients are often at home alone for most of their day and this undoubtedly leads 

to loneliness and vulnerability. In dealing with clients, I believe that social 

isolation is the toughest part about growing older and remaining in your home 

as you age. 

120. Because of this vulnerability and loneliness, clients are requiring more social 

and emotional support which I hear from clients and see in my day to day rounds 

of clients. It seems to me that the client packages are inadequate [they don’t 

provide sufficient money to spend enough time] when clients need more support 

of a social nature. Clients are experiencing more mental health challenges and 

they experience isolation, struggle with daily tasks, and feel more vulnerable in 

their homes.  

F. Workplace Challenges 

121. The work I do can sometimes take a personal emotional toll. Not only do I want 

to do my best in my role, but I also care deeply about my clients. I often feel 

frustrated about the limitations of what I can do for clients when I am restricted 

by client funding and company policies.  

122. Company policies tell us we can’t go above and beyond for a client. I am not 

permitted to share with them; for example, if I grow vegetables at home, I cannot 

share any excess I might have, I can’t stop by for a personal visit even if invited 

by the client or make a quick call to check they are ok - which is something I 

like to do if there were issues during my rostered visit. We are supposed to 

provide this information to the coordinator for them to follow up, but it is the 

worker that has developed rapport with the client and sees them face to face 

regularly.  
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123. As someone who develops friendships with clients, and often finds common 

interests and experiences, it can be difficult to stop short of providing these 

things to a client. I do understand the need for personal boundaries to protect 

both client and worker, but currently the worker is not given any scope for 

discrimination. 

124. When a client has a personal struggle, you cannot have any contact with them 

outside of rostered time with them or once you stop being their allocated carer. 

I worry about clients who have had social and physical issues when I have 

worked with them and I’m unsure whether they’ve been resolved. This can be 

extremely tricky if they were having difficulties with their relationship with their 

coordinator as they have nobody to turn to, and clients often don’t feel 

comfortable addressing issues with someone they have not built rapport with. I 

think the current funding model has created client relationships that are more 

transactional in nature, rather than one of genuine care.  

125. I am not permitted contact with a client outside of my allocated rostered time. 

Even when I no longer work with the client, I am not permitted contact while 

they remain with the organisation. This is difficult when they live in the same 

community, and I cannot socialise with them if I meet them in the community as 

I met them through work - even though I am only a part-time worker and I and 

my clients do have a life outside the care umbrella.  

126. I have had clients tell me how previous carers who have moved on still send 

them a Christmas or birthday card and the client feels cared for and touched 

they are still thought about. Some clients have said they feel they are not cared 

for as a human being, but they are ‘just another job,’ when carers have no 

contact outside of their shifts. But current policies do not allow us to extend this 

kindness.  

127. Most clients I do not feel there is a need to be in contact with outside of working 

hours, but there are some based on need as an act of service, and some based 

on natural developed mutual relationships I would like to be able to associate 

with outside of work hours if they invite that. For example, I have two clients 

who knew myself and late husband in our veterinary practice 20 years ago 
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whom I have reconnected with in my role as support worker, and they both live 

within my own community.  

128. One client I have a natural affinity with, a shared spiritual orientation and love 

for pets, she has a family member who is active in her care to oversee her 

wellbeing, and she is independent in her thinking. We have a relationship that 

has developed as friendship based on common values rather than a 

worker/client relationship, I can see that this connection is supporting her in her 

grief over losing her husband and gives her a sense of belonging to a network 

of friends who understand her. Also, for me it is an extension of service, as I 

have had many years in voluntary service and is part of my own spiritual base 

and being, yet I cannot associate with this client outside my part-time work as 

a support worker.  

129. The other client I can enhance the social support through reminiscence of past 

events, and common associations with people in the community at that time, 

she also has active family members involved in her care, and I feel no need for 

any involvement outside of the rostered hours, but our connected histories 

enhance the rapport and service.  

130. Another client is married, they are a retired couple, they live a few streets down 

from me, and we have a natural rapport and common interest and geographical 

history. These clients I do not feel a close friendship with, but our relationship 

is a neighbourly one, such that it would be nice to accept their invitation to pop 

over for a cuppa and chat from time to time as a community member, however 

our policies do not allow me any contact after hours.  

131. Another past client who is visually impaired and very lonely, I would like to have 

been able to keep contact with from time to time just to allow her to feel cared 

for and loved, I do not know what has happened to her, there is no closure for 

me, we are just expected to move on.  

132. When I injured my , one of my clients who I worked with for 3 years, rang 

me to see if I was ok, and on another occasion to enquire when I might be 

coming back, coordinators said this was a breach of professional boundaries, 

and informed the client she is not allowed to contact me. I find this rather an 

infringement on the client’s rights if I am agreeable to being contacted.  
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133. I have discussed this with other support workers and they feel they’d also like 

to have the choice to contact clients outside working hours when invited, not all 

clients only those where it would be beneficial for the client, especially those we 

know are isolated and alone, or they are worried or want to support the client 

accessing assistance such as advocacy, or where there is a natural rapport and 

common interests, past experiences and associations that develops as 

friendship and not just work relationships.  

134. However, this is emotionally and ethically difficult for all of us. I understand it is 

difficult to provide policy across the board for this, but policy could be flexible 

so that contact is at least known to the coordinator so they can oversee any 

problems that may arise, rather than totally banning and removing both client 

and worker choice without any consideration of the relationships that develop.  

135. Not all clients are frail and vulnerable to influence, many clients are very 

independent mentally/emotionally and self-directing, some have spouses and 

are not extremely aged but just above retirement age, these clients are not at 

risk of being manipulated or being taken advantage of. I also understand that 

the nature of the caring industry can cause workers to become overwhelmed 

outside of working hours, but the worker should be credited with some 

intelligence and capacity to assess their own choices and consequences. 

136. At times I spend a lot of time doing work outside of paid time completing 

paperwork and finalising reports on client, reading work email communications 

which includes new policies or information. We were sent eight updated policies 

in one email that were active immediately, it took me an hour to read through 

them, and it was difficult to assimilate all that information in one go.  

137. As people stay in their homes longer, it could require more coordination and 

more time outside of work to get incident reports done and filed. Because my 

shifts are changed or added to regularly and sometimes with quite short notice, 

I need to regularly check my phone in my personal time for my roster to watch 

for changes to my rostered shifts and see what has been added, or to accept 

offers of additional hours or clients. 

138. When there is an incident with a client, I need to stay with that client until it is 

resolved, such as waiting for the ambulance arrives as I described above [84].  
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139. Reports must be written in my own time if there isn’t time in the moment so that 

I am not late for the next client, and work doesn’t provide an update or feedback 

on how a client is doing post any event, however life threatening or traumatic 

for the client or me as their support worker. I care about my clients. In my 

experience most support workers go above and beyond for them as I do. It is 

emotionally draining and to not know what is happening is very hard, especially 

as some of us in our spiritual practices pray for our clients.  

140. As a support worker I have the added responsibility of working alone and do 

not have the benefit of peer support or the ability to develop friendships with 

colleagues because I have never meet them. It can at times be very lonely and 

unsupported work, especially as we do not have a setting where we can share, 

support and debrief with each other except the occasional training days and 

social events organized by the company such as Christmas functions. 

141. The required travel is a difficult aspect of the job. I am expected to hold 

adequate insurance, drive my own car everywhere and this runs my car into a 

ground and costs a lot, some of the country roads are quite rough. Although I 

am paid a travel allowance, this is inadequate for the wear and tear to my 

vehicle.  

142. As a support worker I am expected to advocate on behalf of my clients. 

Sometimes this means assisting them to complain about the service offered by 

our own employer, and others who have worked with them, helping them 

access advocacy services or government services for assistance to make a 

complaint. When a client has issues with my employer it tends to undermine my 

own trust and faith in my employer, which can impact on feedback to improve 

issues and services. 

143. At the same time, we carry the reputation of our workplace. If there are 

complaints about workers or their service delivery it potentially means less 

clients for the service and less work for us.  
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144. I have been ‘spoken to’ by coordinators for ‘breaching scope of role’ at work for 

assisting a client to access a quality and safeguards commission to make a 

query about a service delivery which resulted in the resignation of that client’s 

coordinator. We have all been warned about making false allegations as a 

whistle blower through an updated whistle blower policy. 

145. I am contracted for 30 hours per week but I have to make myself available for 

much longer hours so my employer can find sufficient work for me to meet that 

number of hours. This has become a problem since returning to work after my 

injury. I kept getting told I had to make myself available for more time so they 

could find work for me.  

146. I provided my employer with more and more times till it got to a window of about 

72 hours. But they wouldn’t let me stipulate at maximum of five hours per day, 

which was what I felt I could manage following my  injury and considering 

the  in my . They eventually told me to just give times for my 

availability telling me as an example I had to remember that a five hour window 

would not give me five hours work as travel time needed to be added.  

147. I was recently rostered to work over a period that covered from 9.30 am – 3.00 

pm. My first client was from 9.30 – 10.30, then I had a break and travel, my 

second client was from 11.50 am – 1.20 pm, I travelled to my final client from 

2.00 pm – 3.00 pm. I did three and half hours work hours spread over a window 

of five and a half hours.  

148. Availability means you must be available to work within your scope during that 

time. There is no payment for being effectively on call. You certainly cannot go 

and get another job to supplement the poor rates as a support worker, nor can 

you really do anything that you can’t drop or interrupt with a small amount of 

notice.  

G. WHS and Client’s Homes 

149. My role requires me to be versed in Workplace Health and Safety. When 

working in clients’ homes, there are can be major WHS issues. 

150. While working in client’s homes I contend with frayed electric cords, broken 

electronics or dated untested extension cords. There is often cluttered furniture 
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and poor lighting and these things that make work harder. Frayed carpets and 

mats are also present in homes and these are obvious trip hazards.  

151. Cognitive decline/behavioural challenges are also classed as a potential 

hazard. I am required to report any hazards to the coordinator who is 

responsible to ensure the client complies with any corrective actions.  

152. I have had a client accuse me of ‘dobbing them in’ when I reported a concern, 

which is unfair when I am required by my employer to report such things. 

153. There is a lot of clutter, and some clients are hoarders. Clients who are 

experiencing cognitive decline are not able to maintain their homes and this 

creates obstacles in the home. Having to dodge and move around a house with 

hypervigilance, while trying to complete duties for a client, can be very taxing 

on your body.  

154. Not all homes have obstacles, and it varies on a client-to-client basis, but I am 

required to work in many homes across the span of a fortnight so these present 

regularly. 

H. Work Value  

155. Several of my colleagues have considered leaving the industry because of how 

difficult the work is and how low the remuneration is, along with poor 

management in the company. The work is physically draining, and the work is 

becoming more difficult as we deal with clients with more complex needs.  

156. I have considered leaving the industry myself for similar reasons. One of the 

big influences that make me tired of this work is the increasing demands for 

house cleaning with the increasing age of the client base, where the clients call 

us the ‘cleaner’ which is demeaning to our training as Support Worker. Even 

though it doesn’t change the impact on the body, I would be more willing to work 

in the industry if pay compensated for the physical, emotional, and intellectual 

demands, the free use of my vehicle for company activities, and the insecurity 

of work above my minimum contracted hours. 
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157. Myself and my colleagues will also endeavour to provide the best care possible, 

but we sometimes feel stifled by company policies, low pay, and funding 

considerations.  

158. Carers are responsible for identifying issues with a client and supporting the 

subsequent care arrangements that are put in place. I feel a great duty of care 

to ensure clients’ needs are met.  I feel the responsibilities that are expected of 

us as support workers, and the knowledge we are required to have, warrants a 

higher pay rate. The pay is so low, and the work is very precarious. 

159. It’s physically and mentally stressful. I am working, sometimes in a hazardous 

workplace or a quite heated environment [clients are often very sedentary and 

have their heating up high] and doing high-care work, which carries a great 

responsibility, but at the same time I am so insecure in my personal life because 

I have such poor job security. Take for example my situation, overnight my pay 

was reduced by half because of a shift change when I was no longer working a 

24-hour care shift. 

160. Managers and executive are often on fantastic salaries, while workers who are 

doing the actual tangible work are so poorly remunerated. Workers cannot 

budget their lives because a lot of their work is ad-hoc and we are not given 

appropriate consistency.  

161. I currently live with my mother, and I’m unable to find a rental or take out a 

housing loan so that I can move out because of the low pay in the industry and 

the precarity of a part-time contract. The nature of the industry seems to only 

provide a part-time contract due to the fact that clients constantly come and go, 

because they go into permanent care, have a stay in hospital or die. 

162. Clients experiencing cognitive decline will continue to increase and I imagine 

that the work will only become harder as people stay in their homes. As clients 

get older and they present with more complex needs, workers will have to be 

more skilful, aware and in tune with the needs of clients. This, along with the 

changes to the age care legislation and increased responsibilities placed upon 

workers, will undoubtedly increase the difficulty of the work. 
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163. Clients are requiring a higher allocation of homecare time as they remain in 

their homes longer, and I believe this will continue to increase as people with 

complex needs remain in their homes longer.  

164. When clients with dementia and cognitive decline are more prevalent, the work 

becomes much more complex and a higher risk. Where Australia is at currently, 

reminds me of the United Kingdom, where the industry very quickly developed 

into a high-care home-care system. 

165. I work a minimum hours contract of 30 hours. My Union informed us that CBS 

have been trying to get people to vary existing older contracts that are 30hrs or 

above down to a 15 hour minimum. Our minimum hours are the only security 

we have as our employer is required to provide this number of hours work or 

pay us these hours at a minimum.  

166. My classification is home care worker level 3 pay point 2 and I receive $24.09 

per hour [recently increased to $24.81]. Despite having an enterprise 

agreement, the rates at CBS are tied to the award. Attached to this statement 

and marked SW-01 is a copy of the Community Based Support Enterprise 

Agreement 2018. 

167. I feel that if workers had a choice of a minimum hours contract that reflected a 

reasonable and liveable wage it would provide better job security and 

satisfaction. 

 

 

Signed:  

 

 

 

Date:  28 October 2021 
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Fair Work Act 2009 
s.185—Enterprise agreement

Community Based Support Inc.
(AG2019/602)

COMMUNITY BASED SUPPORT ENTERPRISE AGREEMENT 2018

Health and welfare services

DEPUTY PRESIDENT SAUNDERS NEWCASTLE, 16 AUGUST 2019

Application for approval of the Community Based Support Enterprise Agreement 2018.

[1] An application has been made for approval of an enterprise agreement known as the
Community Based Support Enterprise Agreement 2018 (Agreement). The application was 
made pursuant to section 185 of the Fair Work Act 2009 (Act). The Agreement is a single 
enterprise agreement.

[2] The Employer has provided written undertakings (Undertakings). A copy of the 
Undertakings is attached in Annexure A to this decision. I am satisfied that the effect of 
accepting the Undertakings is not likely to: 

(a) cause financial detriment to any employee covered by the Agreement; or

(b) result in substantial changes to the Agreement.

[3] The views of each person who the Fair Work Commission knows is a bargaining 
representative for the Agreement have been sought in relation to the Undertakings.

[4] Pursuant to subsection 190(3) of the Act, I accept the Undertakings.

[5] Subject to the Undertakings, I am satisfied that each of the requirements of sections 
186, 187, 188 and 190 as are relevant to this application for approval have been met.

[6] The Health Services Union, Tasmania Branch, being a bargaining representative for
the Agreement, has given notice under section 183 of the Act that it wants the Agreement to 
cover it. In accordance with subsection 201(2) of the Act, I note that the Agreement covers 
the organisation.

[2019] FWCA 5716

DECISION
FairWork 

Commission 
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[7] The Agreement is approved and, in accordance with section 54 of the Act, will operate 
from 23 August 2019. The nominal expiry date of the Agreement is 30 December 2020.

DEPUTY PRESIDENT

Printed by authority of the Commonwealth Government Printer

<AE504911  PR711398>
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Annexure A

IN THE FAIR WORK COMMISSION 

FWC Matter No.: 
AG2Q1g/602 

Applicant: 
Community Based Support Inc 

Section 185 - Application for approval of a single enterprise agreement 

Undertaking- Section 190 

I, Murray Coates, Chief Executive Officer for Communtty Based Support Inc give the following 
undertakings with respect lo lhe Community Based Support Enterprise Agreement 2018 
C,he Agreement"): 

1. I have the authority given lo me by Community Based Support Inc to provide this 
undertaking in relation to the application before the Fair Work Commission. 

2. Clause 31 (a)(i) shall be amended as folloWs: 

31 OVERTIME 
(a) Overtime rates 

(i) Full lime employees 
A full-time employee will be paid the following payments for 
all work done in actdition to their ordinary rostered hours on 
any day: 

3. No employee will be required to install or maintain a land line telephone for the 
purposes of being on call. AU employees required to be on-call will be provided with a 
telephone supplied and paid for by the employer. 

4. Employees will not be required to wear a uniform and the employer 'Milt provide all 
necessary equipment 

5. Schedule A - Social and Community Services Employees wages table shall be 
amended as follows: 

Social and Community Services Employee$ 
ffpp on/after 1 December 2018 

per week per week 

L£V£L 1 

Paypoint 1 $782.04 
Paypolnt 2 S 808.40 
Paypoint 3 $ 837.52 
LEVEL 2 
Paypoint 1 $ 987.24 
Paypolnt 2 S 1,018.10 
Paypoint 3 $ 1,049.18 
Paypoint 4 $ 1,077.30 
l!VEll 
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Paypoint 1 $1,098.58 
PaypohH 2 $1, 130.12 
Paypoint 3 $1, 154.15 
Paypoint 4 $1,177.70 
LEVEL 4 
Paypoint I $1,268.13 
Paypoint 2 $ 1,301.10 
Paypoint 3 $ 1,334.16 
Paypo int 4 $ 1,358.40 
LEVEL 5 
Paypoint 1 $1,429.13 
Paypoint 2 S 1,460.87 
Paypoint 3 $1,495.24 
LEVEL 6 
Paypolnt $1,555.94 
Paypoint 2 $1,591.29 
Paypoint 3 $1,626.69 
LEVEL 7 
Paypoint $1,686.01 
Paypoint 2 $ 1,722.8S 
Paypoint 3 $1,759,35 
LEVEL 8 
Paypoint S 1,824.74 
Paypoint 2 $1,864.41 
Paypoint 3 $1,884.42 

6. If a Level 2 Social and Community Services Employee is required to perform the below 
duties, then they will be paid the Pre-Refom, Award comparator or Level 28 ror the 
relevant time performing such duties: 

7. 

8. 

• Provide client support and care services, including the provision of support and 
care seivices in a client's home; 

If a Level 2 Social and Community Services Employee is required to perform the below 
duties, Ulen they will be paid the Pre-Reform Awar<J ~Qmparator Qf Level 3 lor the 
relevant time performing such duties: 

Supervise a limited number of lower ciassifted employees w ithin a single 
programme in their day-to-day work: 
Exercise responsibility for a function within the organisation; and 
Plan and co-ordinate client seivices, including training. 

,_,....,"'"'"'J"ings are provided on the basis of issues raised by the Fair WOik 
a plication before the Fair WOik Commission . 

..,t...q~,t-/' 

Signature 

er Aviv&+ ..2.01g . 
Date 
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PART ONE -APPLICATION AND OPERATION 

1. TITLE OF AGREEMENT

This Agreement shall be known as the Community Based Support Enterprise

Agreement 2018.

2. DEFINITIONS

For the purpose of this Agreement:

"Act" means the Fair Work Act 2009 

"Agreement" means the Community Based Support Enterprise Agreement 

2018. 

r'Award(s)" means any applicable award or agreement and includes those 

howsoever described in the Act as an award, federal award, transitional federal 

award, pre-reform federal award, pre-reform certified agreement, a modern 

award, a preserved state agreement and a notional agreement preserving a state 

award as at the date of this agreement. 

"Broken Shift" means a shift worked by an employee that includes one or more 

breaks (other than a meal break) and where the span of hours is not more than 

12 hours. 

"Casual Employee" means an Employee who is engaged on an as and when 

required basis. A Casual Employee receives an additional loading in lieu of 

annual leave, personal/carers leave and public holidays. Each period of casual 

employment stands alone. The notice period for termination of employment for 

a Casual Employees is one (1) hour. 

"Day Worker" means an employee whose weekly ordinary hours are performed 

within the ordinary hours of work set out in clause 21 (c). 

"De facto Spouse" means a person who, although not legally married to the 

employee, lives with the employee in a relationship as a couple of a genuine 

domestic basis (whether the employee and the person are of the same sex pr 

different sexes) and includes a former de facto partner of the employee. 

"Employee" means any person employed by the Employer, who performs work 

in accordance with the classifications covered by this Agreement in Schedules 

A, B or C. 

"Employer" means Community Based Support Inc. (ABN 91 874 273 928). 

., 
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"Excursion" for the purpose of this Agreement excludes the normal 24 hour rate 
as per the 24 Hour Rate clause of this Agreement. 

"Executive Employee" means a Senior Manager who is a member of the 
Executive Team 

"Flexibility Arrangements" means the Flexibility clause established by the Fair 
Work Act to enable Individual Flexibility Agreements (IFAs) in addition to the 
terms and conditions under this Agreement. 

"Immediate Family" includes: 

(.a) spouse (including a former spouse, a de facto spouse and a former de 
facto spouse) of the employee; 

{b) child or an adult child (including an adopted child, a step child or an ex
nuptial child), parent, grandparent, grandchild or sibling of the employee 
or spouse including former spouse of the employee; and 

{c) a brother-in-law or sister-in-law. 

"Modern Award" means the Social, Community, Home Care and Disability 
Services Industry Award 2010 as at the date of this agreement. 

"NES" means the National Employment Standards, which represent the 
minimum standards applying to the Employment of each Employee. 

"Ordinary Rate of Pay" means the rate of pay that the Employee receives for 
Ordinary Hours of Work. This does not include Overtime. 

"Part-time Employee" means an employee who is engaged to work less than 
38 hours per week or an average of less than 38 hours per week and who has 
reasonably predictable hours of work. The terms of this Agreement will apply to 
part-time employees on a pro rata basis on the basis that the ordinary weekly 
hours of work for full-time employees are 38. 

"Probationary Period" means a period where both the Employee and the 
Employer can assess each other's performance, capacity and suitability. 

"Shift" means one or more periods of engagement (excluding sleepovers and 
24 hour rates). 

"Standard Rate" means the minimum wage for a Social and Community 
Services employee level 3 at pay point 3 prescribed in Schedule A. 
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3. APPLICATION OF AGREEMENT 
(a) Date and Period of Operation 

(i) This Agreement shall come into operation on seven days after 
approval by the Fair Work Commission. 

(ii) The Agreement has a nominal expiry date of 30 December 2020 
unless otherwise terminated or varied beforehand by the mutual 
agreement of the parties or operation of law. The Agreement will 
continue beyond the nominal expiry date, until replaced, or terminated 
in accordance with the Fair Work Act 2009. 

(iii) The Employer agrees to commence negotiations for a new collective 
agreement to succeed this Agreement at least 3 months before the 
nominal expiry date of this Agreement with the intention of concluding 
these negotiations prior to the nominal expiry date. 

(iv) Before submitting a variation, termination or replacement Agreement 
for the approval of the employees covered by the Agreement, the 
Employer will negotiate in good faith with the Health Services Union. 

(v) Should negotiations for a new collective agreement not be finalised 
prior to the nominal expiry date of this Agreement, existing rates of 
pay and conditions will continue to be observed for all employees. 

(b) No Extra Claims 

The Employees shall not pursue any extra claims (other than raising minor 
work matters that are not characterised as a claim) on any work related 
matters for the life of this Agreement about matters contained in this 
Agreement. 

(c) Relationship to Awards 

(:1) This Agreement provides the minimum terms, conditions and 
entitlements of the Parties. 

(ii) The Agreement displaces all Awards applicable to the Employees, 
save for Schedule F of the Modern Award for any Employee eligible 
for the Supported Wage System and Schedule G of the Modern Award 
for any Employee entitled to be paid as a Trainee. 

(d) Supersession and Severance Provision 

(i) All existing awards or notional agreements preserving state awards 
(NAPSA) which but for this Agreement coming into force would have 
applied to employees classified in accordance with this Agreement are 
superseded by this Agreement. 
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(ii) It is the intention of those covered by the Agreement that the agreement 
contains only permitted matters under the Fair Work Act 2009. It is also 
the intention of those covered by the Agreement that the agreement 
contains no matters that are unlawful. 

(iii) Any term of this Agreement that is, in whole, or in part, not a permitted 
matter is, to the extent it is not a permitted matter, severed from this 
agreement and of no legal effect. 

(iv) Any term of this Agreement that is, in whole, or in part, an unlawful term 
is, to the extent it is an unlawful term, severed from this agreement and 
of no legal effect. 

{v) To the extent it is possible, all terms in this Agreement should be 
interpreted in a manner that would make them permitted matters. 

4. PARTIES BOUND 
The Employer and Employees (excluding Executive Employees) covered by this 
Agreement are bound by its terms. 

5. RELATIONSHIP TO THE NES 
Entitlements in accordance with the NES are provided for under the Act. The 
NES provides a set of minimum standards which cannot be displaced. Where 
this Agreement also has provisions regarding matters dealt with under the NES 
and the provisions in the NES set out in the Act are more favourable to an 
Employee in a particular respect than those provisions, then the NES will prevail 
in that respect and the provisions dealing with that matter in this Agreement will 
have no effect in respect of that Employee. The provisions in this Agreement 
otherwise apply. 

6. FLEXIBILITY ARRANGEMENTS 
(a) To meet the genuine needs of individual Employees and the Employer the 

parties may agree to vary the application of this Agreement in relation to 
the following terms of the Agreement: 

(i) Allowances; and 
(i i) Leave loading. 

(b) Individual flexibility arrangements must be initiated by the Employee and 
will only be considered in exceptional circumstances to accommodate 
family and/or personal circumstances. 

(c) The Employer must ensure that any individual flexibility arrangements do 
not bestow greater benefits to any one or more individual Employees. 

(d) The Employer must ensure that any individual flexibility arrangements: 
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(i) Be about matters that would be permitted matters if the arrangement 
were an Enterprise Agreement; and 

(ii) Not include a term that would be an unlawful term if the arrangement 
were an Enterprise Agreement. 

(e) The flexibility term must require that any individual flexibility arrangement is 
genuinely agreed to by the Employer and the Employee. 

(f) The Employer must ensure that any individual flexibility arrangement 
agreed to under the term must result in the Employee being better off 
overall than the Employee would have been if no flexibility arrangement 
were agreed to. 

(g) The Employer must ensure that any individual flexibility arrangement 
agreed to by the Employer and Employee under the term does not require 
the approval, or consent by another person. 

(h) The flexibility arrangement must require the Employer to ensure that an 
individual flexibility arrangement agreed to under the term must be able to 
be terminated: 

(i) By either the Employee, or the Employer, giving written notice of not 
more than 28 days; or 

(ii) By the Employee and the Employer at any time if they agree, in writing, 
to the termination . 

(i) The Employer must ensure that any Flexibility Arrangement: 

(i) Is agreed in writing and signed by the Employer and the Employee; 
and 

(ii) If the Employee is under 18 years of age, is also signed by a parent 
of guardian of the Employee; and 

(iii) A copy of the individual flexibility arrangement agreed to must be 
given to the Employee within 14 days after it is agreed to. 
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PART TWO -CONSULTATION AND DISPUTE RESOLUTION 

7. CONSULTATION TERM 
(a) This term applies if the Employer: 

(i) has made a definite decision to introduce a major change to 
production, program, organisation, structure, or technology in relation 
to its enterprise that is likely to have a significant effect on Employees 
of the enterprise. 

(ii) proposes to introduce a change to the regular roster or ordinary hours 
of work of employees. 

(b) For a major change referred to in subclause (a)(i) 
(i) The Employer must notify the relevant Employees of the decision to 

introduce the major change. 
(ii) Subclauses (c) to (h) apply 

(c) The relevant Employees may appoint a representative for the purposes of 
the procedures in this term. 

(d) If a relevant Employee appoints, or relevant Employees appoint, a 
representative for the purposes of consultation; and the Employee or 
Employees advise the Employer of the identity of the representative; the 
Employer must recognise the representative. 

(e) As soon as practicable after making its decision, the Employer must: 

(i) discuss with the relevant Employees: 

(1) the introduction of the change; and 
(2) the effect the change is likely to have on the Employees; and 
(3) measures the Employer is taking to avert or mitigate the adverse 

effect of the change on the Employees; and 

(ii) for the purposes of the discussion - provide, in writing , to the relevant 
Employees: 

(1) all relevant information about the change including the nature of 
the change proposed ; and 

(2) information about the expected effects of the change on the 
Employees; and 

(3) any other matters likely to affect the Employees. 
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(f) However, the Employer is not required to disclose confidential or 
commercially sensitive information to the relevant Employees. 

(g) The Employer must give prompt and genuine consideration to matters 
raised about the major change by the relevant Employees. 

(h) In this term, a major change is likely to have a significant effect on 
Employees if it results in: 

(i) the termination of the employment of Employees; or 
(ii) major change to the composition, operation or size of the Employer's 

workforce or to the skills required of Employees; or 
(iii) the elimination or reduction of job opportunities (including 

opportunities for promotion or tenure); or 
(iv) the alteration of hours of work; or 
(v) the need to retrain Employees; or 
(vi) the need to relocate Employees to another workplace; or 
(vii) the restructuring of jobs. 

(i) For a change referred to in subclause (a)(ii): 

(i) the Employer must notify the relevant employees of the proposed 
change; and 

(ii) subclauses U) to (n) apply. 

U) The relevant employees may appoint a representative for the purposes of 
the procedures in this term. 

(k) If: 
(i) 

(ii) 

a relevant employee appoints, or relevant employees appoint, a 
representative for the purposes of consultation; and 
the employee or employees advise the employer of the identity of the 
representative; 

the Employer must recognise the representative. 

(I) As soon as practicable after proposing to introduce the change, the 
Employer must: 

(i) discuss with the relevant employees the introduction of the change; 
and 

(ii) for the purposes of the discussion--provide to the relevant employees: 

1. all relevant information about the change, including the nature of 
the change; and 

IO 
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2. information about what the Employer reasonably believes will be 
the effects of the change on the employees; and 

3. information about any other matters that the Employer reasonably 
believes are likely to affect the employees; and 

4. 
(iii) invite the relevant employees to give their views about the impact of 

the change (including any impact in relation to their family or caring 
responsibilities). 

(m) However, the employer is not required to disclose confidential or 
commercially sensitive information to the relevant employees. 

(n) The Employer must give prompt and genuine consideration to matters 
raised about the change by the relevant employees. 

(o,) In this term, relevant Employees means the Employees who may be 
affected by the major change. 

8. DISPUTE SETTLEMENT PROCEDURE 
(a) If a dispute arises about this Agreement, the National Employment 

Standards (NES) or the Modern Award, the parties to the dispute will 
attempt to resolve the dispute at the workplace by discussions between the 
Employee or Employees concerned and the relevant supervisor and, if such 
discussions do not resolve the dispute, by discussions between the 
Employee or Employees concerned and more senior levels of management 
as appropriate. 

(b) If the matter cannot be resolved, a party may refer the dispute to the Fair 
Work Commission for resolution using any of its powers (including powers 
under section 595(3) and 739(4) of the Act). 

(c) All staff are entitled to be represented. The Employer shall recognise the 
representative for all purposes involved with the resolution of the dispute. 

(d) The parties to the dispute and their representatives must act in good faith 
in relation to the dispute. 

(e) While the dispute is being resolved, the parties will respect the status quo. 
However, the Employer may direct an Employee to perform different work 
or work at a different location, on full pay, if it is reasonable to do so to 
protect the safety, health or welfare of the Employee. 

(f) The parties to the dispute agree to be bound by a decision made by the 
Fair Work Commission in accordance with this term. 

I I 
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PART THREE - TYPES OF EMPLOYMENT 

9. FULL TIME EMPLOYMENT 

(a) Full time employment means an Employee engaged to work 38 hours per 

week or an average of 38 hours per week. 

10. PART TIME EMPLOYMENT 
(a) Before commencing employment and from time to time, the Employer and 

the part-time Employee will agree in writing on a regular pattern of work 
including the Employee's available hours, the number of hours to be worked 

each week, the days of the week the part-time Employee will work and the 

starting and finishing times each day. 

(b) Any agreed variation to the regular pattern of work will be negotiated 
between the Employer and the part-time Employee and recorded in writing 

with at least two weeks notification being required by both parties. The 
parties can agree for the variation to commence with less than the two 

weeks' notice or any notice at all. Any such varied agreement may be 

ongoing or for a specified period of time. 

11. CASUAL EMPLOYMENT 

(a) A casual Employee will be paid per hour calculated at the rate of 1138th of 

the weekly pay applicable to part time and full time staff working at the same 

level. 

(b) In addition, casual Employees will receive a 25% loading on the base rate 

of pay applicable to part time and full time staff working at the same level 
instead of the paid leave and public holiday entitlements, notice of 

termination and redundancy benefits accrued by full-time Employees. 

(c) Casual Employees will be paid the following minimum number of hours, at 

the appropriate rate, for each engagement: 
(i) social and community services employees-3 hours; or 

(ii) home care employees-1 hour. 

12. PROBATIONARY PERIOD 
(a) Employment is subject to a Probationary Period of 3 months. 
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(b) Where an Employee determines that the Employer has not for any reason 
met their requirements they may inform the Employer at any time during the 
Probationary Period that they wish to terminate their employment at their 
own initiative and provide 1 week's notice of the termination of employment 
or payment in lieu thereof 

(c) The Employer shall complete a Probationary Review at any time prior to the 
conclusion of the Probationary Period and inform the Employee of the 
outcome of this review under the following terms: 

(i) Where the Employer has determined that the Employee has 
satisfactorily completed probation, employment will continue as per 
this Agreement save for references to the Probationary Period or 

(ii) Where the Employer, as a consequence of the Probationary Review, 
has determined that the Employee has not for any reason met their 
requirements the Employer may extend the Probationary Period up to 
a maximum of a further three (3) months if the Employee has 
demonstrated the capacity to meet the Employee's requirements with 
further development. If the Employer determines that the Employee 
does not have the capacity to meet their requirements the Employee 
will be given 1 weeks' notice of the termination of employment or 
payment in lieu thereof. 

PART FOUR- MINIMUM WAGES AND RELATED MATTERS 

13. WAGE RATES 
(a) The Ordinary Rate of Pay for an Employee shall be equal to or greater than 

the higher of the current Award minimum rates prescribed in Schedule A, 
save for any Employee eligible for the Supported Wage System or an 
Employee entitled to be paid as a Trainee. 

(b) Support Work is classified under the Social and Community Services stream 
if it is part of a structured program of support for the client and falls into the 
follow types: (i) Training of a client; (ii) Retraining of a client; (iii) 
Rehabilitation therapies for a client. All other work is classified under the 
Home Care stream. 

(c) Each year for the life of the Agreement, the Employer will flow on any 
increase of the Minimum Wage Order by the Fair Work Commission, or 3% 
whichever is greater to the current Award minimum rates prescribed in 

Schedule A. 

(d) Employees classified under the Social and Community Services stream will 
have their wages rates increased on 1 December each year from the first 
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full pay period after 1st December, for the life of this agreement in line with 
the decision of the Fair Work Commission's equal remuneration order. 
Wage increases prescribed in this agreement on 1 July will be based on the 
wage rate payable after equal remuneration order increases. 

(e} Any terms and conditions or rates of pay negotiated with Employees in 
excess of those contained in Schedule A may be absorbed or offset against 
any Minimum Wage Order increases by the Fair Work Commission. 

(f) The Ordinary Rate of Pay will be used in calculating all service related 
benefits and notice payable on termination. 

(g) For a Full Time Employee, the Ordinary Rate of Pay may be expressed as 
a weekly or annualised amount. 

(h) Wages shall be paid by Electronic Funds transfer fortnightly (ie in arrears) 
into an account nominated by the Employee on Pay Day unless there are 
circumstances beyond the control of the Employer. 

(i) Pay Day may be changed at the discretion of the Employer provided that 
the Employer gives 4 weeks' notice of this to the Employees. 

U) Employees must fill out and sign their time sheets except where other 
arrangements are made in accordance with the Employer policies. 

(k) Failure to follow procedures may result in unavoidable delays in payroll 
processing. 

(I) If the Fair Work Commission alters the Social, Community, Home Care and 
Disability Services Industry Award 2010 and provides an increase to wage 
rates more generous than that of employees covered by this Agreement 
prior to the nominal expiry date of this Agreement, then those wage rates 
will apply. 

14. ALLOWANCES 
(a) Adjustment of expense related allowances 

(i) At the time of any adjustment to the Standard Rate, each expense 
related allowance will be increased by the relevant adjustment factor. 
The relevant adjustment factor for this purpose is the percentage 
movement in the applicable index figure most recently published by 
the Australian Bureau of Statistics since the allowance was last 
adjusted. 
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(ii) The applicable index figure is the index figure published by the 
Australian Bureau of Statistics for the Eight Capitals Consumer Price 
Index (Cat No. 6401.0), as follows: 

I llowance Consumer Price Index 

Board and lodging eighted average eight capital 
cities-CPI 

Olothing, equipment and Clothing and footwear group 
tools allowance 

Meal allowances ake away and fast foods sub-group 

I ehicle/travel allowance Private motoring sub-group 
'-----~-

(b} Meal allowances 
An employee will be supplied with an adequate meal where an Employer 
has adequate cooking and dining facilities or be paid a meal allowance of 
$12.88 in addition to any overtime payment as follows: 

(i) when required to work more than one hour after the usual finishing 
hour of work or, in the case of shift workers, when the overtime work 
on any shift exceeds one hour; and 

(ii) provided that where such overtime work exceeds four hours a further 
meal allowance of $12.88 will be paid . 

This clause will not apply when an employee could reasonably return home 
for a meal within the meal break. 

On request, meal allowance will be paid on the same day as overtime is 
worked . 

(c) First aid allowance 
A weekly first aid allowance of 1.67% of the Standard Rate per week will be 
paid to a full-time employee where : 

(i) an employee is required by the Employer to hold a current first aid 
certificate; and 

(ii) an employee, other than a home care employee, is required by their 
employer to perform first aid at their workplace; or 

(iii) a home care employee is required by the Employer to be, in a given 
week, responsible for the provision of first aid to employees employed 
by the Employer. 

The first aid allowance will apply to eligible part time and casual employees 
on a pro rata basis on the basis that the ordinary weekly hours of work for 
full-time employees are 38. 
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(d} Travelling , transport and fares 
(i) Where an employee is required and authorised by their employer 

to use their motor vehicle in the course of their duties, the employee 
is entitled to be reimbursed at the rate of $0.81 per kilometre. This 
allowance shall be maintained at a minimum of 2 cents above the 
equivalent ATO travel reimbursement for the term of this enterprise 
agreement. 

(i i) When an employee is involved in travelling on duty, if the Employer 
cannot provide the appropriate transport, all reasonably incurred 
expenses in respect to fares, meals and accommodation will be met 
by the employer on production of receipted account(s) or other 
evidence acceptable to the Employer. 

(iii) Provided that the employee will not be entitled to reimbursement for 
expenses referred to in sub-clause (ii) which exceed the mode of 
transport, meals or the standard of accommodation agreed with the 
Employer for these purposes. 

(iv) An employee working broken shifts will be entitled to the motor 
vehicle allowance for travel incurred between each break in the shift. 

(v) An employee required to stay away from home overnight will be 
reimbursed the cost of reasonable accommodation and meals. 
Reasonable proof of costs so incurred is to be provided to the 
Employer by the employee. 

(e) Heat allowance 
(i) Where work continues for more than two hours in temperatures 

exceeding 46 degrees Celsius employees will be entitled to 20 
minutes rest after every two hours' work without deduction of pay. 

(ii) It will be the responsibility of the Employer to ascertain the 
temperature. 

(f) On call allowance 
(i) An employee required by the Employer to be on call (i.e. available for 

recall to duty for pager or any other reason) will be paid an allowance 
of 2.0% of the Standard Rate in respect to any 24 hour period or part 
thereof during the period from the time of finishing ordinary duty on 
Monday to the time of finishing ordinary duty on Friday. 

(ii) The allowance will be 3.96% of the Standard Rate in respect of any 
other 24 hour period or part thereof, or any public holiday or part 
thereof. 

(iii) In addition to the on call allowance, an Employee who performs 
telephone duties outside their ordinary hours shall be paid for a 
minimum of one hour's work for disturbances, whether as a single 
disturbance of a maximum of one hour or two disturbances of a 
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maximum of 30 minutes, whether or not the full hour is worked , at 
relevant overtime rates. In respect of subsequent disturbances, the 
Employee shall be paid for each 30 minute period in which duties are 
performed whether or not the full period is worked , at appropriate 
overtime rates. 

15. RECOVERY OF WAGES OVERPAYMENT 
From time to time errors result in an overpayment of wages. It is the Employer's 
preference that all overpayments are repaid in full as soon as identified, whilst 
recognising that is not possible in all situations. Furthermore, it is the 
responsibility of the employee to seek financial advice prior to making any 
repayment decisions. If an overpayment occurs, the Employer will negotiate a 
repayment arrangement with the employee. If agreement is reached it will be 
documented and implemented. If agreement cannot be reached the Dispute 
Resolution Clause of this Agreement will apply. 

16.. UNDERPAYMENT OF WAGES 
Where an employee identifies, and the Employer confirms, an underpayment 
of wages the Employer will rectify the underpayment and make payment to 

the employee within 7 days. 

17. SUPERANNUATION 
Employees shall receive the current superannuation guarantee rate in 
accordance with relevant legislation, of their base salary, including weekend and 
shift penalties prescribed in the Shift Work Clause, paid into their superannuation 
fund on a monthly basis. HESTA is the default superannuation provider. This 
payment will be made in accordance with the following provisions; 

(a) Superannuation legislation 
(i) Superannuation legislation, including the Superannuation Guarantee 

(Administration) Act 1992 (Cth), the Superannuation Guarantee 
Charge Act 1992 (Cth), the Superannuation Industry (Supervision) Act 
1993 (Cth) and the Superannuation (Resolution of Complaints) Act 
1993 (Cth), deals with the superannuation rights and obligations of 
employers and employees. Under superannuation legislation 
individual employees generally have the opportunity to choose their 
own superannuation fund . If an employee does not choose a 
superannuation fund, any superannuation fund nominated in this 
Agreement covering the employee applies. 

(ii) The rights and obligations in this clause supplement those in 
superannuation legislation. 

(b) Employer contributions 
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An employer must make such superannuation contributions to a 
superannuation fund for the benefit of an employee as will avoid the 
employer being required to pay the superannuation guarantee charge 
under superannuation legislation with respect to that employee. 

(c) The Employer must pay to the relevant superannuation fund the amount 
specified in subclause (b) no later than 28 days after the end of each month. 

(d) Voluntary employee contributions 

(i) Subject to the governing rules of the relevant superannuation fund, an 
employee may, in writing, authorise their employer to pay on behalf of 
the employee a specified amount from the post-taxation wages of the 
employee into the same superannuation fund as the employer makes 
the superannuation contributions provided for in subclause (b). 

(ii) An employee may adjust the amount the employee has authorised 
their employer to pay from the wages of the employee from the first of 
the month following the giving of one month's written notice to their 
employer. 

(iii) The employer must pay to the relevant superannuation fund the 
amount authorised under paragraphs (i) or (ii) of this subclause no 
later than 28 days after the end of the month in which the authorised 
deduction was made. 

(e) Superannuation fund 

Unless, to comply with superannuation legislation, the employer is required 
to make the superannuation contributions provided for in subclause (b) to 
another superannuation fund that is chosen by the employee, the employer 
must make the superannuation contributions provided for in subclause (b) 
and pay the amount authorised under subclauses (d)(i) or (d)(ii) to Health 
Employees Superannuation Trust of Australia (HESTA) 

18. SALARY PACKAGING AND SACRIFICE 
(a) The rate of pay specified in this Agreement may be packaged in accordance 

with the employer's salary packaging program. 

(b) The employer agrees to permit all employees, excluding casuals, covered 
by this Agreement who elect in writing to do so, to convert a proportion of 
their base salary, up to the amount allowed in the relevant legislation to 
packaged benefits . 

(c) The employer agrees that the terms and conditions of such a package must 
be subject to the following provisions: 
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(i) overtime and shift penalties must be calculated on the salary level 
which would have applied to the employee in the absence of the 
employee participating in salary packaging under the terms of this 
Agreement; 

(,ii) non salary packaged benefits must be paid for any period in respect 
of which the employee is paid wages or the equivalent, including but 
not limited to worker's annual or other leave with pay; 

(iii) if during the life of a salary packaging agreement between the 
employer and the employee, the employee becomes entitled to 
workers compensation payments, the employee will be advised that 
they may immediately cease (without penalty) the salary packaging 
agreement until such time as the employee is no longer entitled to 
such workers compensation payments. Any outstanding benefit still 
due under this Agreement will be paid as salary less PAYG 
withholding tax; 

(vi) superannuation payments required to be paid under the 
superannuation legislation, including the Superannuation Guarantee 
(Administration) Act 1992 (Cth), the Superannuation Guarantee 
Charge Act 1992 (Cth), the Superannuation Industry (Supervision) Act 
1993 (Cth) and the Superannuation (Resolution of Complaints) Act 
1993 (Cth) as amended from time to time must be calculated on the 
Agreement rate of pay as if no salary packaging agreement was in 
place. This applies to salary packaging and salary sacrifice to 
superannuation; 

(vii) annual leave loading entitlements must be calculated on the 
Agreement rate of pay as if no salary packaging agreement was in 
place; 

(viii) employees who have entered into a salary packaging agreement must 
be given the opportunity to review such agreements annually, and to 
amend or withdraw from such an agreement; 

(d) No employee, as a result of entering into a salary packaging agreement, 
will receive less, in wages and benefit, than currently provided for in this 
Agreement. 

,(e) The employer further agrees that in the promotion and implementation of 
salary packaging to employees it will advise each employee in writing: 

(i) that there is no compulsion for any employee to participate in salary 
packaging; 
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(ii) that all employment conditions, other than salary packaging as 
provided for in this agreement, will continue to apply; 

(iii) that the structure of any agreed package complies with taxation and 
other relevant laws; 

(iv) that they should consult with a financial adviser prior to signing any 
salary sacrifice agreement. To facilitate this, the employee must be 
provided with a copy of any proposed agreement prior to being 
required to sign such an agreement; 

(v) that the payment of union dues may form part of salary sacrifice 
packages; 

(vi) of the right of the employee to inspect details of the payments and 
transactions made under the terms of this agreement and for this 
purpose, where such details are maintained electronically, the 
employee must be provided with a printout of the relevant information ; 

(vii) that where at the end of the agreed period the full amount allocated to 
a specific benefit has not been expended the unused amount will be 
carried forward to the next period subject to taxation law; 

(viii) that where changes are proposed to all salary packaging 
arrangements, or salary packaging arrangements are to be cancelled 
for reasons other than legislative requirements then the employee 
must give one month's notice and the employer must give three 
months' notice, except in circumstances in which an employee ceases 
to be employed by the employer; 

(ix) prior to signing a salary packaging agreement, employees will be 
entitled to consult with the union. 

(x) if the employer loses its exemption from the payment of Fringe 
Benefits Tax, all salary packaging arrangements will be terminated. 

19. HIGHER DUTIES 
A home-care employee engaged in any duties carrying a higher wage rate than 
a classification in which they are ordinarily employed in any one day or shift will 
be paid at the higher wage rate as follows : 

(a) for two hours or less - the time so worked; or 

(b) where the time so work exceeds two hours - a full day or shift 

All other employees who are directed by the Employer to temporarily perform the 
duties of a higher classification for at least five consecutive days, shall be paid at 
the higher rate for the time worked. Provided that no such higher rate payment 
shall be made where the Employee is undergoing training . 
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20. PAY SLIPS 
Pay Slips will specify leave entitlements and contain a break-down of all pay 
components. 

PART FIVE - HOURS OF WORK AND RELATED MATTERS 

21. ORDINARY HOURS OF WORK 
(a) The ordinary hours of work will be 38 hours per week or an average of 

38 hours per week and will be worked either: 

(i) in a week of five days in shifts not exceeding eight hours each; 
(ii) in a fortnight of 76 hours in 10 shifts not exceeding eight hours each; 

or 
(iii) in a four-week period of 152 hours to be worked as 19 shifts of eight 

hours each, subject to practicality. 

(b) By agreement between the Employer and an Employee the ordinary hours 
in the previous clause may be increased to 10 hours per shift. 

(c) The ordinary hours of work for a day worker will be worked between 6.00 am 
and 8.00 pm Monday to Sunday. 

(d) A shift worker is an employee who works shifts in accordance with the Shift 
Work Clause. 

(e) Ordinary hours worked on a Saturday are paid at Time and a Half. 

(f) Ordinary hours worked on a Sunday are paid at Double Time. 

(g) Work on a Public Holiday is paid at Double Time and a Half. 

(h) The ordinary hours of work for each employee will be displayed on a 
fortnightly roster in a place conveniently accessible to employees. The roster 
will be posted at least two weeks before the commencement of the roster 
period. 

(i) The Employer will provide the Employees at least one week's notice for any 
changes to the roster provided a roster may be altered at any time to enable 
the service of the organisation to be carried on where another employee is 
absent from duty on account of illness, or in an emergency. In such 
circumstances the Employee is entitled to decline such work unless the times 
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fall within the times notified by the Employee at times they will be available 
for work. 

U) Sleepovers do not form part of the Ordinary Hours of Work. 

(k) Rest breaks between rostered work 
L An employee will be allowed a break of not less than 10 hours 

between the end of one shift or period of work and the start of another. 
By agreement however, between he employee and the employer, the 
break between either: 

• The end of a shift and the commencement of a shift contiguous 
with the start of a sleepover; or 

• A shift commencing at the end of a shift contiguous with a 
sleepover 

May not be less than eight hours. 

22. ROSTERED DAYS OFF 
(a) Employees, other than a casual employee, will be free from duty for not less 

than two full days in each week or four full days in each fortnight or eight 
full days in each 28 day cycle. Where practicable, days off will be 
consecutive. 

2.3,, BREAKS 
(a) Meal breaks 

(i) Except where an Employee is working on a 24 hour rate, each 
employee who works in excess of five hours will be entitled to an 
unpaid meal break of not less than 30 minutes and not more than 
60 minutes duration, to be taken at a mutually agreed time after 
commencing work. 

(ii) Where an employee is required to work during a meal break and 
continuously thereafter, they will be paid overtime for all time 
worked until the meal break is taken. 

(iii) Where an employee is required by the employer to have a meal 
with a client or clients as part of the normal work routine or client 
program, they will be paid for the duration of the meal period at the 
ordinary rate of pay, and sub-clause (i) and (ii) do not apply. This 
paid meal period is to be counted as time worked. 

(b) Tea breaks 
(i) Every employee will be entitled to a paid 10 minute tea break in 

each four hours worked at a time to be agreed between the 
employer and employee. 

(·ii) Tea breaks will count as time worked. 
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24. SHIFT WORK 
(a) Where an employer wishes to engage an employee in shift work, the 

employer will advise the employee in writing. 

(b) Definitions 

(i) Shift work means work performed outside the ordinary hours of work 
for a day worker. 

(ii) Afternoon shift means any shift which finishes after 8.00 pm and at or 

before 12 midnight Monday to Friday. 
(iii) Night shift means any shift which finishes after 12 midnight or 

commences before 6.00 am Monday to Friday. 

(c) Shift allowances and penalty rates 
(i) An employee who works an afternoon shift will be paid a loading of 

12.5% of their ordinary rate of pay for the whole of such shift. 
(ii) An employee who works a night shift will be paid a loading of 15% of 

their ordinary rate of pay for the whole of such shift. 

PROVIDED that: 
(1) payment for work performed on a Saturday shall be at the rate 

of time and a half; 

(2) payment for work performed on a Sunday shall be at the rate 

of double time; 
(3) payment of work performed on a Public Holiday shall be at the 

rate of double time and a half. 
The above rates shall be in substitution for, and not cumulative 

upon, the shift allowances above. 

(d) The ordinary hours of work will be 38 hours per week or an average of 
38 hours per week and will be worked either: 

(i) in a week of five days in shifts not exceeding eight hours each; 

(fi) in a fortnight of 76 hours in 10 shifts not exceeding eight hours each; 

or 

(iii) in a four week period of 152 hours to be worked as 19 shifts of eight 
hours each, subject to practicality. 

(e) By agreement, the ordinary hours in the previous clause may be worked up 

to 10 hours per shift. 

(f) The casual loading prescribed in the Casual Employment clause will not be 

cumulative upon the shift premiums prescribed in the Shift Work clause. 

(g) A Casual Employee working on a Saturday, Sunday and Public Holiday 

shall be paid the base rate plus the applicable penalty from clause 
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12(c)(ii)(1), 12(c)(ii)(2) and 12(c)(ii)(3). These rates will be in substitution 
for and not cumulative upon the afternoon and night shift premiums and the 
casual loading . 

25. BROKEN SHIFTS 
(a) All work performed beyond the maximum span of 12 hours for a broken 

shift will be paid at double time. 

(b) An Employee must receive a minimum break of 10 hours between 
broken shifts rostered on successive days. 

(c) Clause 14(a) does not apply to the Broken Shift allowance. 

(d) Payment for a broken shift will be at ordinary pay with penalty rates and 
shift allowances in accordance with the Shiftwork clause with shift 
allowances being determined by the finishing time of the broken shift. 

(e) An allowance of $7.50 will be paid for each break between shifts when 
the break is more than 60 minutes. 

26. SHORT NOTICE CANCELLATION 
(a) Where a client cancels or changes the rostered home care service, an 

employee will be provided with notice of a change in roster by 5.00 pm the 
day prior and in such circumstances no payment will be made to the 
employee. If a full-time or part-time employee does not receive such notice, 
the employee will be entitled to receive payment for their minimum rostered 
hours on that day. 

(b) The employer may direct the employee to make-up time equivalent to the 
cancelled time, in that or the subsequent fortnightly period. This time may 
be made up working with other clients or in other areas of the employer's 
business providing the employee has the skill and competence to perform 
the work. If make-up time is directed the allowance in sub-clause (a) will 
not be payable. 

(c) The employee must not hinder the process for part (b) through the following : 
(i) restricting work pattern; or 
(ii) altering work pattern 

27. SHORT NOTICE CALLOUT 

(a) Where an employee has been requested after 5pm on any day that they 
are required to work before midnight or where the employee has been 
given less than 2 hours' notice that they are needed for work, a payment 
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of one hour at the base rate of pay shall be made in addition to the normal 
shift payment. 

28. 24 HOUR RA TE 

(a) This clause only applies to home care employees. 

{b) A 24 hour care shift requires a employee to be available for duty in a client's 
home for up to a 24 hour period . During this period , the employee is 
required to provide the client with the services specified in the care plan. 
The employee is required to provide a total of no more than eight hours of 
care during this period. 

(c) The employee will normally have the opportunity to sleep during a 24 hour 
care shift and , where appropriate, a bed in a private room will be provided 
for the employee. 

(d} The employee engaged will be paid eight hours work at 155% of their 
appropriate rate for each 24 hour period . 

29. SLEEPOVER 
(a) A sleepover means when an employer requires an employee to sleep 

overnight at premises where the client for whom the employee is 
responsible is located (including respite care) and is not a 24 hour care 
shift pursuant to clause 19 or an excursion pursuant to clause 21. 

-(b) The provisions of the rostering clause apply for a sleepover. An employee 
may refuse a sleepover in the circumstances contemplated in the 
rostering clause but only with reasonable cause. 

(c) The span for a sleepover will be a continuous period of eight hours. 
Employees where appropriate will be provided a bed in a private room. 

(d) The employee will be entitled to a sleepover allowance of 4.9% of 
the standard rate (the weekly pay rate for a level 3 pay point 3 in Schedule 
A) for each night on which they sleep over. 

(e) In the event of the employee on sleepover being required to perform work 
during the sleepover period, the employee will be paid for the time worked 
at the prescribed overtime rate with a minimum payment as for one hour 
worked. Where such work exceeds one hour, payment will be made at the 
prescribed overtime rate for the duration of the work. 

2 

6211357



(f) An employer may roster an employee to perform work immediately before 
and/or immediately after the sleepover period, but must roster the 
employee or pay the employee for at least four hours in total. This may be 
in a single block either side of the sleepover or in a combination of hours 
either before or after the sleepover period. The sleepover allowance 
prescribed in subclause (d) will be in addition to the minimum payment 
prescribed by this subclause. 

(g) The dispute resolution procedure applies to the sleepover provisions. 

30. EXCURSIONS 
Where an employee agrees to supervise clients in excursion activities involving 
overnight stays away from home, the following provisions will apply: 

,(a) Monday to Friday excursions 
(i) Payment at the ordinary rate of pay for time worked between the 

hours of 8.00 am to 6.00 pm Monday to Friday up to a maximum of 
10 hours per day. 

(ii) The employer and employee may agree to accrual of time instead 
of overtime payment for all other hours. 

(iii) Payment of sleepover allowance in accordance with the provision 
of the Sleepover clause. 

{b) Weekend excursions 
Where an employee involved in overnight excursion activities is required 
to work on a Saturday and/or Sunday, the days worked in the two-week 
cycle, including that weekend, will not exceed 10 days. 

31. OVERTIME 
(a) Overtime rates 

(i) Full-time employees 
A full-time employee will be paid the following payments for all work 
done in addition to their ordinary hours on any day: 

(1) home care employees-for all authorised overtime on Monday to 
Saturday, payment will be made at the rate of time and a half for 
the first two hours and double time thereafter; 

(2) social and community services employees-for all authorised 
overtime on Monday to Saturday, payment will be made at the 
rate of time and a half for the first 2.5 hours and double time 
thereafter; 

(3) for all authorised overtime on a Sunday, payment will be made at 
the rate of double time; 

(4) for all authorised overtime on a public holiday, payment will be 
made at the rate of double time and a half; and 
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(5) overtime rates under this clause will be in substitution for, and not 
cumulative upon, the shift and Saturday and Sunday work 
premiums prescribed in the Shift Work Clause. 

(ii) Part-time employees and casual employees 
(1) All time worked by part-time or casual employees in excess of 38 

hours per week or 76 hours per fortnight will be paid for at the rate 
of time and a half for the first two hours and double time thereafter, 
except that on Sundays such overtime will be paid for at the rate 
of double time and on public holidays at the rate of double time 
and a half. 

(2) All time worked by part-time or casual employees which exceeds 
8 hours per day (or 10 if an employee has agreed to extend the 
hours of their shift as prescribed by Cl. 21 (b), will be paid at the 
rate of time and a half for the first two hours and double time 
thereafter, except on Sundays when overtime will be paid for at 
the rate of double time, and on public holidays at the rate of double 
time and a half. 

(3) Time worked up to the hours prescribed in sub-clause (a) of the 
Ordinary Hours clause will not be regarded as overtime and will 
be paid for at the ordinary rate of pay (including the casual loading 
in the case of casual employees). 

(4) Overtime rates payable under this clause will be in substitution for 
and not cumulative upon the shift premiums prescribed in the Shift 
Work clause, the casual loading prescribed in the Casual 
Employment clause and are not applicable to ordinary hours 
worked on a Saturday or a Sunday. 

(b) Rest period after overtime 
(i) An Employee, other than a casual, who works so much overtime 

between the termination of their ordinary work on any day or shift and 
the commencement of their ordinary work on the next day or shift that 
they have not had at least 10 consecutive hours off duty between 
those times, will be released after completion of such overtime until 
they have had 10 consecutive hours off duty without loss of pay for 
rostered ordinary hours occurring during such absence. 

(ii) If, on the instructions of the Employer, such an Employee resumes or 
continues work without having had 10 consecutive hours off duty, they 
will be paid at the rate of double time until they are released from duty 
for such rest period and they will then be entitled to be absent until 
they have had 10 consecutive hours off duty without loss of pay for 
rostered ordinary hours occurring during such absence. 

(iii) For those office Employees required to undertake pager duties 
clauses (i) and (ii) are not applicable. 
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(c) Recall to work overtime 

An Employee recalled to work overtime after leaving the Employer's or 
client's premises will be paid for a minimum of two hours' work at the 
appropriate rate for each time so recalled. If the work required is completed 
in less than two hours the Employee will be released from duty. 

(d) Rest break during overtime 
An Employee recalled to work overtime after leaving the employer's or 
client's premises and who is required to work for more than four hours will 
be allowed 20 minutes for the partaking of a meal and a further 20 minutes 
after each subsequent four hours' overtime; all such time will be counted as 
time worked . 

The meals will be allowed to the Employee free of charge. Where the 
employer is unable to provide such meals, a meal allowance, as prescribed 
in sub-clause 39(b) of the Allowances clause will be paid to the employee 
concerned. 

32. Flexitime 

(a) The purpose of this clause is to detail the availability and management of 
flexitime for the employer office based employees within the provision of this 
Agreement. 

(b) The purpose of flexitime is to allow an employee to enter into an alternative 
arrangement for their hours of work. This could include changing start or 
finishing times or have an extended break during the day. Flexitime can be 
used to allow employees to undertake personal appointments or other family 
responsibilities that are not covered by a form of leave. 

(c) Office based employees may utilise flexitime arrangements subject to the 
following: 

(i) The employer and the employee may agree to vary their normal working 
hours within the span of ordinary work hours as set out in this Agreement. 

(ii) The employer and employees recognise that core hours are 1 0.00am to 
12.00pm and 1.30pm to 2.30pm. These times are to be avoided by the 
employee when the appointment time is within their control. 

(iii) Ordinary hours are to be reconciled over a 2 week pay cycle. Agreement 
may be reached to reconcile in the next 2 week pay cycle in extraordinary 
circumstances. 

(iv)An employee will apply with as much notice as possible to undertake a 
flexible working arrangement where they are required to attend an 
appointment or other matter during normal working hours. 
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(d) Employees may vary their starting and finishing times and lunch breaks within 
the span of ordinary hours to balance work and non-work commitments 
subject to the operational requirements of the employer. 

(e) Full working day absences will not be taken as flexitime. 

(f) Approvals for the taking of flexitime as required under this Agreement shall be 
facilitated by email between the employee and the relevant manager prior to 
the taking of the flexitime. 

PART FIVE - LEAVE AND PUBLIC HOLIDAYS 

33. ANNUAL LEAVE 
Full and Part Time Employees will be entitled to receive 4 weeks paid annual 
leave per year. Shift workers (as defined for the purposes of this clause) will 
receive an additional paid week of leave. This leave will be taken in accordance 
with the following provisions; 

(a) Entitlement 

(i) Standard Leave 
A period of 4 working weeks leave will be allowed annually to an 
Employee (other than casual employees). The rate of pay and number 
of hours for a day is determined by the projected roster. 

(ii) Shift Work Leave 
In addition, employees are defined as shift workers for the purposes 
of this clause, if they work no less than 8 days on weekends each year 
will be entitled to an additional one working week's leave. 

(iii) An employee's entitlement to paid annual leave accrues progressively 
during a year of service according to the employee's ordinary hours of 
work, and accumulates from year to year. 

(b) All Employees before going on annual leave will be paid the amount of 
wages they would have received for the ordinary time which they would 
have worked had they not been on leave. 

Employees will be paid during the period of annual leave on their regular 
pay day unless they specifically request in writing that the payment for leave 
be made not later than 12 noon on the last day of work prior to the Employee 
commencing leave. 

(c) Leave Loading 
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(i) Employees other than, those who undertake shift work, shall receive 
a loading of 17.5% on the payment made for annual leave. 

(ii) Employees who undertake shift work) will be paid during a period of 
annual leave a loading of 17.5% on the payment made for annual 
leave or projected shift roster payments, whichever is the greater. 
Projected shift roster payments include weekend and shift penalties 
prescribed in the Shift Work Clause which would have been paid had 
the employee not been on annual leave. 

The annual leave loading described in paragraph (ii) will be paid on the 
entitlement of 5 weeks each year in the case of shift workers who qualify 
for the additional entitlement and 4 weeks each year for all other 
employees. 

(d) Leave to be Taken 

Annual leave provided for in this clause will be taken and except as 
provided for in clause 19U), annual leave will not be cashed out. 

(e) Excess Leave 

(i) An employee has an excessive leave accrual if the employee has 

accrued more than 8 weeks' paid annual leave (or 10 weeks' paid 

annual leave for a shiftworker. 

(ii) If an employee has an excessive leave accrual, the employer or the 

employee may seek to confer with the other and genuinely try to reach 

agreement on how to reduce or eliminate the excessive leave accrual. 

(iii) If the employer has genuinely tried to reach agreement with an 

employee under subclause (ii) but agreement is not reached (including 

because the employee refuses to confer), the employer may direct the 

employee in writing to take one or more periods of paid annual leave. 

(iv) However, a direction by the employer under subclause (iii): 

(A) is of no effect if it would result at any time in the employee's 

remaining accrued entitlement to paid annual leave being less 

than 6 weeks when any other paid annual leave arrangements are 

taken into account; and 
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(8) must not require the employee to take any period of paid 

annual leave of less than one week; and 

(C) must not require the employee to take a period of paid annual 

leave beginning less than 8 weeks, or more than 12 months, after 

the direction is given; and 

(D) must not be inconsistent with any leave arrangement agreed 

by the employer and employee. 

(v) The employee must take paid annual leave in accordance with a 

direction under subclause (iii) that is in effect. 

(vi) An employee to whom a direction has been given under subclause 

(iii) may request to take a period of paid annual leave as if the direction 

had not been given. 

Note 1: Paid annual leave arising from a request mentioned in 

subclause (vi) may result in the direction ceasing to have effect. 

Note 2: Under section 88(2) of the Fair Work Act, the employer must 

not unreasonably refuse to agree to a request by the employee to take 

paid annual leave. 

(f) Proportionate Leave on Termination of Service and Redundancy 

If an Employee leaves their employment or their employment is terminated 

by the employer, the employee will be paid their annual leave entitlement, 
including leave loading, on a pro rata basis. 

(g) Annual Leave Exclusive of Public Holidays 

If a public holiday, as listed in this Agreement, falls within an Employee's 

period of annual leave, there will be added one day for each holiday with 
pay that occurs. 

(h) Broken Leave 

Where the Employer and Employee so agree annual leave may be taken in 

separate periods. 

(i) Sickness during Leave 
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An Employee, who becomes ill during their annual leave, will be entitled to 
personal leave instead of annual leave if the Employee has sufficient 
personal leave. The Employee must provide the Employer with a medical 
certificate stating the period of illness. The annual leave not taken will 
remain to the Employee's credit. If the Employee does not have sufficient 
personal leave, they may use annual leave or leave without pay. 

U) Cashing out of Annual Leave 

This Agreement enables an Employee to cash out annual leave at their 
written request. Due to Workplace Health and Safety purposes, the 
Employer understands that staff need to have a proper break and therefore 
cashing out of annual leave will be upon approval by the Employer and only 
under extenuating circumstances. 

The Employer may agree to cash out one week's annual leave entitlement, 
so long as the employee will have at least 4 weeks accrued entitlement to 
annual leave remaining. 

Each agreement to cash out a particular amount of paid annual leave must 
be a separate agreement in writing. 

Leave cannot be cashed out in advance of it being credited . Payment for 
cashed-out leave must be at a rate no less than the Employee's ordinary 
hourly rate of pay, including weekend and shift penalties prescribed in the 
Shift Work Clause, at the time the election is made and must be given within 
a reasonable period. Payment will include leave loading. 

Nothing in this clause or in this Agreement shall be taken in any way as 
forcing an Employee to forgo an entitlement to take an amount of annual 
leave or to exert undue influence or undue pressure in relation to the 
making of a decision by the Employee to request to cash out annual leave. 

(k) Purchase of Additional Leave 

At the initiative of the Employee and by mutual agreement with the 
Employer the Employee may purchase up to four weeks additional leave. 

The Employee, by taking a reduction in normal salary in one year, will 
become entitled at the end of that year to up to four extra weeks leave with 
leave loading during which they will be paid salary at the same reduced 
rate. The salary reduction shall be as follows: 
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Purchased leave period Percentage of normal salary to be 
deducted 

1week 1.92% 
2 weeks 3.85% 
3 weeks 5.77% 
4 weeks 7.7% 

All employment conditions, entitlements and accruals will apply during a 
period of purchased leave. An Employee who becomes ill during a period 
of purchased leave will be entitled to take personal leave provided there is 
an accrued entitlement (refer sub-clause (i)). 

Purchased leave arrangements will be suspended during any period of 
incapacity for which the Employee is entitled to compensation under the 
Workers Rehabilitation and Compensation Act 1988, during which time the 
employee reverts to normal wages/salary under this Agreement. 

Any accrued purchased leave and purchased leave loading not taken will 
be payable on termination. 

Purchased leave arrangements will be approved on an annual basis and a 
new arrangement will not be entered into until the employee has taken the 
previous year's entitlement. 

Leave purchased under this provision is purchased leave and not annual 
leave. 

If a holiday with pay, as defined in this Agreement, falls within an 
Employee's period of purchased additional leave, there will be one day 
added for each holiday with pay that occurs during this time and the holiday 
with pay will be paid at the Employee's full rate of pay. 

34. PERSONAL/CARER'S LEAVE 
Full and Part Time Employees will be entitled to accrue 10 days paid personal 
leave per year for use when they are not fit for work because of a personal illness 
or personal injury or are required to provide care or support for family members 
or members of the employee's household. This leave will be taken in accordance 
with the following provisions. 

The provisions of this clause apply to an employee other than a casual. The 
entitlements of casual employees are set out in subclause U) - Casual Employees 
- Caring Responsibilities. 
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(a) Amount of Paid Personal Leave 

Paid personal leave is available to an Employee, when they are absent: 

(i) due to personal illness or injury; or 
(ii) for the purposes of providing care or support to an immediate family 

or household member who has a personal illness or personal injury or 
who requires the employee's care or support due to an unexpected 
emergency. 

(b) In the event of an Employee, other than one engaged as a casual, being 
not fit for work because of a personal illness or injury, the Employee will be 
entitled to paid personal leave subject to the following conditions and 
limitations: 

(i) An Employee will not be entitled to personal leave for any period the 
employee is entitled to worker's compensation. 

(ii) An Employee is entitled to use accrued personal leave for the 
purposes prescribed in subclause (a). 

(c) Leave Cumulative 

Personal leave will be cumulative from year to year; and any unused 
personal leave will be credited to the Employee without a reduction of the 
next year entitlements. 

(d) Not Payable upon Termination 

An Employer will not be required to make payment in respect of 
accumulated personal leave credits to an Employee upon termination of 
employment. 

(a) Leave may be taken for part of a single day. 

(f) Employee Must Give Notice 

An Employee will as soon as practicable (which may be a time after the 
leave has started) inform their employer or place of work of the taking of 
leave and as far as may be practicable the estimated duration of absence. 

(g) Evidence Supporting Claim 
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(i) An Employee will prove to the satisfaction of a reasonable person that 
the Employee was unable on account of illness or injury to attend for 
duty on the days for which personal leave is claimed. 

(ii) When taking leave to care for members of their immediate family or 
household who require care due to an unexpected emergency, the 
Employee must, if required by the Employer, establish by producing 
evidence acceptable to a reasonable person or a statutory 
declaration, the nature of the emergency and that such emergency 
resulted in the person concerned requiring care or support by the 
Employee. 

(h) Unpaid Personal Leave 

Where an Employee has exhausted all paid personal leave entitlements, 
they are entitled to take unpaid personal leave to provide care or support 
for members of their immediate family or household who have a personal 
illness or injury and require care or support or who require care or support 
due to an unexpected emergency. The Employer and the Employee will 
agree on the period. In the absence of agreement, the Employee is entitled 
to take up to two days per occasion, provided the requirements of 
subclauses (f) and (g) are met. 

(i) Casual Employees - Caring Responsibilities 

Subject to the evidentiary and notice requirements in subclauses (f) and 
(g), Casual Employees are entitled to unpaid personal leave if they need to 
provide care or support for members of their immediate family or household 
who are ill or injured and require care or support, or who require care or 
support due to an unexpected emergency, or the birth of a child. 

The Employer and the Employee will agree on the period for which the 
Employee will be entitled to unpaid personal leave. In the absence of 
agreement, the Employee is entitled to personal leave of up to two days per 
occasion. 

An Employer must not fail to re-engage a Casual Employee because the 
Employee accessed the personal leave entitlements. The rights of an 
Employer to engage or not to engage a Casual Employee are otherwise not 
affected. 

U) Purchase of Additional Carer's Leave. 
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At the initiative of the Employee and by mutual agreement the employee 
may purchase one or two weeks' additional Carer's Leave. The purchased 
Carer's Leave may be used for care or support to an immediate family 
member or household member. 

The Employee, by taking a reduction in normal salary of 1.92% or 3.84% in 
one year, will become entitled at the end of that year to one week or two 
weeks extra Carer's Leave which will be paid salary at the same reduced 
rate. 

All employment conditions, entitlements and accruals will apply during a 
period of purchased leave. 

Purchased leave arrangements will be suspended during any period of 
incapacity for which the employee is entitled to compensation under the 
Workers Rehabilitation and Compensation Act 1988, during which time the 
employee reverts to normal wages/salary under the Award or this 
Agreement. 

Any accrued purchased Carer's Leave not taken will be payable on 
termination. 

Purchased Carer's Leave arrangements will be approved on an annual 
basis and a new arrangement will not be entered into until the Employee 
has taken the previous year's entitlement. 

35. PARENTAL LEAVE 
Employees who have completed 12 months of service and who are the primary 
carer after the birth or adoption of a child will be entitled to receive a minimum of 
52 weeks unpaid parental leave. 

Employees will be entitled to any paid parental leave scheme or dad's and 
partner pay scheme paid by the Australian government and pursuant to parental 
leave legislation. 

Full-time employees shall be entitled to a one-off payment of their salary up to 
$500 following the birth of a child and part-time employees shall be entitled to a 
pro-rata amount based on their average hours of work over the preceding 12 
month period. If the Government increases Parental Leave entitlements by $500 
or more, this one-off payment will not be made. 
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36. COMMUNITY SERVICE LEAVE 
Employees are entitled to be absent from employment for taking part in eligible 
community service leave. This leave is unpaid. This leave will be taken in 
accordance with the following provisions; 

(a) Community Service Leave arrangements apply in respect to employees 
who are registered volunteers with the following emergency service 
organisations: 

(i) Tasmania Fire Service; 
(ii) Tasmanian Ambulance Service; and 
(iii) State Emergency Service. 
(iv) Other emergency service consistent with the NES definition. 

(b) The employer will grant approval or an employee to be absent from duty so 
the employee can assist with an emergency situation, providing the 
following conditions are met: 

(i) the Employee has informed the management and their direct 
supervisor as soon as practicable regarding the requirement for the 
absence and its likely length; 

(ii) the Employee is able without undue disruption to the operational 
requirements of the organisation to be released to assist in responding 
to the emergency; and 

(iii) if required by the Employer, the employee can obtain from the relevant 
emergency organisation proof of the request for and duration of the 
attendance in response to the emergency situation. 

The Employer will not unreasonably refuse a request of absence to attend 
an emergency situation. 

-(c) When an Employee has attended and rendered assistance as a volunteer 
in response to an emergency situation, the following leave and related 
arrangements will apply: 

(i) the attendance will not affect entitlements for leave accruals and 
related benefits; 

(ii) an injury sustained by the employee whilst attending an emergency 
situation will not form the basis of a claim against the Employer; and 

(iii) the return to normal work duties by the Employee should be as soon 
as practicable following the completion of functions associated with 
the emergency situation including, where relevant, debriefing or 
counselling. Furthermore, the timing of the return to work should be 

37 

7411369



managed consistent with appropriate workplace health and safety 
considerations such as the fatigue status of the employee. 

37. JURY DUTY LEAVE 
Employees are entitled to receive payment for up to 1 O days of jury duty. This 
leave and payment for such will be in accordance with the following provisions; 

(a) An Employee who has received a summons to appear for jury duty by a 
court that impacts on the employee's ability to undertake their duties must 
advise the employer as soon as is practicable and discuss the 
circumstances of the summons. 

(b) In the event that a full-time or part-time Employee is required to serve on a 
jury, that Employee will not be financially disadvantaged in terms of their 
wages, superannuation or accrued leave entitlements for serving as a 
Juror. 

(c) Employees will be paid by the Employer for the duration of the jury duty on 
the basis that the employee grants permission to the Employer to apply to 
the Court for compensation of wages paid whilst serving as a Juror. 

(d) On production of the required documentation, the employee will receive 
their fortnightly gross wage minus the amount received by the Courts. All 
superannuation normally paid by the employer in a normal pay period, 
including salary sacrifice and the Superannuation Guarantee Contribution 
will remain the same as if the employee had been at work. 

(e) Time served on a jury will be deemed to be time served in employment with 
the Employer for the purpose of accruing leave entitlements. 

(f) Any taxation liability arising from the receipt of out of pocket wages from a 
court for serving on a jury is the sole responsibility of the Employee. 

38. LEAVE WITHOUT PAY 
(a) The granting of Leave Without Pay is at the discretion of the Employer. 

While the Employer attempts to meet all reasonable requests, such leave 
is not planned for and its being granted would usually create an unplanned 
vacancy that could place undue pressure on work colleagues. The 
Employer will take such factors into account prior to granting unpaid leave. 

(b) Should staff taking leave without pay wish to undertake alternative 
employment during this period, they will require the agreement of the CEO. 
Such agreement is not usual and would depend on circumstances. 
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{c) In most instances any accumulated pro rata annual and/or long service 
leave would be required to be taken prior to unpaid leave commencing. 

39. BLOOD DONORS 
(a) A full-time or part-time Employee who is absent during ordinary working 

hours for the purpose of donating blood shall not suffer any deduction of 
pay for the period involved on each occasion and subject to a maximum of 
four separate absences of a maximum 1.5 hour per absence for the 
purpose of donating blood each calendar year. PROVIDED that such 
Employee shall arrange for his/her absence to be at the beginning or the 
ending of their rostered working hours. 

(b) The Employee shall notify his/her Employer as soon as possible of the time 
and date upon which he/she is requesting to be absent for the purpose of 
donating blood. 

(c) Reasonable proof of the attendance of the Employee at the recognised 
place for the purpose of donating blood and the duration of such attendance 
shall be furnished by the Employee to his/her Employer. 

40. LONG SERVICE LEAVE 
Long Service Leave, including the amount of long service leave, shall be in 
accordance with the NES and the Long Service Leave Act 1976. yeaye Will'be 
accrued on a fortnight!~ basis. The accrual rate will be pro-rata based on the 
humber of ordinary hours 12aid in the fortnight. 

Employees whose pay rate is up to and including 2.00% above the Modern 
Award rate of pay will accrue long service leave at the rate of 13 weeks after 10 
years of continuous service. Employee will be able to access (but not the ability 
to cash out) accrued Long Service Leave after 7 years of continuous service. 

41. COMPASSIONATE LEAVE 
(a) An Employee is entitled to 3 days of compassionate leave for each 

permissible occasion when a member of the Employee's immediate family 
or a member of the Employee's household: 

(i) contracts or develops a personal illness that poses a serious threat to 
his or her life; or 

(ii) sustains a personal injury that poses a serious threat to his or her life. 
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(b) An Employee may take compassionate leave for a particular permissible 
occasion if the leave is taken for the purpose of spending time with the 
member of the Employee's immediate family or household who has 
contracted or developed the personal illness or sustained the personal 
injury. 

(c) An Employee may take compassionate leave for a particular permissible 
occasion as: 
(i) a single continuous period of 3 days; or 
(ii) 3 separate periods of 1 day each; or 
(iii) any separate periods to which the Employee and his or her Employer 

agree. 

(d) The Employee may take the compassionate leave for that occasion at any 
time while the illness or injury persists. 

(e) In addition to the entitlement at sub-clause (c) an Employee is entitled to 
bereavement leave on the death of a member of the Employee's immediate 
family or a member of the Employee's household as follows: 
(i) 10 days on the death of a partner or child; or 
(ii) 5 days on the death of a parent. 5 days personal leave may be taken 

in addition to the period of compassionate leave. 
Note: The notice and evidence requirements of NES must be complied 
with. 

(f) If, in accordance with this Section, an Employee, other than a casual 
Employee, takes a period of compassionate leave, the Employer must pay 
the Employee at the Employee's base rate of pay for the Employee's 
ordinary hours of work in the period . For casual Employees, compassionate 
and bereavement leave is unpaid leave. 

42. CEREMONIAL AND CULTURAL LEAVE 
An employee who is legitimately required by Aboriginal, Torres Strait Islander 
or other cultural tradition to be absent from work for ceremonial purposes or 
significant events will be entitled to up to 10 working days' unpaid leave in any 
one year, with the approval of the employer. This leave is non-cumulative. 
Notice must be given one month in advance of taking the leave. 

43,. DOMESTIC/FAMILY VIOLENCE 
(a) An employee experiencing domestic/family violence will have access to 5 

days per year (non-cumulative) of paid special leave for medical 
appointments, legal proceedings and other activities related to family 
violence . This leave will be in addition to existing leave entitlements and 
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may be taken as consecutive or single days or as a fraction of a day and 
can be taken without prior approval. The rate of pay and number of hours 
for a day is determined by the projected roster. 

(b) An employee experiencing domestic/family violence will have access to 
personal leave for medical appointments, legal proceedings and other 
activities related to family violence. Employees must provide satisfactory 
evidence for example, Court or Police documentation (personal details 
blacked out) or statements from relevant professional organisations 
involved in the matter. 

(c) There will be no loss of employment status through extended absence as 
a result of domestic/family violence. If hours have to be permanently 
moved , the employer commits to reasonably maintaining hours subject to 
operational requirements. 

(d) An employee experiencing family violence will be referred to organisations 
specialising in domestic I family violence counselling and support; e.g. 
Support, Help and Empowerment Inc. (SHE). 

(e) The employer may require supporting evidence. 

44. PUBLIC HOLIDAYS 
(a) An Employee shall be entitled to the following holidays without deduction in 

pay: New Year's Day, Australia Day, Hobart Regatta Day, 8-Hour or Labour 
Day, Good Friday, Easter Monday, Anzac Day or alternative day when it 
falls on a weekend or other Public Holiday, Queen's Birthday, Show Day 
(as defined), Christmas Day, Boxing Day, or such other day or days as may 
be proclaimed in their stead, or made additional to, as a public holiday 
within the area within which Employee's place of work is situated. 

(b) By mutual agreement, the above holidays with pay may be taken on 
alternate dates provided reasonable notice is given of proposed variation. 

(c) The employer may request an employee to work on a public holiday if the 
request is reasonable. 

(d) If an employer requests an employee to work on a public holiday, the 
employee may refuse the request if: 

(i) the request is not reasonable; or 
(ii) the refusal is reasonable. 
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(e) In determining whether a request, or a refusal of a request, to work on a 
public holiday is reasonable, the following must be taken into account: 

(i) the nature of the employer's workplace or enterprise (including its 
operational requirements), and the nature of the work performed by 
the employee; 

(ii) the employee's personal circumstances, including family 
responsibilities; 

(iii) whether the employee could reasonably expect that the employer 
might request work on the public holiday; 

(iv) whether the employee is entitled to receive overtime payments, 
penalty rates or other compensation for, or a level of remun~ration that 
reflects an expectation of, work on the public holiday; 

(v) the type of employment of the employee (for example, whether full
time, part-time, casual or shiftwork); 

(vi) the amount of notice in advance of the public holiday given by the 
employer when making the request; 

(vii) in relation to the refusal of a request--the amount of notice in 
advance of the public holiday given by the employee when refusing 
the request; 
(viii) any other relevant matter. 

(f)An employee required to work on a public holiday will be paid double time 
and half for their ordinary rate of pay for time worked. Payments under this 
clause are instead of any additional rate for shift or weekend work which 
would otherwise be payable had the shift not been a public holiday. 
(g) If an employee is absent from his or her employment on a day or part
day that is public holiday, the employer must pay the employee at the 
employee's base rate of pay for the employee's normal ordinary hours of 
work on that day. 

PART SIX-TERMINATION OF EMPLOYMENT 

45.. NOTICE OF TERMINATION 
(a)An Employer must not terminate an Employee's employment unless the 

Employer has given the Employee written notice of the day of the 
termination (which cannot be before the day the notice is given). 

(b)The Employer must not terminate the Employee's employment unless: 

(i) the time between giving the notice and the day of the termination is at 
least the period (the minimum period of notice) worked out under 
subsection (c); or 

(ii) the Employer has paid the Employee payment in lieu of notice of at 
least the amount the Employer would have been liable to pay the 
Employee at the full rate of pay for the hours he or she would have 
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worked had the employment continued until the end of the minimum 
period of notice. 

(c) Work out the minimum period of notice as follows: 

(i) first, work out the period using the following table: 

Period 
Employee's period of continuous service with Period 
the Employer at the end of the day the notice 
is given 

1 Not more than 1 year 2 weeks 
2 weeks 2 More than 1 year but not more than 3 years 

---------'-----------
3 More than 3 years but not more than 5 years 3 weeks 
4 More than 5 years 4 weeks 

(ii) then increase the period by 1 week if the Employee is over 45 years 
old and has completed at least 2 years of continuous service with the 
Employer at the end of the day the notice is given. 

Termination Payments 

(a) On termination of employment the Employee will be paid any accrued 
Annual Leave, unused purchased leave, Long Service Leave (subject to 
NES and Long Service Leave Act 1976 provisions for suitable reasons for 
payment) and/or notice entitlement, subject to having provided notice. 

(b) Long Service Leave will be payable on termination of employment when an 
employee has completed 10 years of continuous service. Pro-rata long 
service leave is payable after 7 years continuous service in accordance with 
clause 2(b) and 3 of the Long Service Leave Act 1976. 

(c) All payments made as a result of termination of employment will occur 
within three business days of the termination date with the employer using 
their best endeavours to pay on the same date as the termination date. 

Items Deliverable to the Employer 

(a) Upon termination the Employee must without any further demand deliver to 
the Employer: 

(i) documents in their possession or control relating in any way to any 
trade secret and/or intellectual property and/or confidential 
information, or the business or affairs of the Employer or any member 
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of the Employer's related entity AND 
(ii) any company property. 

(b) Further an Employee is not permitted to retain a copy of documents in (a)(i) 
above. 

Notice of Termination by the Employee 

The notice of termination required to be given to the employer by an 
employee who wishes to terminate their employment is two weeks. 

Failure to Provide Notice 

If the Employee fails to give the requisite notice the Employer may offset or 
withhold at their discretion amounts due to the Employee on Termination to a 
maximum amount equal to the amount the Employee would have received if 
notice had been complied with provided no withholding, offset or deductions of 
wages or amounts due may occur without the requisite authorisation of the 
employee. 

Summary Termination 

(a) The Employer may terminate the employment of an Employee without 
notice i.e. summarily for Serious Misconduct. 

(b) In this case the Employee is entitled only to payment for time worked up to 
the time of termination. 

46. REDUNDANCY 
The parties agree that it is not desirable to lose the services of staff members 
through redundancy. It is the parties preferred option to seek redeployment and 
retraining opportunities within the organisation should the occasion arise. 

(b) Commitment to consult 

The parties to this Agreement recognise that redundancy, when it occurs, 
is both sensitive and traumatic and needs to be handled in a delicate 
manner. 

Where the employer believes that it may be necessary to make one or more 
positions within the enterprise redundant, or reduce or alter hours that 
causes a loss of employee's income, the employer agrees to immediately 
notify the union and to commence consultation in accordance with the 
Consultation Clause of this Agreement. 
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(c) Redeployment and Retraining 

In the event of a position being made redundant, the following will apply: 

(i) The employer will actively explore all internal redeployment 
opportunities for staff surplus to requirements. 

(ii) A staff member seeking redeployment may be retrained for an 
available position on condition that the staff member can demonstrate 
that he or she possesses the necessary capacity for that position. 

(iii) Where retraining is required, the employer will provide and pay for any 
training which the employer deems necessary for the staff member to 
perform the duties of the position to which the staff member is being 
redeployed. The employee will be entitled to undertake this training 
during work time. 

(d) Notice of Redundancy 

The employer undertakes to provide the maximum possible notice of the 
need to make a position(s) redundant or reduce or alter hours which causes 
a loss of employee's income. In all cases however, the minimum period of 
notice for employees' subject to termination or reduction or alteration of 
hours which causes a loss of employee's income, will be as follows: 
The required period of notice in the event that a position is made redundant 
or hours are reduced or altered to cause a loss of employee's income is 
four weeks. 

The required notice period will be increased by one (1) week if the 
employee is over 45 years of age at the time of termination. 

(e) Redundancy 

In the event that it is necessary for the employer to make a position(s) 
redundant, the employer will, in the first instance, seek expressions of 
interest from all staff, in volunteering for a redundancy package. 

In assessing applications for voluntary redundancy, the parties 
acknowledge that the employer will take into account the skill and 
operational requirements of the enterprise. 

In normal circumstances involuntary redundancies will only be considered 
where there are no, or insufficient volunteers from existing staff and/or the 
operational requirements or business needs of the employer cannot 
reasonably be met. However, the parties accept that in assessing 
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applications for voluntary redundancy, either as a result of a position(s) 
being redundant or through the reduction or alteration of a position(s) hours 
which causes a loss of an employee's income, the employer will be entitled 
to take into account the operational requirements of the business. The 
employer will consult with the union where the employer rejects an 
application for voluntary redundancy in favour of an involuntary redundancy 

(f) Redundancy Package 

(i) Where redeployment or retraining opportunities are not available, the 
separation package to be paid to redundant staff is as follows: 

Redundancy pay period 
Employee's period of continuous 
service with the Employer on 
termination 

Redundancy 
pay period 

At least 1 year but less than 2 years 4 weeks 
At least 2 years but less than 3 years 6 weeks 
At least 3 years but less than 4 years 7 weeks ----------
At least 4 years but less than 5 years 8 weeks 

--------------
At least 5 years but less than 6 years 10 weeks --
At least 6 years but less than 7 years 11 weeks 

-------------
At least 7 years but less than 8 years 13 weeks 

- --
At least 8 years but less than 9 years 14 weeks 
At least 9 years but less than 10 years 16 weeks 
At least 10 years 18 weeks 

Each additional year over 10 years 1 additional week 

(ii) A week's pay means: 

(1.) the hours worked per week as averaged over the previous three 
months, excluding any period of leave or other extraordinary 
absence such as leave without pay, paid at the ordinary rate for 
the classification; and 

(2) any penalties as averaged over the previous three months, 
excluding any period of leave or other extraordinary absence; 
and 

(3) any work related allowances 

(g) Time off to seek other Employment 
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(i) All employees who are made redundant will be given assistance by 
the employer in seeking suitable alternative employment. Such 
employees will be granted a minimum of one day's time off without 
loss of pay during each week of notice for the purpose of seeking other 
employment or to make arrangements for training or re-training . 

(i i) If the employee has been allowed paid leave for more than one day 
during the notice period for the purpose of seeking other employment, 
the employee must, at the request of the employer, produce proof of 
attendance at an interview or they will not be entitled to payment for 
the time absent. For this purpose, a statutory declaration is sufficient. 

(h) Financial Counselling 

The employer undertakes to provide access in paid time for each employee 
who is offered a redundancy, or who expresses an interest in a redundancy, 
to consult a financial adviser. 

The employer will provide to each employee a fully detailed pay statement 
at the time when the offer of redundancy is made. 

PART SEVEN -ALL OTHER MATTERS 

47. WORKPLACE HEAL TH AND SAFETY 
(a) "Back Care and Manual Handling" training must be completed by support 

workers every 2 years to maintain competency and safe work practices. 
This training is included in the two training days allocated per year. 

(b) the Employer provides safety gloves, over-booties and aprons free to staff 
and volunteers who need these items to maintain safety at work. A supply 
of these items is maintained by the Employer for handing out on request to 
staff and volunteers who need them. Equipment and materials for domestic 
assistance may also be supplied in accordance with needs identified 
through Care Plans. 

(c) Support Workers in direct contact with clients diagnosed as having Hepatitis 
A should seek advice from their doctor regarding an immunoglobulin 
injection as a preventative measure, if they are to continue working with the 
client. Vaccination arranged by the Employer will be offered at no cost to 
staff. 

(d) Support Workers who work with a client diagnosed as having Hepatitis B 
will have the opportunity to be vaccinated against this disease. Vaccination 
arranged by the Employer will be offered at no cost to staff. 

(e) Influenza vaccinations organised by the Employer will be offered at no cost 
to all staff. 
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(f) An employee receiving an injury at work must attend a medical practitioner 
if requested by the employer. 

48. PROFESSIONAL DEVELOPMENT 
The Employer encourages and supports staff to undertake education programs 
relevant to their work. Annual professional development plans are completed for 
all Employees in conjunction with their performance review. Where agreed with 
the Senior Manager/CEO time off and/or financial support will be provided. 
Employees requesting relevant professional development shall receive a 
minimum of two days non-cumulative each calendar year, pro rata at their 
ordinary rate of pay to undertake the relevant activities. The pro rata figure is 
calculated based on average hours of last three months of previous calendar 
year. Where the employee hasn't completed a full calendar year with The 
Employer it will be based on the pro rata of the average hours since 
commencement of employment. In addition, the Employer will pay for both the 
course and time for any further training identified in the performance review as 
required for their skill development provided that it shall not include any training 
required to be performed as part of a disciplinary process unless specifically 
authorised by the employer. 

Attendance at professional development activities is not considered to be a 
broken shift. There will be no payment for time between shifts of work and 
professional development activities. 

49. STUDY LEAVE 
The Employer encourages and supports staff to undertake education programs 
relevant to their work. Where agreed with the Senior Manager/CEO there may 
be assistance in the form of time off and/or financial support. 

(.a) 38 hours (negotiable) paid Study Leave per academic year for full time 
staff (pro-rata applies for part time staff) may be granted. This time is 
not cumulative. 

(b) Study must be directly relevant to workplace skills for the person's 
current or likely future work at the Employer. However, consideration 
will be given to studies that may be generally applicable to the 
Community Services industry. 

(c) Study may be linked to an individual's performance appraisal. 

(d) Generally, there will be no replacement staff provided, so 
consideration needs to be given to any adverse effect on service 
delivery. 
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(e) Study Leave can be taken in such modules of time as agreed by the 
staff member and Senior Manager/CEO. 

(f) Approval is at the CEO's discretion. 

50. UNION DELEGATES RIGHTS 
Union delegates or elected workplace representatives, with approval of the Union 
and upon application in writing, will be granted up to two days' leave with pay 
each calendar year, non-cumulative, in total across all relevant unions for the 
purposes detailed in paragraph (a). This leave may be distributed amongst one 
or more Employees who are union delegates. Further leave may be granted at 
the Employer's sole discretion. 

(a) Leave may be taken to: 
(i) Represent members in bargaining; 
(ii) Represent the interests of members to the Employer and industria l 

tribunals; 
(iii) Consult with union members and other Employees for whom the 

delegate is a bargaining representative or part of a bargaining 
representative team; 

(iv) Attend courses conducted by an approved training provider, that are 
designed to provide skills and competencies that will assist the 
delegate or workplace representative contribute to the prompt 
resolution of disputes and or grievances in the workplace; 

(v) Attend Union annual Delegates Conferences. 

(b) The application to the Employer must be in writing, include the nature, 
content and duration of the course to be attended, and normally be provided 
with 14 days' notice of the proposed training. 

(c) The granting of leave under this clause will be subject to the Employer being 
able to make adequate staffing arrangements amongst current Employees 
during the period of leave. The Employer will not use this subclause to avoid 
an obligation under this clause. 

(d) Leave of absence granted under this clause, will count as service for all 
purposes. 

(e) Each Employee on leave approved under this clause , will be paid all ordinary 
time earnings. For the purpose of this subclause "ordinary time earnings" 
for an Employee mean the classification rate, over- Agreement payment, 
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superannuation and shift loading, which otherwise would have been 
payable. 

(f) All expenses (such as travel, accommodation and meals) associated with or 
incurred by the Employee attending a training course as provided in this 
clause will be the responsibility of the Employee or the Union. 

(g) An Employee may be required to satisfy the Employer of attendance at the 
course to qualify the payment of leave. 

(h) An Employee granted leave under this clause will, upon request, inform the 
Employer of the nature of the course attended and their observations on it. 

(i) In the event of a disagreement arising from the outcome of this clause, the 
matter may be settled using the dispute settlement procedures of the 
agreement. 
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51. SCHEDULE A 

Social and Community Services Employees 

ffpp on/after 1 ffpp on/after 1 
July 2018 December 2018 
per week per week 

LEVEL 1 

Paypoint 1 s 782.04 $ 782.04 

Paypoint 2 s 808.64 $ 808.26 

Paypoint 3 $ 837.52 $ 837.52 

LEVEL 2 

Paypoint 1 $ 974.70 $ 987.24 

Paypoint 2 $ 1,004.72 $ 1,018.02 

Paypoint 3 $ 1,026.38 $ 1,049.18 

Paypoint 4 $ 1,053.74 $ 1,077.30 

LEVEL 3 

Paypoint 1 $ 1,071.98 $ 1,098.58 

Paypoint 2 $ 1,102.76 s 1,130.12 

Paypoint 3 $ 1,126.32 $ 1,154.06 

Paypoint 4 $ 1,149.50 $ 1,177.62 

LEVEL4 

Paypoint 1 $ 1,238.42 s 1,256.28 

Paypoint 2 $ 1,270.34 $ 1,288.96 

Paypoint 3 s 1,302.64 $ 1,322.02 

Paypoint 4 $ 1,323.54 $ 1,351.66 

LEVEL 5 

Paypoint 1 s 1,384.34 $ 1,427.66 

Paypoint 2 s 1,415.50 $ 1,458.44 

Paypoint 3 $ 1,448.94 $ 1,492.26 

LEVEL 6 

Paypoint 1 $ 1,504.04 $ 1,554.20 

Paypoint 2 $ 1,538.62 $ 1,588.40 

Paypoint 3 $ 1,573.58 $ 1,622.98 

LEVEL 7 

Paypoint 1 $ 1,631.72 $ 1,676.94 

Paypoint 2 $ 1,668.20 $ 1,711.90 

Paypoint 3 $ 1,704.30 $ 1,746.86 
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LEVEL 8 

Paypoint l, s 1,763.58 $ 1,812.98 

Paypoint 2 $ 1,788.66 $ 1,848.70 

Paypoint 3 $ 1,814.50 $ 1,884.42 

Home Care Employees 

ffpp on/after 1 
July 2018 

per week 

LEVEL 1 

Paypoint 1 $ 774.10 

LEVEL 2 

Paypoint l $ 820.50 

Paypoint 2 $ 826.10 

LEVEL 3 

Paypoint l s 837.40 

Paypoint 2 s 863.10 

LEVEL 4 

Paypoint l $ 913.60 

Paypoint .2 $ 931.80 

LEVEL 5 

Paypoint 1 $ 979.40 

Paypoint 2 $ 1,018.10 

l. Supported wage system 
See Social, Community, Home Care and Disability SeNices Industry Award 
2010. 

2. National Training Wage 

Notes 

See Social , Community, Home Care and Disability SeNices Industry Award 

2010. 

a) A Home Care employee holding an accredited qualification at the level of 
Certificate 3 will translate to a Home Care employee level 3 in Schedule A. 

b) Within each level Employees shall progress to successive grades upon 
completion of 12 months seNice subject to satisfactory performance 

assessment. 
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SCHEDULE 8 

52. SCHEDULE B 
CLASSIFICATION DEFINITIONS-SOCIAL AND COMMUNITY SERVICES 
EMPLOYEES 
A.1 Social and community services employee level 1 
A.1.1 Characteristics of the level 

(a) A person employed as a Social and community services employee level 
1 works under close direction and undertakes routine activities which 
require the practical application of basic skills and techniques . They may 
include the initial recruit who may have limited relevant experience. 

(b) General features of work in this level consist of performing clearly defined 
activities with outcomes being readily attainable. Employees' duties at 
this level will be closely monitored with instruction and assistance being 
readily available. 

(c) Freedom to act is limited by standards and procedures. However, with 
experience, employees at this level may have sufficient freedom to 
exercise judgment in the planning of their own work within those 
confines. 

(d) Positions at this level will involve employees in extensive on-the-job 
training including familiarisation with the goals and objectives of the 
workplace . 

(e) Employees will be responsible for the time management of their work 
and required to use basic numeracy, written and verbal communication 
skills, and where relevant, skills required to assist with personal care and 
lifestyle support. 

(f), Supervision of other staff or volunteers is not a feature at this level. 
However, an experienced employee may have technical oversight of a 
minor work activity. 

(g) At this level, employers are expected to offer substantial internal and/or 
external training. 

A.1.2 Responsibilities 
A position at this level may include some of the following inputs or those of a 
similar value: 
(a) undertake routine activities of a clerical and/or support nature; 
(b) undertake straightforward operation of keyboard equipment including 

data input and word processing at a basic level; 
{c) provide routine information including general reception and telephonist 

duties; 
(d} provide general stenographic duties; 
(e) apply established practices and procedures; 
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(f) undertake routine office duties involving filing, recording, checking and 
batching of accounts, invoices, orders, stores requisitions and 
maintenance of an existing records system; 

(g) resident contact and interaction including attending to their personal care 
or undertaking generic domestic duties under direct or routine 
supervision and either individually or as part of a team as part of the 
delivery of disability services; 

(h) preparation of the full range of domestic duties including cleaning and 
food service, assistance to residents in carrying out personal care tasks 
under general supervision either individually or as part of a team as part 
of the delivery of disability services. 

The minimum rate of pay for employees engaged in responsibilities which are 
prescribed by A.1.2(h) is pay point 2. 

A.1.3 Requirements of the position 
Some or all of the following are needed to perform work at this level: 
(a) Skills, knowledge, experience, qualifications and/or training 

(i) developing knowledge of the workplace function and operation; 
(ii) basic knowledge of administrative practices and procedures 

relevant to the workplace; 
(iii) a developing knowledge of work practices and policies of the 

relevant work area; 
(iv) basic numeracy, written and verbal communication skills relevant 

to the work area; 
(v) at this level employers are required to offer substantial on-the-job 

training. 
(b) Organisational relationships 

Work under direct supervision. 
(c) Extent of authority 

(i) Work outcomes are clearly monitored. 
(ii) Freedom to act is limited by standards and procedures. 
(iii) Solutions to problems are found in established procedures and 

instructions with assistance readily available. 
(iv) Project completion according to instructions and established 

procedures. 
(v) No scope for interpretation. 

,(d) Progression 
An employee primarily engaged in responsibilities which are prescribed 
by A.1.2(g) will, if full-time, progress to pay point 2 on completion of 12 
months' industry experience, or if part-time, on completion of 1976 hours 
of industry experience. Industry experience means 12 months of 
relevant experience gained over the previous 3 years. 

9111386



A.2 Social and community services employee level 2 
A.2.1 Characteristics of the level 

(a) A person employed as a Social and community services employee level 
2 will work under general guidance within clearly defined guidelines and 
undertake a range of activities requiring the application of acquired skills 
and knowledge. 

(b), General features at this level consist of performing functions which are 
defined by established routines, methods, standards and procedures 
with limited scope to exercise initiative in applying work practices and 
procedures. Assistance will be readily available. Employees may be 
responsible for a minor function and/or may contribute specific 
knowledge and/or specific skills to the work of the organisation. In 
addition , employees may be required to assist senior workers with 
specific projects. 

,(,c) Employees will be expected to have an understanding of work 
procedures relevant to their work area and may provide assistance to 
lower classified employees or volunteers concerning established 
procedures to meet the objectives of a minor function. 

(d) Employees will be responsible for managing time, planning and 
organising their own work and may be required to oversee and/or guide 
the work of a limited number of lower classified employees or volunteers. 
Employees at this level could be required to resolve minor work 
procedural issues in the relevant work area within established 
constraints. 

(e) Employees who have completed an appropriate certificate and are 
required to undertake work related to that certificate will be appointed to 
this level. Where the appropriate certificate is a level 4 certificate the 
minimum rate of pay will be pay point 2. 

ff) Employees who have completed an appropriate diploma and are 
required to undertake work related to the diploma will commence at the 
second pay point of this level and will advance after 12 full-time 
equivalent months' satisfactory service. 

A.2.2 Responsibilities 
A position at this level may include some of the following : 
(a) undertake a range of activities requiring the application of established 

work procedures and may exercise limited initiative and/or judgment 
within clearly established procedures and/or guidelines; 

(b) achieve outcomes which are clearly defined; 
(c) respond to enquiries; 
(d) assist senior employees with special projects; 
,(e) prepare cash payment summaries, banking reports and bank 

statements, post journals to ledger etc. and apply purchasing and 
inventory control requirements; 
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(f) perform elementary tasks within a community service program requiring 
knowledge of established work practices and procedures relevant to the 
work area; 

(91) provide secretarial support requiring the exercise of sound judgment, 
initiative, confidentiality and sensitivity in the performance of work; 

(h) perform tasks of a sensitive nature including the provision of more than 
routine information, the receiving and accounting for moneys and 
assistance to clients; 

(i) assist in calculating and maintaining wage and salary records; 
U) assist with administrative functions; 
(k) implementing client skills and activities programmes under limited 

supervision either individually or as part of a team as part of the delivery 
of disability services; 

(I), supervising or providing a wide range of personal care services to 
residents under limited supervision either individually or as part of a team 
as part of the delivery of disability services; 

(m) assisting in the development or implementation of resident care plans or 
the planning, cooking or preparation of the full range of meals under 
limited supervision either individually or as part of a team as part of the 
delivery of disability services; 

(n) possessing an appropriate qualification (as identified by the employer) at 
the level of certificate 4 or above and supervising the work of others 
(including work allocation, rostering and providing guidance) as part of 
the delivery of disability services as described above or in subclause 
A.1.2. 

A.2.3 Requirements of the position 

Some or all of the following are needed to perform work at this level: 
(a) Skills, knowledge, experience, qualification and/or training 

(i) basic skills in oral and written communication with clients and other 
members of the public; 

(ii) knowledge of established work practices and procedures relevant 
to the workplace; 

(iii) knowledge of policies relating to the workplace; 
(iv) application of techniques relevant to the workplace; 
(v) developing knowledge of statutory requirements relevant to the 

workplace; 
(vi) understanding of basic computing concepts. 

•(b) Prerequisites 
(i) an appropriate certificate relevant to the work required to be 

performed; 
(ii) will have attained previous experience in a relevant industry, 

service or an equivalent level of expertise and experience to 
undertake the range of activities required; 

(iii) appropriate on-the-job training and relevant experience; or 
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(iv) entry point for a diploma without experience. 
(c) Organisational relationships 

(i) work under regular supervision except where this level of 
supervision is not required by the nature of responsibilities under 
A.2.2 being undertaken; 

(ii) provide limited guidance to a limited number of lower classified 
employees. 

(d) Extent of authority 
(i) work outcomes are monitored; 
(ii) have freedom to act within established guidelines; 
(iii) solutions to problems may require the exercise of limited judgment, 

with guidance to be found in procedures, precedents and 
guidelines. Assistance will be available when problems occur. 

A.3 Social and community services employee level 3 
A.3.1 Characteristics of this level 

(a) A person employed as a Social and community services employee level 
3 will work under general direction in the application of procedures, 
methods and guidelines which are well established. 

(b) General features of this level involve solving problems of limited difficulty 
using knowledge, judgment and work organisational skills acquired 
through qualifications and/or previous work experience. Assistance is 
available from senior employees. Employees may receive instruction on 
the broader aspects of the work. In addition, employees may provide 
assistance to lower classified employees. 

(,c') Positions at this level allow employees the scope for exercising initiative 
in the application of established work procedures and may require the 
employee to establish goals/objectives and outcomes for their own 
particular work program or project. 

(d) At this level, employees may be required to supervise lower classified 
staff or volunteers in their day-to-day work. Employees with supervisory 
responsibilities may undertake some complex operational work and may 
undertake planning and co-ordination of activities within a clearly defined 
area of the organisation including managing the day-to-day operations 
of a group of residential facility for persons with a disability. 

(e) Employees will be responsible for managing and planning their own work 
and that of subordinate staff or volunteers and may be required to deal 
with formal disciplinary issues within the work area. 

(f) Those with supervisory responsibilities should have a basic knowledge 
of the principles of human resource management and be able to assist 
subordinate staff or volunteers with on-the-job training. They may be 
required to supervise more than one component of the work program of 
the organisation. 

(g,) Graduates with a three year degree that undertake work related to the 
responsibilities under this level will commence at no lower than pay point 
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3. Graduates with a four year degree that undertake work related to the 
responsibilities under this level will commence at no lower than pay point 
4. 

A.3.2 Responsibilities 
To contribute to the operational objectives of the work area, a position at this 
level may include some of the following: 
(a) undertake responsibility for various activities in a specialised area; 
(b) exercise responsibility for a function within the organisation; 
(c) allow the scope for exercising initiative in the application of established 

work procedures; 
,(d) assist in a range of functions and/or contribute to interpretation of matters 

for which there are no clearly established practices and procedures 
although such activity would not be the sole responsibility of such an 
employee within the workplace; 

(e) provide secretarial and/or administrative support requiring a high degree 
of judgment, initiative, confidentiality and sensitivity in the performance 
of work; 

(f) assist with or provide a range of records management services, however 
the responsibility for the records management service would not rest with 
the employee; 

(g,) proficient in the operation of the computer to enable modification and/or 
correction of computer software systems or packages and/or 
identification problems. This level could include systems administrators 
in small to medium sized organisations whose responsibility includes the 
security/integrity of the system; 

(h) apply computing programming knowledge and skills in systems 
development, maintenance and implementation under direction of a 
senior employee; 

(i ) supervise a limited number of lower classified employees or volunteers ; 
(j) allow the scope for exercising initiative in the application of established 

work procedures; 
(k) deliver single stream training programs; 
(I) co-ordinate elementary service programs; 
(m) provide assistance to senior employees; 
(n) where prime responsibility lies in a specialised field, employees at this 

level would undertake at least some of the following: 
(i) undertake some minor phase of a broad or more complex 

assignment; 
(i i) perform duties of a specialised nature; 
(iii) provide a range of information services; 
(iv) plan and co-ordinate elementary community-based projects or 

programs; 
(V) perform moderately complex functions including social planning, 

demographic analysis, survey design and analysis. 
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(o) in the delivery of disability services as described in subclauses A.1.2 or 

A.2.2, taking overall responsibility for the personal care of residents; 

training, co-ordinating and supervising other employees and scheduling 

work programmes; and assisting in liaison and co-ordination with other 

services and programmes. 
A.3.3 Requirements of the job 

Some or all of the following are needed to perform work at this level: 

(a) Skills, knowledge, experience, qualifications and/or training 
(i) thorough knowledge of work activities performed within the 

workplace; 
(ii) sound knowledge of procedural/operational methods of the 

workplace; 
(iii) may utilise limited professional or specialised knowledge; 

(iv) working knowledge of statutory requirements relevant to the 

workplace; 

(v) ability to apply computing concepts. 

(b) Prerequisites 
(i) entry level for graduates with a relevant three year degree that 

undertake work related to the responsibilities under this level-pay 

point 3; 
(ii) entry level for graduates with a relevant four year degree that 

undertake work related to the responsibilities under this level-pay 

point 4; 
(iii) associate diploma with relevant experience; or 

(iv) relevant certificate with relevant experience, or experience attained 

through previous appointments, services and/or study of an 

equivalent level of expertise and/or experience to undertake the 

range of activities required. 

(c) Organisational relationships 
(i) graduates work under direct supervision; 

(ii) works under general supervision except where this level of 
supervision is not required by the nature of the responsibilities 

under A.3.2 being undertaken; 

(iii) operate as member of a team; 
(iv) supervision of other employees. 

(d) Extent of authority 
(i) graduates receive instructions on the broader aspects of the work; 

(ii) freedom to act within defined established practices; 

(iii) problems can usually be solved by reference to procedures, 
documented methods and instructions. Assistance is available 

when problems occur. 
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A.4 Social and community services employee level 4 
A.4.1 Characteristics of this level 

(a) A person employed as a Social and community services employee level 
4 will work under general direction in functions that require the 
application of skills and knowledge appropriate to the work. Generally 
guidelines and work procedures are established . 

{b) General features at this level require the application of knowledge and 
skills which are gained through qualifications and/or previous experience 
in a discipline. Employees will be expected to contribute knowledge in 
establishing procedures in the appropriate work-related field. In addition, 
employees at this level may be required to supervise various functions 
within a work area or activities of a complex nature. 

(c) Positions may involve a range of work functions which could contain a 
substantial component of supervision. Employees may also be required 
to provide specialist expertise or advice in their relevant discipline. 

(d) Work at this level requires a sound knowledge of program, activity, 
operational policy or service aspects of the work performed with a 
function or a number of work areas. 

(e) Employees require skills in managing time, setting priorities, planning 
and organising their own work and that of lower classified staff and/or 
volunteers where supervision is a component of the position, to achieve 
specific objectives. 

(f) Employees will be expected to set outcomes and further develop work 
methods where general work procedures are not defined. 

A.4.2 Responsibilities 
To contribute to the operational objectives of the workplace , a position at this 
level may include some of the following: 
(a) undertake activities which may require the employee to exercise 

judgment and/or contribute critical knowledge and skills where 
procedures are not clearly defined; 

(b) perform duties of a specialised nature requiring the development of 
expertise over time or previous knowledge; 

{c) identification of specific or desired performance outcomes; 
,(d) contribute to interpretation and administration of areas of work for which 

there are no clearly established procedures; 
(e) expected to set outcomes and further develop work methods where 

general work procedures are not defined and could exercise judgment 
and contribute critical knowledge and skills where procedures are not 
clearly defined; 

(f) although still under general direction, there is greater scope to contribute 
to the development of work methods and the setting of outcomes. 
However, these must be within the clear objectives of the organisation 
and within budgetary constraints; 

(g) provide administrative support of a complex nature to senior employees; 
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(h) exercise responsibility for various functions within a work area; 
(i) provide assistance on grant applications including basic research or 

collection of data; 
(j) undertake a wide range of activities associated with program activity or 

service delivery; 
(k) develop, control and administer a records management service for the 

receipt, custody, control, preservation and retrieval of records and 
related material; 

(I) undertake computer operations requiring technical expertise and 
experience and may exercise initiative and judgment in the application 
of established procedures and practices; 

(m) apply computer programming knowledge and skills in systems 
development, maintenance and implementation; 

(n) provide a reference and research information service and technical 
service including the facility to understand and develop technologically 
based systems; 

(o) where the prime responsibility lies in a specialised field, employees at 
this level would undertake at least some of the following: 
(i) liaise with other professionals at a technical/professional level; 
(ii) discuss techniques , procedures and/or results with clients on 

straight forward matters; 
(iii) lead a team within a specialised project; 
(iv) provide a reference, research and/or technical information service; 
(v) carry out a variety of activities in the organisation requiring initiative 

and judgment in the selection and application of established 
principles, techniques and methods; 

(vi) perform a range of planning functions which may require exercising 
knowledge of statutory and legal requirements; 

(vii) assist senior employees with the planning and co-ordination of a 
community program of a complex nature. 

A.4.3 Requirements of the position 
Some or all of the following are needed to perform work at this level: 
(a) Skills, knowledge, experience, qualifications and/or training 

(i) knowledge of statutory requirements relevant to work; 
(ii) knowledge of organisational programs, policies and activities; 
(iii) sound discipline knowledge gained through experience, training or 

education ; 
(iv) knowledge of the role of the organisation and its structure and 

service; 
(v) specialists require an understanding of the underlying principles in 

the discipline. 
(b) Prerequisites 

(i) relevant four year degree with one years relevant experience; 
(ii) three year degree with two years of relevant experience; 
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(iU) associate diploma with relevant experience; 
(iv) lesser formal qualifications with substantial years of relevant 

experience; or 
(v) attained through previous appointments, service and/or study, an 

equivalent level of expertise and experience to undertake a range 
of activities, 

(c) Employees undertaking specialised services will be promoted to this 
level once they have had the appropriate experience and undertake work 
related to the responsibilities under this level. 

(d) Employees working as sole employees will commence at this level. 
(e) Organisational relationships 

(i) works under general direction; 
(ii) supervises other staff and/or volunteers or works in a specialised 

field. 
(f) Extent of authority 

(i) required to set outcomes within defined constraints; 
(ii) provides specialist technical advice; 
(iii) freedom to act governed by clear objectives and/or budget 

constraints which may involve the contribution of knowledge in 
establishing procedures within the clear objectives and/or budget 
constraints where there are no defined established practices; 

(iv) solutions to problems generally found in precedents, guidelines or 
instructions; 

(v) assistance usually available. 
A.5 Social and community services employee level 5 
A.5.1 Characteristics of the level 

(a) A person employed as a Social and community services employee level 
5 will work under general direction from senior employees. Employees 
undertake a range of functions requiring the application of a high level of 
knowledge and skills to achieve results in line with the organisation's 
goals. 

,(b) Employees adhere to established work practices. However, they may be 
required to exercise initiative and judgment where practices and direction 
are not clearly defined. 

(c) General features at this level indicate involvement in establishing 
organisation programs and procedures. Positions will include a range of 
work functions and may involve supervision. Work may span more than 
one discipline. In addition, employees at this level may be required to 
assist in the preparation of, or prepare the organisation's budget. 
Employees at this level will be required to provide expert advice to 
employees classified at a lower level and volunteers. 

(d) Positions at this level demand the application of knowledge which is 
gained through qualifications and/or previous experience. In addition, 
employees will be required to set priorities and monitor work flows in their 
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area of responsibility which may include establishing work programs in 
small organisations. 

(e ) Employees are required to set priorities, plan and organise their own 
work and that of lower classified staff and/or volunteers and establish the 
most appropriate operational methods for the organisation. In addition, 
interpersonal skills are required to gain the co-operation of clients and 
staff. 

(f) Employees responsible for projects and/or functions will be required to 
establish outcomes to achieve organisation goals. Specialists may be 
required to provide multi-disciplinary advice. 

A.5.2 Responsibilities 
To contribute to the operational objectives of the work area, a position at this 
level may include some of the following: 
(a) responsibility for a range of functions within the organisation requiring a 

high level of knowledge and skills; 
(b) undertake responsibility for a moderately complex project, including 

planning, co-ordination, implementation and administration ; 
(c) undertake a minor phase of a broader or more complex professional 

assignment; 
(d) assist with the preparation of or prepare organisation or program budgets 

in liaison with management; 
(e) set priorities and monitor work flow in the areas of responsibility; 
(f) provide expert advice to employees classified at lower levels and/or 

volunteers; 
(g) exercise judgment and initiative where procedures are not clearly 

defined; 
(h) understanding of all areas of computer operation to enable the provision 

of advice and assistance when non-standard procedures/processes are 
required; 

(i) monitor and interpret legislation, regulations and other agreements 
relating to occupational health and safety, workers compensation and 
rehabilitation ; 

(j) undertake analysis/design for the development and maintenance of 
projects and/or undertake programming in specialist areas. May exercise 
responsibility for a specialised area of computing operation 

(k) undertake publicity assignments within the framework of the 
organisation 's publicity and promotions program. Such assignments 
would be of limited scope and complexity but would involve the co
ordination of facets of the total program including media liaison, design 
and layout of publications/displays and editing ; 

(I) operate as a specialist employee in the relevant discipline where 
decisions made and taken rest with the employee with no reference to a 
senior employee; 
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(m) undertake duties that require knowledge of procedures, guidelines 
and/or statutory requirements relevant to the organisation; 

(n) plan, co-ordinate, implement and administer the activities and policies 
including preparation of budget; 

(o) develop, plan and supervise the implementation of educational and/or 
developmental programs for clients; 

(p) plan, co-ordinate and administer the operation of a multi-functional 
service including financial management and reporting; 

(ql where the prime responsibility lies in professional services, employees 
at this level would undertake at least some of the following: 
(i) under general direction undertake a variety of tasks of a specialised 

and/or detailed nature; 
(ii) exercise professional judgment within prescribed areas; 
(iii) carry out planning, studies or research for particular projects 

including aspects of design, formulation of policy, implementation 
of procedures and presentation; 

(iv) provide reports on progress of program activities including 
recommendations; 

(v) exercise a high level of interpersonal skills in dealing with the public 
and other organisations; 

(vi) plan, develop and operate a community service organisation of a 
moderately complex nature. 

A.5.3 Requirements of the position 
Some or all of the following are needed to perform work at this level: 
(a) Skills, knowledge, experience, qualifications and/or training 

(i) knowledge of organisational programs, policies and activities; 
(ii) sound discipline knowledge gained through experience; 
(iii) knowledge of the role of the organisation, its structure and services. 

(b) Prerequisites 
(i) relevant degree with relevant experience; 
(ii) associate diploma with substantial experience; 
(iii) qualifications in more than one discipline; 
(iv) less formal qualifications with specialised skills sufficient to perform 

at this level; or 
(v) attained through previous appointments, service and/or study an 

equivalent level of experience and expertise to undertake the range 
of activities required . 

(c) Organisational relationships 
(i) work under general direction; 
(ii) supervise other employees and/or volunteers. 

(d) Extent of authority 
(i) exercise a degree of autonomy; 
(ii) control projects and/or programs; 
(iii) set outcomes for lower classified staff; 
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1(lv) establish priorities and monitor work flow in areas of responsibility; 
(v) solutions to problems can generally be found in documented 

techniques, precedents and guidelines or instructions. Assistance 
is available when required. 

A.6 Social and community services employee level 6 
A.6.1 Characteristics of the level 

(a) A person employed as a Social and community services employee level 
6 will operate under limited direction from senior employees or 
management and undertake a range of functions for which operational 
policies, practices and guidelines may need to be developed. 

(b) General features at this level allow employees the scope to influence the 
operational activities of the organisation and would require employees to 
be involved with establishing operational procedures which impact upon 
the organisation and/or the sections of the community served by it. 
Employees at this level will be expected to contribute to management of 
the organisation, assist or prepare budgets, establish procedures and 
work practices. Employees will be involved in the formation of programs 
and work practices and will be required to provide assistance and/or 
expert advice to other employees. Employees may be required to 
negotiate matters on behalf of the organisation. 

(c) Positions at this level will require responsibility for decision-making in the 
particular work area and the provision of expert advice. Employees will 
be required to provide consultation and assistance relevant to the 
workplace. Employees will be required to set outcomes for the work 
areas for which they are responsible so as to achieve the objectives of 
the organisation. They may be required to undertake the control and co
ordination of a program, project and/or significant work area. Employees 
require a good understanding of the long term goals of the organisation. 

(d) Employees may exercise managerial responsibility, work independently 
as specialists or may be a senior member of a single discipline project 
team or provide specialist support to a range of programs or activities. 
Positions at this level may be identified by: impact of activities 
undertaken or achievement of stated outcomes or objectives for the 
workplace; the level of responsibility for decision-making; the exercise of 
judgment; delegated authority; and the provision of expert advice. 

(e) Managing time is essential so outcomes can be achieved. A high level 
of interpersonal skills is required to resolve organisational issues, 
negotiate contracts, develop and motivate staff. Employees will be 
required to understand and implement effective staff management and 
personnel practices. 

A.6.2 Responsibilities 
To contribute to the operational objectives of the work area, a position at this 
level may include some of the following: 
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(a) undertake significant projects and/or functions involving the use of 
analytical skills; 

(b) undertake managerial or specialised functions under a wide range of 
conditions to achieve results in line with organisation goals; 

(c) exercise managerial control, involving the planning, direction, control and 
evaluation of operations which include providing analysis and 
interpretation for either a major single or multi-specialist operation; 

(d) undertake a range of duties within the work area, including develop work 
practices and procedures; problem definition, planning and the exercise 
of judgment; provide advice on policy matters and contribute to their 
development; 

(e) negotiate on matters of significance within the organisation with other 
bodies and/or members of the public; 

1(f) provide advice on matters of complexity within the work area and/or 
specialised area; 

(g) control and co-ordinate a work area or a larger organisation within 
budgetary constraints; 

(h) exercise autonomy in establishing the operation of the work area; 
•(i) provide a consultancy service for a range of activities and/or to a wide 

range of clients; 
(j) where the prime responsibility lies in a specialised field an employee at 

this level would undertake at least some of the following: 
(i) provide support to a range of activities or programs; 
(ii) control and co-ordinate projects ; 
(iii) contribute to the development of new procedures and 

methodology; 
(iv) provide expert advice and assistance relevant to the work area; 
(v) supervise/manage the operation of a work area and monitor work 

outcomes; 
(vi) supervise on occasions other specialised staff; 
(vii) supervise/manage the operation of a discrete element which is part 

of a larger organisation; 
(viii) provide consultancy services for a range of activities . 

A.6.3 Requirements of the position 
Some or all of the following are needed to perform work at this level: 
(a) Skills, knowledge, experience, qualification and/or training 

(i) comprehensive knowledge of organisation policies and 
procedures; 

(ii) specialist skills and/or supervision/management abilities exercised 
within a multi disciplinary or major single function operation; 

(iii) specialist knowledge gained through experience, training or 
education; 

(iv) appreciation of the long term goals of the organisation; 
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(v) detailed knowledge of program activities and work practices 
relevant to the work area; 

(vi) knowledge of organisation structures and functions; 
(vii) comprehensive knowledge of requirements relevant to the 

discipline. 
(b} Prerequisites 

(i) degree with substantial experience; 
(ii) post graduate qualification; 
(iii) associate diploma with substantial experience; 
(iv) attained through previous appointments, service and/or study with 

a combination of experience, expertise and competence sufficient 
to perform the duties required at this level. 

(c) Organisational relationships 
(i) works under limited direction from senior employees of the 

Committee of Management or Board; 
(ii) supervision of staff. 

1(d) Extent of authority 
(i) exercise a degree of autonomy; 
(ii) may manage a work area or medium to large organisation or 

multi-worksite organisation; 
(iii ) has significant delegated authority; 
(iv) selection of methods and techniques based on sound judgment; 
{v) manage significant projects and/or functions; 
(vi) solutions to problems can generally be found in documented 

techniques, precedents, or instructions. Advice available on 
complex or unusual matters. 

A.7 Social and community services employee level 7 
A.7.11 Characteristics of the level 

(a) A person employed as a Community services employee level 7 will 
operate under limited direction and exercise managerial responsibility for 
various functions within a section and/or organisation or operate as a 
specialist, a member of a specialised professional team or 
independently. 

(b) General features at this level require employees' involvement in 
establishing operational procedures which impact on activities 
undertaken and outcomes achieved by the organisation and/or activities 
undertaken by sections of the community served by the organisation. 

(c) Employees are involved in the formation/establishment of programs, the 
procedures and work practices within the organisation and will be 
required to provide assistance to other employees and/or sections. 

(d) Positions at this level will demand responsibility for decision-making and 
the provision of expert advice to other areas of the organisation. 
Employees would be expected to undertake the control and co-
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A.7.2 

A.7.3 

ordination of the organisation and major work initiatives. Employees 
require a good understanding of the long term goals of the organisation. 

(e) In addition, positions at this level may be identified by the level of 
responsibility for decision-making, the exercise of judgment and 
delegated authority and the provision of expert advice. 

(f) The management of staff is normally a feature at this level. Employees 
are required to set outcomes in relation to the organisation and may be 
required to negotiate matters on behalf of the organisation. 

Responsibilities 

To contribute to the operational objectives of the work area, a position at this 
level may include some of the following : 
(a) undertake managerial or specialised functions under a wide range of 

conditions to achieve results in line with divisional/corporate goals; 
(b) exercise managerial control, involving the planning, direction, control and 

evaluation of operations which include providing analysis and 
interpretation for either a major single discipline or multi-discipline 
operation; 

(c) develop work practices and procedures for various projects; 
(d) establish work area outcomes; 
(e) 
(f) 
(g) 
(h) 

(i) 

prepare budget submissions for senior officers and/or the organisation; 
develop and implement significant operational procedures; 
review operations to determine their effectiveness; 
develop appropriate methodology and apply proven techniques in 
providing specialised services 
where prime responsibility lies in a professional field an officer at this 
level: 
(i) controls and co-ordinates projects/programs within an organisation 

in accordance with corporate goals; 
(ii) provides a consultancy service to a wide range of clients; 
(iii) functions may involve complex professional problem solving; 
(iv) provides advice on policy method and contributes to its 

development. 
Requirements of the position 
Some or all of the following are needed to periorm work at this level: 
(a) Skills, knowledge, experience, qualification and/or training 

(i) comprehensive knowledge of policies and procedures; 
(ii) application of a high level of discipline knowledge; 
(iii) qualifications are generally beyond those required through tertiary 

education alone, typically acquired through completion of higher 
education qualifications to degree level and extensive relevant 
experience; 

(iv) lesser formal qualifications with acquisition of considerable skills 
and extensive relevant experience to an equivalent standard; or 
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(v) a combination of experience, expertise and competence sufficient 
to perform the duties required at this level. 

(b) Organisational relationships 
(i) works under limited direction; 
(ii) normally supervises other employees and establishes and monitors 

work outcomes. 
(c) Extent of authority 

(i) may manage section or organisation; 
(ii) has significant delegated authority; 
(iii) selection of methods and techniques based on sound judgment 

(guidance not always readily available within the organisation). 
Decisions and actions taken at this level may have significant effect 
on program/project/work areas being managed. 

A.8 Social and community services employee level 8 
A.8.1 Characteristics of this level 

(a) A person employed as a Social and community services employee level 
8 is subject to broad direction from senior officers and will exercise 
managerial responsibility for the organisation's relevant activity. In 
addition, employees may operate as a senior specialist providing multi
functional advice to either various departments or directly to the 
organisation. 

(b) A person employed as a Social and community services employee level 
8 will be subject to broad direction from management/the employer and 
will exercise managerial responsibility for an organisation. In addition, 
employees may operate as a senior specialist providing multi-functional 
advice to other professional employees, the employer, Committee or 
Board of Management. 

(c) General features of this level require the employee's involvement in the 
initiation and formulation of extensive projects or programs which impact 
on the organisation's goals and objectives. Employees are involved in 
the identification of current and future options and the development of 
strategies to achieve desired outcomes. 

(d) Additional features include providing financial , specialised, technical , 
professional and/or administrative advice on policy matters within the 
organisation and/or about external organisations such as government 
policy. 

(e) In addition, employees will be required to develop and implement 
techniques, work practices and procedures in all facets of the work area. 

(f} Employees at this level require a high level of proficiency in the 
application of theoretical approaches in the search of optimal solutions 
to new problems and opportunities which may be outside of the original 
field of specialisation. 

(g), Positions at this level will demand responsibility for decision-making 
within the constraints of organisational policy and require the employees 
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to provide advice and support to all facets of the organisation. Employees 
will have significant impact upon policies and programs and will be 
required to provide initiative, and have the ability to formulate, 
implement, monitor and evaluate projects and programs. 

(h) Positions at this level may be identified by the significant independence 
of action within the constraints of organisational policy. 

A.8.2 Responsibilities 
A position at this level may include some of or similar responsibilities to: 
(a) undertake work of significant scope and complexity. A major portion of 

the work requires initiative; 
(b), undertake duties of innovative, novel and/or critical nature with little or 

no professional direction; 
(c) undertake functions across a range of administrative , specialist or 

operational areas which include specific programs or activities, 
management of services delivery and the provision of high level advice; 

(d) provide authoritative specialist advice on policy matters and contribute 
to the development and review of policies, both internal and external; 

(e) manage extensive programs or projects in accordance with 
organisational goals. This may require the development, implementation 
and evaluation of those goals; 

(f) administer complex policy and program matters; 
(g) may offer consultancy service; 
(h) evaluate and develop/revise methodology techniques with the 

organisation. The application of high level analytical skills in the 
attainment and satisfying of organisational objectives; 

(i) where the prime responsibility is in a specialised field, employees at this 
level would undertake at least some of the following: 
(i) contribute to the development of operational policy; 
(ii) assess and review the standards of work of other specialised 

personnel/external consultants; 
(iii) initiate and formulate organisational programs; 
(iv) implement organisational objectives within corporate goals; 
(v) develop and recommend ongoing plans and programs. 

A.8.3 Requirements of the position 
Some or all of the following are needed to perform work at this level: 
(a) Skills, knowledge, experience, qualification and/or training 

(i) detailed knowledge of policy, programs, guidelines, procedures 
and practices of the organisation and external bodies; 

(ii) detailed knowledge of statutory requirements. 
(b) Prerequisites 

(i) qualifications are generally beyond those normally acquired 
through a degree course and experience in the field of specialist 
expertise; 

(ii) substantial post graduate experience; 
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(iii) lesser formal qualifications and the acquisition of considerable 
skills and extensive and diverse experience relative to an 
equivalent standard; or 

(iv) attained through previous appointments, service and/or study with 
a combination of experience, expertise and competence sufficient 
to perform the duties of the position. 
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CLASSIFICATION DEFINITIONS-HOME CARE EMPLOYEES 
A.9 Home care employee level 1 
A position in this level has the following characteristics: 
A.9.1 A person appointed to this position will have less than 12 months' experience 

in the industry. 
A.9.2 Accountability and extent of authority 

An employee in this level performs broad tasks involving the utilisation of a 
range of basic skills in the provision of domestic assistance and support and 
is responsible for the quality of their work. 

A.9.3 Judgment and decision-making 
Work activities are routine and clearly defined. The tasks to be performed may 
involve the use of a limited range of tec~niques and methods within a specified 
range of work. An employee may resolve minor problems that relate to 
immediate work tasks. 

A.9.4 Specialist knowledge and skills 
Indicative but not exclusive tasks include: the undertaking of semi-skilled work, 
including cleaning, vacuuming, dusting, washing and ironing, shopping, 
sweeping paths, minor maintenance jobs, preparation and cooking of meals, 
defrosting refrigerators, emptying and cleaning of commodes, banking and 
account payment, organising appointments, assistance with care of pets, and 
care of indoor and outdoor pot plants. 

A.9.5 Interpersonal skills 
Positions in this level may require basic oral communication skills and where 
appropriate written skills, with clients, members of the public and other 
employees. 

A.9.6 Qualifications and experience 
An employee in this level will have commenced on-the-job training which may 
include an induction course. 

A.10 Home care employee level 2 
A position in this level has the following characteristics: 
A.10.1 Accountability and extent of authority 

An employee in this level performs broad tasks involving the utilisation of a 
range of developed skills in the provision of domestic assistance and support. 
Work performed falls within general guidelines but with scope to exercise 
discretion in the application of established practices and procedures. May 
assist others in the supervision of work of the same or lower level and is 
responsible for assuring the quality of work performed. 

A.10.2 Judgment and decision-making 
In these positions, the nature of the work is clearly defined with established 
procedures well understood or clearly documented. Employees in this level 
are called upon to use some originality in approach with solutions usually 
attributable to application of previously encountered procedures and 
practices. 
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A.10.3 Specialist knowledge and skills 
Indicative but not exclusive tasks include: the prov1s1on of personal care, 
supervising daily hygiene, laying out clothes and assisting in dressing, make 
beds, tidy rooms, preparation and cooking of meals and assistance with 
meals, dry cleaning, perform gardening duties, undertake basic repairs, clean, 
fitting and removal of aids and appliances, monitoring medications, fitting and 
changing of catheters, assistance with communication, accompanying clients 
on outings, domestics assistance and organising appointments. 

A.10.4 Interpersonal skills 
Positions in this level require oral communication skills and where appropriate 
written skills, with clients, members of the public and other employees. 

A.10.5 Qualifications and experience 
As a minimum an employee in this level will have satisfactorily completed the 
requirements of level 1 or equivalent. Indicative but not exclusive of the 
qualifications required in this level include Home Care Certificate or 
equivalent; or relevant experience/on-the-job training commensurate with the 
requirements of work in this level. 

A.11 Home care employee level 3 
A position in this level has the following characteristics: 
A.11.1 Accountability and extent of authority 

Employees perform work under general supervision. Employees in this level 
have contact with the public or other employees which involves explanations 
of specific procedures and practices. Employees in this level are accountable 
for the quality, quantity and timeliness of their own work in so far as available 
resources permit, and for the care of assets entrusted to them. 

A.11.2 Judgment and decision-making 
These positions require personal judgment. The nature of work is usually 
specialised with procedures well understood and clearly documented. The 
particular tasks to be performed will involve selection from a range of 
techniques, systems, equipment, methods or processes. 

A.11.3 Specialist knowledge and skills 
Indicative but not exclusive tasks include: computer and other office skills; 
maintain mail register and records; sort, process and record invoices and 
correspondence; prepare meals and special functions; provide input into meal 
planning; order foodstuffs and commodities; liaise with dieticians on special 
needs; schedule work programs on a routine and regular basis; co-ordinate 
and direct the work of support staff including maintenance (no more than four); 
oversee the provision of domestic services; provide personal care to clients 
with particular emphasis on those requiring extra help due to specific physical 
problems or frailty; schedule maintenance work programs on a routine and 
regular basis; plan, develop, and co-ordinate diversional therapy programs 
and carry out general maintenance falling within the scope of trades skills. 
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A.11.4 Interpersonal skills 
Positions in this level require skills in oral and written communication with 
clients, other employees and members of the public. 

A.11.5 Qualifications and experience 
Indicative but not exclusive of the qualifications required in this level is an 
accredited qualification to the position at the level of Certificate 3 and/or 
knowledge and skills gained through on-the-job training commensurate with 
the requirements of the work in this level. 

A.12 Home care employee level 4 
A position in this level has the following characteristics: 
A.12.1 Accountability and extent of authority 

Employees are expected to exercise discretion within standard practices and 
processes, undertaking and implementing quality control measures. Positions 
in this level may provide direction, leadership, administration and rostering of 
direct care employees. 

A.12.2 Judgment and decision-making 
The objectives of the work are well defined but the particular method, process 
of equipment to be used must be selected from a range of available 
alternatives. For employees undertaking rostering duties, the process often 
requires the quantification of the amount of resources needed to meet those 
objectives. 

A.12.3 Specialist knowledge and skills 
(a) Employees will be required to plan, direct and train subordinate staff. 

Employees are also required to have a thorough understanding of the 
relevant technology, procedures and processes used within their 
operating unit. 

(b) Indicative but not exclusive of the skills required include: the 
manipulation of data e.g. modify fields of information and create 
spreadsheets; create new forms of files or records using a computer 
based records system; access and extract information from external 
sources e.g. local authorities; roster staff and direct work programs; 
oversee the work and training of lower level employees; provide 
guidance and counselling; assist in the development of budgets; order 
consumables and routine stock items used in domestic support areas; 
develop client care plans and oversee the provision of domestic services. 

A.12.4 Interpersonal skills 
Positions in this level require the ability to gain co-operation and assistance 
from members of the public and other employees in the performance of well 
defined activities. Employees in this level may also be expected to write 
reports in their field of expertise. 

A.12.5 Qualifications and experience 
An employee in this level will have satisfactorily completed the requirements 
of level 3 or equivalent as well as have relevant experience. 

74 

11111406



A.13 Home care employee level 5 

A position in this level includes care co-ordinator, foreperson and maintenance 
supervisor. A position in this level has the following characteristics: 

A.13.1 Accountability and extent of authority 
(a) Positions in this level may co-ordinate resources and/or give support to 

more senior employees or be engaged in duties of a specialist nature. 
(b) In positions where the prime responsibility is for resource co-ordination, 

the freedom to act is governed by clear objectives and/or budgets with 
frequent prior consultation with more senior employees and a regular 
reporting mechanism to ensure adherence to plans. 

(c) Whatever the nature of the position, employees in this level are 
accountable for the quality, effectiveness, cost and timeliness of the 
programs, projects or work plans under their control and for the safety 
and security of the assets being managed. 

(d) Employees with co-ordination responsibilities are also required to ensure 
that all employees under their direction are trained in safe working 
practices and in the safe operation of equipment and are made aware of 
all occupational health and safety policies and procedures. 

A.13.2 Judgment and decision-making 
In these positions, the objectives of the work are usually well defined but the 
particular method, technology, process or equipment to be used must be 
selected from a range of available alternatives. However, problems in this level 
are often of a complex or technical nature with solutions not related to 
previously encountered situations and some creativity and originality is 
required. Guidance and counsel may be available within the time available to 
make a choice. 

A.13.3 Specialist knowledge and skills 
Co-ordinators in this level require a thorough understanding of the relevant 
technology, procedures and processes used within their operating unit. Co
ordinators are required to have an understanding of the function of the position 
within its organisational context, including relevant policies, regulations and 
precedents . Positions in this level may provide direction, leadership and 
structured training or on-the-job training to supervised employees or groups 
of employees. 

A.13.4 Management skills 
(a) These positions require skills in managing time, setting priorities and 

planning and organising one's own work and that of supervised 
employees so as to achieve specific and set objectives in the most 
efficient way possible within the resources available and within a set 
timetable. 

(b) The position requires an understanding of and ability to implement basic 
personnel policies and practices including those related to equal 
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employment opportunity, occupational health and safety and employees' 
training and development. 

A.13.5 Interpersonal skills 
Positions in this level require the ability to gain co-operation and assistance 
from clients, members of the public and other employees in the administration 
of defined activities and in the supervision of other employees or groups of 
employees. Employees in this level are expected to write reports in their field 
of expertise and to prepare external correspondence of a routine nature. 

A.13.6 Qualifications and experience 
The skills and knowledge needed for entry to this level are beyond those 
normally acquired through completion of a TAFE certificate or associate 
diploma alone. They might be acquired through completion of a degree or 
diploma course with little or no relevant work experience, or through lesser 
formal qualifications with relevant work skills, or through relevant experience 
and work skills commensurate with the requirements of work in this level. 
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ENDORSEMENT OF AGREEMENT 

Signed for and on behalf of the Emplo 

Signed: 
Date: 
Name in full (printed): 
Address : 

Position Title: 
Witnessed by: 
Witness name in full: 
Witness address: 

Murray Coates 
Community Based Support Inc 
24 Sunderland Street 
MOONAH T AS 7009 

Community Based Support Inc 
24 Sunderland Street 
MOONAH TAS 7009 

Signed for and on behalf of Employees 

Signed: 
Date: 
Name in full (printed): 
Address: 

Position Title : 
Witnessed by: 
Witness name in full: 
Witness address: 

Explanation of employee 
representative's authority to 
sign the Agreement: 

Community Based Support Inc 
24 Sunderland Street 
MOONAH TAS 7009 

tfl17/oi11t1ol Ja'Jq~;-Cf ,e;re.,refl /4/,v-e 
&/l lo ee.I. 

Signed for and on behalf of the Unio , 

Signed : 
Date: 
Name in full (printed): 
Address : 

7008 
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Position Title: State Secretary, Health Services Union, Tasmania 

Branc 

Witnessed by: 
Witness name in full: 

Witness address: 

711 
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IN THE FAIR WORK COMMISSION 

FWC Matter No.: 
AG2019/602 

Applicant: 
Community Based Support Inc 

Section 185 - Application for approval of a single enterprise agreement 

Undertaking- Section 190 

I, Murray Coates, Chief Executive Officer for Community Based Support Inc give the following 
undertakings with respect to the Community Based Support Enterprise Agreement 2018 
("the Agreement"): 

1. I have the authority given to me by Community Based Support Inc to provide this 
undertaking in relation to the application before the Fair Work Commission. 

2. Clause 31 (a)(i) shall be amended as follows: 

31 OVERTIME 
(a) Overtime rates 

(i) Full time employees 
A full-time employee will be paid the following payments for 
all work done in addition to their ordinary rostered hours on 
any day: 

3. No employee will be required to install or maintain a land line telephone for the 
purposes of being on call. All employees required to be on-call will be provided with a 
telephone supplied and paid for by the employer. 

4. Employees will not be required to wear a uniform and the employer will provide all 
necessary equipment. 

5. Schedule A - Social and Community Services Employees wages table shall be 
amended as follows: 

Social and Community Services Employees 

ffpp on/after 1 December 2018 

per week per week 
LEVEL 1 

Paypoint 1 $ 782.04 
Paypoint 2 $ 808.40 
Paypoint 3 $ 837.52 
LEVEL 2 

Paypoint 1 $ 987.24 
Paypoint 2 $1,018.10 
Paypoint 3 $1,049.18 
Paypoint 4 $1,077.30 
LEVEL 3 

1 
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Paypoint 1 $1,098.58 
Paypoint 2 $1,130.12 
Paypoint 3 $1,154.15 
Paypoint 4 $1,177.70 
LEVEL4 
Paypoint 1 $1,268.13 
Paypoint 2 $ 1,301.10 
Paypoint 3 $1,334.16 
Paypoint 4 $1,358.40 
LEVEL 5 
Paypoint 1 $1,429 .13 
Paypoint 2 $1,460.87 
Paypoint 3 $1,495 .24 
LEVEL 6 
Paypoint 1 $1,555.94 
Paypoint 2 $1,591.29 
Paypoint 3 $1,626.69 
LEVEL 7 
Paypoint 1 $1,686.01 
Paypoint 2 $1,722 .85 
Paypoint 3 $1,759.35 
LEVEL 8 
Paypo int 1 $1,824.74 
Paypoint 2 $1,864.41 
Paypoint 3 $1,884.42 

6. If a Level 2 Social and Community Services Employee is required to perform the below 
duties, then they will be paid the Pre-Reform Award comparator of Level 2B for the 
relevant time performing such duties: 

7. 

8. 

• Provide client support and care services, including the provision of support and 
care services in a client's home; 

If a Level 2 Social and Community Services Employee is required to perform the below 
duties, then they will be paid the Pre-Reform Award comparator of Level 3 for the 
relevant time performing such duties: 

• Supervise a limited number of lower classified employees within a single 
programme in their day-to-day work; 

• Exercise responsibility for a function within the organisation; and 
• Plan and co~ordinate client services, including training . 

ings are provided on the basis of issues raised by the Fair Work 
a pl ication before the Fair Work Commission . 

Signature 

t2~ A-\.,liv&+ 201 er . 
Date 

2 
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Filed on behalf of Health Services Union

Address Suite 46/ 255 Drummond St CARLTON Vic 3053

Filed by Leigh Svendsen, Senior Industrial and Compliance Officer

Email leighs@hsu.net.au Phone 0418 538 989

IN THE FAIR WORK COMMISSION

FAIR WORK ACT 2009

Application to vary the Social, Community, Home Care and Disability Services
Industry Award

Matter No: AM2021/65

STATEMENT OF CATHERINE EVANS

I, Catherine Evans, Home Service Worker, of

, state as follows:

1. I have worked in the aged care sector for over 11 years, on and off.

2. I am employed by Regis Home Care in Mildura as a Home Service Worker. I

have been with Regis for the past 5 years.

3. I am years of age and was born on .

4. This statement is from my own knowledge and belief unless otherwise stated.

Where statements are not made from my own knowledge, they are made to the

best of my knowledge, information and belief and I have set out the sources of

my knowledge, information, and belief.

A. Employment History

5. I started out working in the aged care sector in 2010 in Tasmania.

6. Prior to this, I worked as a cleaner.

7. When I entered the aged care sector, while in Tasmania, I struggled to get

enough hours of work each week so I worked part-time for two companies

simultaneously – Cordwell Nursing Agency and Anglicare Tasmania. Both jobs

were community aged care, meaning I provided aged care to elderly people in

their homes in the community.

8. In 2011, I moved to Mildura, Victoria.
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9. I worked for around a year for Mildura Rural City Council as a home care worker

providing aged care. I mostly provided domestic assistance, like cleaning, to

elderly clients in this role.

10. I then moved back to Tasmania for around six months for my son’s education.

11. I returned to Mildura in late 2012 and worked for a short time for BUPA Aged

Care as a home care worker. However, around this time I was suffering from

an  I had suffered my whole

life. As a result, I had a break from the sector between 2013 and 2015.

12. In 2015, I commenced work with Murry House Aged Care in Wentworth – about

a 30-minute drive from Mildura. This was a residential aged care facility in which

I performed personal care work.

13. In 2016, I decided to return to a home care role. I commenced work with Regis

as a personal care attendant. Regis changed the title of its personal care

attendants to ‘home service workers’ in around 2019. I set out below how the

expectations in those roles have changed over time.

14. I have worked with Regis ever since.

B. Qualification and Training Requirements

15. In 2010, prior to entering the industry, I completed a Certificate III in Home and

Community Care and a Certificate III in Aged Care Work through Tasmanian

Polytechnic. A copy of both Certificates are annexed to this Statement and

marked CE-01 and CE-02, respectively.

16. I also completed online courses in Understanding Dementia and Preventing

Dementia through the University of Tasmania’s Wicking Dementia Research

and Education Centre. These were free courses. Copies of the certificates I

received from these courses are annexed to this Statement and marked CE-03

and CE-04.

17. In my current role, I am required to complete modules of further education and

training through an online portal.

18. When a carer commences with Regis, there is a fairly intense load of modules

for the first 12 months or so to make sure everyone is up to standard.
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19. After that, we are required to complete modules every six months or so. Topics

include PPE, fire safety, palliative care, manual handling, medications, food

certification coverage, cultural appropriateness and so on. For each topic we

are required to watch a video and then complete a test.

20. Certain topics are mandatory, and we are paid for our time when completing

these. There are other topics that are optional, however we aren’t paid if we

choose to complete those.

21. In 2019, I was also required to undertake specific training around how to

distribute medication safely. This wasn’t an accredited form of training, it was

just provided by Regis.

22. I am also required to keep a current first aid certificate, however this is

organised and funded by my employer. My employer also covers the cost of

getting a new police check every three years.

C. Wages and Conditions of Employment

23. My employment is covered by the ‘Regis Aged Care Pty Ltd, ANMF & HWU

Enterprise Agreement – Victoria 2017’ (the Agreement).

24. I am employed with Regis on a permanent part-time basis.

25. My contract of employment specifies I will receive 15 hours of work a fortnight.

However, in practice, I work in average 40 hours a fortnight.

26. I am employed under the Home Care Employees classification schedule of the

Agreement, at ‘Year 5 of exp.’

27. My current hourly rate of pay is $26.0471.

28. I last had a pay rise in July 2021.

29. The definition of ‘Home Care Employee’ in the Agreement is a copy of the

classification description of a Level 2 Home Care Employee under Schedule E

of the Social, Community, Home Care and Disability Services Industry Award

2010 (the Award).
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30. The current hourly rate for a Level 2, pay point 2 employee under the Award is

$23.35. This means I am paid $2.6971 per hour above the Award under the

Agreement.

D. Roster and Duties

31. There are around 20 Home Service Workers working for Regis in home care in

Mildura, including myself.

32. I currently work three days per week – usually Monday, Thursday and Friday.

Every so often, when someone goes on leave for example, I am given extra

clients to attend that aren’t my regular clients.

33. I get my roster weekly in advance on a Friday, for the following week.

34. Up until around six months ago, I had a set four-day roster – Monday, Thursday,

Friday and Saturday. However, as some of my regular clients had either passed

or gone into residential care, my shifts changed.

35. I used to also work Sundays; however, I was taken off Sundays after I tore a

ligament in my ankle.

36. I sometimes do overnight sleepover shifts to provide post-acute care to people

who have been at the Mildura Base Hospital for day surgery and either do not

live in Mildura or do not have someone who can stay with them for 12 hours

after their surgery. These will not necessarily be aged care clients.

37. However, primarily, as a home service worker, I provide aged care to elderly

people in their own homes. My duties vary, but primarily include personal care

– including assistance with showering, toileting, grooming and the like,

assistance with medication, and domestic assistance – including cleaning and

washing, and help with meals and so on.

38. A typical Monday for me looks like the following:

a. I attend my first client at 8.30am, for 30 minutes. This client lives around

4km from me, so I only have about a 5-minute drive to get there,

depending on traffic. I am not paid for my time or an allowance for my

kilometres to get to my first client (or home from my last).
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b. Because this client is in a wheelchair and requires a sling lifter to be

brought up out of bed, Regis’ policy is that there needs to be two care

workers present. So, I meet up here with another co-worker. At present,

this is the only client I see with another carer. I see all my other clients,

including other clients who are in wheelchairs, alone.

c. When we arrive, we use the sling lifter to get the client up and out of bed.

He is still able to weight bear at this point, so we get him briefly into a

standing position before sitting him down on to his wheelchair.

d. One of us then makes the bed while the other shaves his face.

e. The two of us together then take him into the shower. This part takes two

people as there is a lip at the edge of the shower which we have to

manoeuvre him over. One of us then leaves to continue to clean up in the

bedroom, while the other cleans this gentleman’s legs, back and perianal

area. When we do this, we are on the lookout for excoriated areas under

this gentleman’s skin aprons or fungal infections between his toes. This is

something we do with every client.

f. This particular client does not wear pants or underpants (that is, he is

naked below the waist). That is to make it easier for his wife to help him

to the toilet throughout the day when no carer is present. However, this

also means the skin on his legs does not have the layer of protection pants

provide, so I have to be careful to ensure there are no skin tears or bruises.

Because this particular client is a client of another aged care provider but

goes through Regis for his showers, if I notice any skin tears or bruises

that require a dressing, I point this out to his wife as she is usually pretty

good at getting him seen to. However, I also report it back to the office to

pass on to his case manager regardless as this is a requirement.

g. I have 15 minutes until my next client, who I see at 9.15am. This client is

around 7km away from my previous client. I receive 72c per kilometre for

this journey. I am also paid for my time driving. When I receive my roster,

Regis includes pre-determined kilometres and driving times for journeys

between clients. For this client, Regis has determined it is 7km from my

previous client or a 5-minute drive (however, this drive usually takes me
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10 minutes). So, I am paid for 5 minutes of my time between these two

clients. The other 10 minutes is unpaid.

h. When I arrive, I wait outside in my car until 9.15am.

i. I see this client for 30 minutes. This is an elderly gentleman with

Alzheimer’s. Physically he is quite mobile. This client lives with his wife

but requires help with showering.

j. This client has quite diminished cognitive capacity. Some days are better

than others. Usually, he requires a lot of prompting. This client does not

look at people’s faces, rather he will have his head turned to the side when

standing in front of you. So often I have to use a mix of verbal and physical

prompts.

k. I have to tell him ‘come on, we’re going for a shower’. I have to prompt

him to take his clothes off, take his dentures out to give to me to soak, and

so on. On his worst days, he does not respond to my prompts, so I have

to physically undress him, and put my fingers into his mouth to remove his

dentures, and so on.

l. Depending on whether this client is having a better or worse day, he either

washes himself with little assistance, or I need to wash him all over.

m. I then get him out of the shower, dry him off and dress him. Again, I have

to prompt at every step, telling him to ‘give me your right arm’ with a tap

on his right arm, and then ‘give me your left arm’ with a tap on his left arm,

and so on.

n. I then finish cleaning his dentures and give them to him to pop back in or

pop them back in for him. I then take him out to his wife in the kitchen,

while I clean up the bathroom.

o. Recently, this client’s wife had a glass shower wall installed. This created

difficulties for the client as he could not see that it was there and would

walk into it. I spoke to his wife about this and had her put a decal on it to

stop this from happening.
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p. This client has a high level of general confusion. For example, if he sees

himself in the mirror, he will say there’s a man in the mirror and try to reach

into the mirror.

q. This is harmless, but it does mean I have to be careful and take things

slowly and patiently with this client so as not to upset him. I only have 30

minutes with this client to shower him – sometimes this can be enough,

however if he is having a bad day or feeling non-cooperative, it can take

longer.

r. When I finish with this client, I have 15 minutes to get to my next clients,

a husband and wife, who I see for 30 minutes from 10.00 to 10.30am. This

couple is a 9km drive from my previous client, which takes 10 minutes to

drive. I am paid for those 10 minutes driving.

s. The husband is still quite cognitively astute. He is the carer for his wife,

who has Parkinson’s and early-stage dementia.

t. This visit is for a medication prompt and welfare check. When I arrive at

the house, I go in and unlock the medication safe, and dispense

medication out of blister packs for both the wife and her husband. While

the husband has a home care package too, I come in under his wife’s

package. However, I do the medication prompt for both of them.

u. I watch them take the medication and note it down in their care book which

is left at their property. If I notice that the medication chart hasn’t been

filled in for a previous time, I assume they have missed a round of

medication and ring up the office to speak to their case manager to inform

them medication has been missed, tell them the reason why (if know) and

then the case manager decides what has to be done. This happened

recently. I noticed when I attended the couple on Monday that they had

not had their medication the day prior. It turns out the couple had not been

at home when their carer for that day arrived. Thus, the medication prompt

had been missed. I reported this to the office.

v. The wife is not very good with her fluid intake, so I remind her of the need

to drink her fluids throughout the day. I usually make her up a drink bottle
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of water with some cordial to leave with her for the day. She also has a

walker which she doesn’t like to use, but I remind her of the need to use it

and make sure she has it next to her before I leave. While I’m there I talk

to them about how they’re going and whether they need any help with

anything else.

w. My next client varies, but last Monday I saw an elderly female client from

10.45am to 11.15am. This client used to be one of my regulars who I went

to for domestic assistance with cleaning and some food preparation. On

this occasion, I saw her for a welfare check. This client was only a 2km

drive away from my previous one, or a couple of minutes’ drive.

x. This client has bad cellulitis on her legs and uses a four-wheel walker to

move about. She is also on oxygen.

y. The client used to be one of my regulars, and she has been asking to have

me back on her roster for some time. She had taken a liking to me and I

think saw me as a social connection. This means that when I see her for

a welfare check, she wants to have a chat and a catch up. I try my best to

have a chat to her while I’m working to give her that support, but I’m always

conscious that I am not there to sit and catch up – even though some

social connection and support can be so important for our elderly clients,

particularly those who are isolated from family and friend networks. Regis

likes us to be working while we’re talking to clients. So, I try to do as much

as I can and incorporate a chat with what I’m doing, like washing the

dishes, vacuuming and mopping, and so on.

z. I then see another client between 1.00 and 1.30pm for a medication

prompt, however I do a range of things for this client which are requested

by the client’s family.

aa. Because I have a gap between this client (at 1.00pm) and my previous

client (who finished at 11.15am), I usually go home and have some lunch.

I am not paid for my kilometres home or my time. However, I am paid for

the distance and time as if I was travelling directly from my previous client

to this one. As this client is located 7km away from my previous client, or

811420



AM2021-65 HSU Witness EVANS C

a 10-minute drive, this means I am paid an allowance for 7km and 10

minutes of time for the period between 11.15am and 1.00pm.

bb. With this client, in addition to her medication, I put the hose on her front

garden, take the washing off the line, do the dishes, sweep the floor, and

sometimes feed her chickens. At times I have even been asked to do

things like sweep the back verandah or clean up chicken poo. This is a

pretty full-on service as I’m doing a lot of things that are in addition to the

care plan in only a 30-minute period, however it is easier just to do what

is requested than have the family complain. If we are asked to do extra

tasks, we are meant to ring up the office to check that it’s ok, however

there’s not always time to sit on the phone trying to sort it out – particularly

with a 30 minute service – so often it’s easier just to try to get it done.

cc. Unfortunately, with this client, I often end up with dirt on my clothes from

the chicken coop and wet if I have to use the hose outside. There’s nothing

worse than turning up to your next client wet and dirty.

dd. For this client’s medication – which is a mix of medications and vitamins

and minerals – I pop what she is required to take out of blister packs.

Before doing this, I check her medication chart and compare this with

what’s on the blister pack to make sure it corresponds with the time she is

meant to take it.

ee. This can be quite laborious when there are 6, 7, or even 10 tablets to take.

Sometimes the names of the medication in the book at a client’s house

won’t match the name of the medication on the blister pack, for example,

the medication may have a brand name that differs from the drug name.

For example, Venlafaxine – an antidepressant medication – is also known

as Effexor. I sometimes use google to check, however if I am not certain I

ring up the office to ask for clarity.

39. A crucial part of my work with every client I see is assessing how my clients

are. For some, we are the only regular contact with another human being they

have. We might be the only ones who can assess whether their speech, mobility

or mood has changed which may indicate a health or welfare issue. If I notice
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an issue or am concerned about a client, I report this back to my employer or

their case manager.

40. For some clients, I can tell if they are not feeling too good as soon as I walk in

the door. For others, because of the generation we are working with, this can

be harder to nut out.

41. Because I provide aged care to people in their private homes, my ‘workplace’

changes sometimes up to 10 times a day. This can create challenges as you

never quite know what you’re going to be walking into. We deal with anything

from clients with dementia to clients needing palliative care to those with poor

mobility. Some clients may be having a bad day and exhibit behavioural issues

or abusive language or behaviour. As we are, most of the time, alone in the

house this means we have to be able to think on our feet and deal on our own

with situations as they arise. You have to learn to be able to juggle all sorts of

different scenarios in one day.

42. If clients are known to be abusive, Regis’ policy is that two carers should attend.

However, this is rare. I had one client who was attended by two carers for that

reason. The client had had a stroke which had basically paralysed his left side.

This client behaved very differently depending on the carer – he would only

interact with some, others he would ignore. He wouldn’t interact with me. He

would look straight at me but not talk. With other carers, he would lash out and

become verbally abusive. So, the second carer would be there for backup and

in case he became physically threatening. I have been with this client on

occasions where he has become very verbally abusive. Technically we are

supposed to leave a service if a client becomes verbally aggressive, however

this client really needed a lot of assistance to toilet and shower and so we would

stay and put up with it.

43. Another client had a lot of aggression due to dementia; because he would

sometimes pull knives on his carers, Regis made sure there were always two

carers on this job.

44. However, I have seen several clients with behavioural issues on my own. These

range from one client with dementia who is verbally abusive, two clients with
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alcoholism and one client with an ABI (acquired brain injury) who was very

sexually suggestive.

45. I had one elderly client who was an alcoholic. I helped him with some house

cleaning, groceries and meal preparation. He was a tricky one to manage as

his behaviour was very unpredictable. Sometimes I would arrive, and he would

be ok, and sometimes he would be inebriated. If he was inebriated, he was a

bit iffy. He could sometimes fly off the handle. There were occasions when it

got a bit scary being alone in his house when he would become aggressive.

We aren’t really taught how to handle those situations, and it is not something

you can really plan for or control. You just have to do your best to extract

yourself from the situation calmly and carefully.

46. On one occasion I attended his house, and at first, he seemed fine. He was just

sitting on the couch smoking and drinking – which was normal. I asked him if

he wanted something to eat and drink, and he said he did. However, when I

went to hand it to him, he got snappy with me. I put the food down and slowly

backed away saying: ‘Look, I’ll just leave it here on your walker, and I’ll go and

clean up’. He accepted that but for the rest of the shift I was listening out

carefully to hear if he got up off the lounge. I was conscious that when I was in

the kitchen, I was cornered – there was only one door in and one door out of

the kitchen. So, I wanted to avoid the possibility of being cornered in the kitchen

if he decided to get up and come after me.

47. I had another client who had an ABI (acquired brain injury) from a stroke. He

required welfare checks and domestic assistance with shopping and cleaning.

This client was very sexually suggestive. He would have pornography playing

on the television when I arrived, and have pornographic material lying around.

48. As we are still on a paper roster system, it is normal for all the carers to go into

the office on a Friday to drop off our time sheets and pick up our rosters for the

following week. We would usually have a bit of a catch up while we were there,

and exchange updates about the clients. I learnt that this particular client made

inappropriate comments to all his carers, for example speculating about their

romantic lives. With me, he would tell me his view that no one would want to

have relations with me due to my appearance. Another one of my colleagues
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who was pregnant said he had made comments to her about what she must be

doing in her personal time. With other carers, he would make comments about

underwear lines if they had to bend over in front of him, and things like that.

49. Some of us older carers (over 40) could brush him off and take it in our stride,

but it badly impacted some of the younger ones. Many of them did not feel at

all comfortable going to him.

50. Although we reported his behaviour, the response was that there was not much

that could be done, he needed his care. So, we just have to try to keep our head

up and make sure he gets the care he needs despite the comments.

51. All of this is just part of the job. We see a whole cross section of society going

into peoples’ homes. Everyone has their own histories, their own issues and

triggers and sensitivities. It is my job to be prepared for anything with each front

door I walk through, to remain calm and deal with issues as they arise and most

importantly to treat each client as an individual and with sensitivity and

compassion. However, it can knock you around a bit dealing with situations that

can get a bit scary or uncomfortable.

52. To be successful in this work, you need to be able rely on your own wits and

the knowledge you have, and to think on your feet and adapt when things

change or aren’t as expected. You sometimes have to be 10 different

personalities in a day, juggling mentally tough situations and physically

demanding work. And then still come home at the end of the day and function

for your family.

53. Another common challenge in my job is dealing with expectations of family

members that differ from or go beyond the care I am meant to be providing their

loved one according to their care plan.

54. For most clients, there is be a book at the house which contains the client’s

care plan – outlining what the carer needs to do for the client – and also

information as to the client’s level of mobility. When I do fill-in shifts for a client

I haven’t seen before, or haven’t seen for a period of time, this is how I am

informed of the client’s particulars and what is required under their care plan.

Carers are also required to note in the book what care was provided, and any
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comments as to any changes or unusual behaviour with the client, or things to

keep an eye on.

55. Often, clients or families expect us to do more than what is contained in a

client’s care plan.

56. Families can expect us to take total control and to do everything for them.

However, that takes independence away from them. My job as an in-home

carer is to help maintain the independence of elderly people for as long as

possible in their own homes, not to do everything for them while they’re still

capable – this is more likely to see them decline.

57. I recently had a daughter of a client who wanted me to do more for her mum

than was in her care plan. This client was an elderly woman with dementia. I

see this client for half an hour for a shower. However, her daughter wanted me

to mop the floors, make sure her mum had her meals out for the day, and apply

creams.

58. With this client, while she has dementia, she is cognitively not too bad.

However, she dithers quite a bit, and does not like to be rushed. If I try to hurry

her along too much, she becomes flustered and forgets what I tell her. I do my

best, but I don’t always have time in half an hour to do the extra tasks this

client’s daughter expects me to do. I am also always aware that if I do

something that is outside the client’s care plan and something goes wrong, I

will not be covered and I will be held responsible. Families don’t always

understand this.

59. I explained to this client’s daughter that if she thought her mum needed extra

care beyond what had been assessed in her care plan, that it really needed to

go through her mum’s case manager. That way sufficient time would be

allocated to allow the tasks to be completed in a safe way without having to

rush and upset her mum. When I explained this to the daughter, she responded

by telling me I didn’t know how to do my job. These kinds of interactions place

a lot of pressure on workers. You want to do the best by your client, but then

you have to deal with family pressures on top of already intense time pressures.
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60. In my assessment, this client did not need the extra help the daughter was

seeking. It is a fine balance providing just enough care for clients to allow them

to remain independent in their own homes, without completely taking over. It is

always challenging to balance the desires of family members who think their

loved ones need extra assistance, while trying to maintain their family member’s

independence.

61. I had another client, a 92-year-old woman. She was quite independent and

used to cut her own wood. On one occasion, she had a fall outside. After this,

her kids told her she wasn’t to go to the woodpile anymore, nor cut her own

wood. She was upset about this and spoke to me about it. While it is not my

place to get in between family members, I am passionate about empowering

my clients to maintain their independence so long as it is safe. I asked this client

whether she had been cutting wood before she had a fall. She said that she

wasn’t cutting wood when she’d fallen. She’d only fallen because it was wet

and slippery outside. I said she should be careful walking outside when it was

wet, however, that if she wanted to, she should go ahead and continue

chopping her own wood.

62. Understandably, kids can get worried about their elderly parents after they have

a fall and panic that they’re frail and shouldn’t be doing things. I think sometimes

our clients look to us carers for reassurance. Sometimes, we end up acting as

a bit of a referee between our clients and their family members. We’re often

faced with the option of either defying the wants of families, or having to confront

our clients about their own limitations in a way that doesn’t distress the client.

63. Even though I have become better over the years at trying to manage the

emotional side of the job, this can be difficult.

64. The work can be extremely personal.

65. Because of their generation, often clients struggle with the idea of their carers

seeing them naked. Often the help we provide can involve lifting and cleaning

breasts, penises and scrotums, the most intimate areas. It takes patience and

skill to make people feel comfortable and to break that personal barrier. I will

say to a client, for example, ‘I’m sorry, I can see you have some redness in your

groin area, and I can see that you’re uncomfortable, I just need to take a look
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and then we can get you covered up’. Once they realise you’re not just there to

shower them, but to care for them, they become more comfortable. I’ve had

one client tell me that not even her husband has seen her naked and that I’m

the only one she will let look down there, because I make her feel comfortable.

66. Some men prefer to shower in their underdacks because they are

uncomfortable with a woman seeing them naked. I get creative and find another

way to keep them covered, with a washcloth for example, to help them keep

their dignity while allowing me to properly wash them. You’re always having to

juggle how you deal with people. And it all takes care, patience, understanding,

and a lot of skill.

67. I have one client who is receiving palliative care. She lives in her own home

with her husband who does an amazing job looking after her and attending to

a lot of her needs including tube feeding. I see her for her showering. This

involves changing her incontinence wrap and disposing of faecal matter. If she’s

up to it, I get her up onto a chair in the shower to wash her. Otherwise, I sponge

bathe her in bed, taking care to clean her bottom and intimate areas. While this

client is non-verbal, she still responds to touch. She loves getting her hair

washed, so I do this for her if she’s up to getting into the shower. If she starts

to get fretful while she’s there, which can happen, I use touch – for example

brushing her hair and gently touching her face – which settles her.

68. In my work with Regis I have provided care to at least a couple of clients who

were NDIS funded. One was a client I used to have who has Multiple Sclerosis.

The client was in his late 50s. As far as I knew, the client had come to Regis as

he wasn’t able to find any other provider in Mildura who could provide him with

the care he needed. I also had a younger male client who was in a wheelchair

in the last few years. Presently, all the clients I see are elderly.

69. The first mentioned client above required two carers at once as he was more

or less bed-bound and required assistance with everything. He had carers

come three times per day. On each occasion, we got him out of bed using a

sling machine, and into a wheelchair. This was tricky as his bedroom was quite

cramped, so it required some physical manoeuvring on our part – one carer

would operate the lifter, while the other would manually pull him into his
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wheelchair via a sling. Once he was up, the other carer would go to organise

his breakfast or dinner and do some cleaning up.

70. In the mornings, I would first do this man’s leg exercises before we got him up

out of bed. This involved taking each of his legs, and gently bending and

stretching them to aid in circulation. I would then get him on the toilet. This client

had a super pubic catheter which I would empty if it was full, to make sure he

was set up for the day. He also required self-irrigation for his bowel movements.

So, I would set him up with a catheter bag of warm water and he’d use that to

flush himself out with water while sitting on the toilet. Sometimes that could take

three or so bags of warm water. Other days we could be there for anywhere up

to 30 minutes trying to get him flushed out. He only had the use of one hand,

so sometimes he’d need assistance with this.

71. We’d then get him set back up in his wheelchair then get his lunch and breakfast

organised. This would involve preparing plates so that he only had to get them

out of the fridge to warm up. We’d also cut the food up for him so that he could

fork it himself with one hand.

72. On the afternoon shift, the two carers would again get him up and out of bed

using the sling lifter. The other carer would prepare his evening meal and get

everything else ready for the evening, while I assisted him with toileting and

showering. His bathroom was set up so that we could shower him on the toilet

using a hand-held hose. I’d then dry him off and, with the other carer, get him

back into the sling and onto the bed where I’d get him half-dressed before doing

his leg exercises.

73. Of an evening, the process would be similar. I’d make sure he’d taken his

tablets, empty his catheter bag if necessary and then get him into bed. I’d then

place his catheter into a bucket and put on his CPAP (sleep apnoea) machine.

74. I found this client could be mentally and emotionally tough at times, simply

because of the extent of the help he required. For a while I was seeing him

once or twice a day, so it was tiring.

75. The work I performed for the client was very similar to the work I perform for my

elderly clients. I have aged clients who similarly require lifting machines to get
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up and out of bed to be wheeled into the bathroom for their shower (for example,

the client I describe at paragraphs [38](a)-(f) above, and the palliative patient I

described earlier).

76. Another inevitable part of the job is having clients you become close to pass

away. I have learnt to handle this part of the job over my time in the sector. But

it isn’t easy. I lost a client around six months ago. She felt she wasn’t coping

well at home but did not want to go into a facility. Amongst other things, she

was worried about no longer seeing me. About a week before she died, she

asked me about my future plans, and I told her I was planning to move back to

Tasmania in the next year. She became distraught. A week later, I found out

she’d passed. It is impossible not to feel something in a situation like this. We

are human. There is that guilt there in feeling like you can’t do as much for

someone as you feel they want, or as much as you would like to do for them.

77. A lot of clients become very attached to their carers. You end up creating bonds

even though we are discouraged from getting too close to clients. But it is hard

to avoid. You are going into their homes, their personal space. Sometimes you

are privy to personal things that family don’t even know.

78. I have had a couple of clients who specifically have asked me not to leave until

they’ve died or moved into a facility. When this happens, I know I have become

too close to the client, as they really have come to rely on me like a member of

their family. But it is nearly impossible to completely separate your emotions

from the work when you are dealing with people.

79. I have found this has been especially so in the last 12 to 18 months during the

coronavirus pandemic because many of my clients’ families have not been able

to or wanted to visit their elderly loved ones. For a lot of my elderly clients, that

has meant that us carers are the only people they see from one week to the

next.

80. Many of my clients have stopped going out at all – to do the shopping for

instance – because they have chronic health problems or their because their

families haven’t wanted them to during the pandemic, so lots of them have been

practically stuck at home for 18 months. This makes their reliance on me for

human interaction and companionship even greater.
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81. I have found that many of them are desperate for a chat and some company,

and while clients often ask me to stay and have a cup of tea and chat with them,

this has become even more common during the pandemic. I do my best to

accommodate these requests as I am conscious of how important it is to the

health of elderly people to have some social connection, but often I am so

pushed for time I won’t have time to do this before heading off to my next client.

It is a heavy emotional toll to have to say no to someone who is asking you for

help. I often feel guilty when I leave clients and find myself thinking about them

when I return home to my family at the end of the day and am supposed to be

switching off from work.

82. Regis is a for-profit provider, so it is a business. Time is money; however, we

are carers first and foremost. We have to look after our clients.

E. Changes in the work over time

83. Over my years of working in aged care in the home, the biggest change I have

noticed is in the needs of clients. When I first started in the sector back in

Tasmania, it was relatively light work, involving mostly domestic assistance. I

was still busy, but it was a little more laid back. It wasn’t as heavy.

84. Older people are now wanting to stay in their homes longer and longer,

sometimes past the point they really should be. When I first started in home

care, clients would decide for themselves when they’d had enough of being at

home and say, ‘that’s it, I’m off to a facility’.

85. Nowadays, people push it for longer and longer and really resist going into

residential care. I’ve only had one client that I can recall in my time at Regis

who has wanted to go into residential care. Most of the time, clients dread this

and keep pushing through at home. One woman I cared for had cancer and

really should have been in a residential facility. But she persevered. One day

she asked me point blank, ‘am I going too far, do I need to go into a facility?’. It

wasn’t a question I could answer for her. I think in truth she knew the answer

but did not want to have to admit it.
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86. More and more we are dealing with elderly clients with complex needs –

dementia, Parkinson’s, cancer, impaired vision, very limited mobility, even

palliative clients.

87. Whereas the role of home carers is meant to be providing care that enables

elderly people to retain their independence and remain in their homes as long

as they can, more and more we’re being expected to do everything for them.

88. Workload and demand on the system has increased too.

89. At Regis, we have had a high turnover of staff for the last couple of years in

home care. The company has had no end of trouble trying to find new staff.

90. When we are short staffed, the excess work falls on the remaining carers’

shoulders. I used to be regularly called in on my day off. There was an

expectation that we would make ourselves available at short notice, never mind

what other commitments we might have on. I have a  with ,

whose appointments I would regularly scramble to change so I could fill a shift.

Having said that, Regis have been good to me over the years. I find if I bend

for them, they usually bend for me too, so it goes both ways.

91. More recently, there have been changes due to the impacts of COVID-19.

Clients have been, understandably, quite panicky about having carers come in

or having to leave the house themselves.

92. Understandably, PPE requirements have increased for us carers. We are now

required to wear masks and gloves at all times when with a client, regardless

of the work being performed. Previously, we only had to wear masks if a client

had gastro or the flu.

93. Nowadays, if a client has a cold or any cold symptoms, we are required to don

full PPE – goggles, gloves, mask and face shield.

94. Luckily for me I can handle the sensory aspects of having things on my face all

day. However, it does make it hard to breathe, particularly when doing more

physical tasks like lifting and moving clients, and cleaning.

95. It can also be a challenge with clients with dementia. They are often put off by

the masks, so this also takes some managing on our parts.
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F. Financial Pressures and Staying in the Job

96. I got into aged care as a single mum with kids in primary school. I needed

guaranteed work and I thought that was a sector that would provide that.

97. I first thought I’d work in residential facilities, but when an opportunity came up

to work in the community, I thought I’d give it a go.

98. I genuinely enjoy the work. Some of my clients make life worth it. I love meeting

people I would otherwise never meet and hearing their life stories. I’ve worked

with incredible people – decoders from the war, World War II veterans, you

name it.

99. It is a job where you can see first-hand the difference you are making to

someone’s life, and that is very satisfying. It helps put things in your own life

into perspective when seeing what some people struggle with.

100. However, I don’t think the pay in the sector is really reflective of the work that

we do. I’m full on from the time I leave home in the morning, until the moment I

return in the afternoon. The work is challenging in many ways – emotionally

and physically, invasive and dirty work, the stress of dealing with family and

client expectations, time pressures and sometimes abusive or inappropriate

client behaviour.

101. My  is a disability support worker in Tasmania. The work we do is very

similar, yet she is paid $30 an hour. At one stage, she was looking at going into

aged care. When I told her what we get paid, she said ‘stuff that’. I don’t

understand why I, as an aged carer, my work is worth less or paid less than my

sister’s work.

102. Not only is the pay low, but there are also expenses involved in doing the job,

too. I am required to own, register, insure and maintain my own car to get to,

from and between clients, and to transport clients to the shops or appointments.

I get a small allowance for my fuel, but otherwise the costs and wear and tear

fall on me. If a client has an accident in the car, which can happen, it is up to

me to have that cleaned or repaired.
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103. I am required to be contactable at all times while out on the road. However, we

are not provided with a work phone. I have to use my own phone for work

purposes. After one holiday down in Tasmania when I received nearly constant

phone messages and emails from work, I decided to get a second phone just

for work in an attempt to be able to get some work-life balance. I have to cover

this cost myself.

104. Not only is the pay low and the expenses great, but our hours are also so

variable and there is no real financial consistency from week to week. It is

unpredictable – you can be short staffed and called in every day of the week to

work for a period. But then you might lose a client, or the client moves into care

– and suddenly you lose shifts and income. When wages are so low – there is

no wriggle room. It makes it really difficult to manage financially.

105. There is a high expectation on home service workers at my workplace to be

available at all times, and not to take any time off. I suffer from chronic

migraines. This is something I have always been up front with my employers

about.

106. My  have become slightly more under control in recent years;

however, I still suffer 

.

107. I feel guilty asking for time off when I need it as we are short of staff, so my

usual practice is to push through when I can. I only take a sick day if I am

completely incapacitated, however I otherwise dose up on painkillers and push

on.

108. As a single mum I am used to having to get up and get things done even when

I am not well. I consider myself to have a strong constitution

109. However, when I put pressure on myself to get better or deal with it so I don’t

have to call in sick, I find this adds extra stress and while the work is hard

enough in and of itself, I become drained even further.

110. I want to pick up more shifts, and am anxious to keep the ones I have, so I feel

like I don’t have a choice but to push myself to work even when I am not well.
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111. This extends to my kids too. I came to Mildura with no family or friends, so I

didn’t have a lot of support. I am a single mum with four kids. My  has

. I often have to prioritise work over my kids, because I need to pay the

bills. At one point, my  and was bedridden for three weeks,

I felt as though I couldn’t take the time off to care for him because there were

no other carers to fill in, and because, frankly, I couldn’t afford to. My 

has an  coming up in just a few weeks but won’t let me try to take any

time off for it because she’s worried about my job.

Date: 26 October 2021
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Filed on behalf of Health Services Union

Address Suite 46/ 255 Drummond St CARLTON Vic 3053

Filed by Louise de Plater, National Industrial Officer

Email louised@hsu.net.au Phone 0429 928 192

IN THE FAIR WORK COMMISSION

FAIR WORK ACT 2009

Application to vary the Social, Community, Home Care and Disability Services

Industry Award

Matter No: AM2021/65

STATEMENT IN REPLY OF CATHERINE EVANS

I, Catherine Evans, Home Service Worker, of

, state as follows:

1. I have worked in the aged care sector for over 11 years, on and off.

2. I am employed by Regis Home Care as a Home Service Worker. I have been

with Regis for the past 5 years.

3. I previously made a Statement in these proceedings dated 26 October 2021

(First Statement). I continue to rely on my First Statement and make this

Statement in Reply in supplement to my First Statement.

4. This statement is from my own knowledge and belief unless otherwise stated.

Where statements are not made from my own knowledge, they are made to the

best of my knowledge, information and belief and I have set out the sources of

my knowledge, information, and belief.

A. Current Employment

5. Since making my First Statement, I have transferred with Regis from Mildura to

Tasmania. I am currently living with my parents in Tasmania, spending some

time with them as they become older. However, at the end of May, I will be

transferring back to Mildura.

6. In Tasmania I have continued employment with Regis as a Home Service

Worker. My work has been similar; however I have more clients with Dementia

in Tasmania who require respite services.
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B. Home Modifications and Assistive Technologies

7. It is common in my experience for home care clients to have ramps and rails

installed in their homes, although they sometimes have to wait months for these

things to be done. These types of modifications help the clients get around more

easily.

8. In my experience as a home care worker, I have dealt with over 100 clients. Of

those clients, only a couple have had home modifications to install a large

shower with no lip similar, for example, to the set up in a residential facility or

hospital.

9. The vast majority of clients still have their normal showers. Most will have rails

installed inside their showers which they can grab on to. Some have a false

bottom put into the shower – which is a piece of plastic or timber – to bring the

floor of the shower up slightly to be level with the lip. However, this kind of

installation is far less common than rails. These kinds of simple modifications

assist clients but don’t help me in my work much. I still have to deal with a small

shower space, twisting and leaning to get around a client and ensure they are

thoroughly cleaned.

10. Significant shower modifications like shower enlargements or installation of

showers without lips are extremely rare. In my dealings with clients on home

care packages there are strict budgets. I had a client in Mildura who needed

more care than they were getting but because of her level of package, there

were no extra funds available. There was no way I could suggest to her that her

bathroom needs modifying to make it easier or more comfortable for me to

shower her because in doing that she then will have even less money left in her

package for her care.

11. As another example, my mum is currently on a level 1 home care package. She

has a very tight bathroom. After stepping out of the shower, she has to squeeze

up against the bathroom door to be able to close the shower door again. While

a bathroom modification to enlarge the space would make it easier to get

around in, there are simply not enough funds for her to do major modifications

to her bathroom to make this environment easier or safer to work in. Everything
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is on a budget for home care clients, including the care they are able to receive.

Modifications like this are extremely rare.

12. I have worked with clients who require lifters to get up out of bed. In the past,

when clients in home care reached a point where they required such assistance

to get out of bed, that would be the point at which a call would be made by them

or their family that they are no longer coping at home and they would go into a

residential facility. However, as people choose to age longer at home, it is

becoming more common to see clients with high physical needs, such as a

need for mobilisation assistance, remaining at home.

13. Equipment such as lifters can help us with specific tasks, but the tasks are still

demanding. With a lifter you are not solely reliant on your own physical strength

and body weight to lift the client up and out of bed. Even still, physical strength

is still required to move the lifter when transferring a client from their bed to a

chair, for example.

14. It is not unusual for clients to go through two or three different styles of lifters to

find one that works for them. It is a matter of trial and error in the meantime.

15. In my experience the physical side of the job of a home service worker has

always been challenging. Home modifications and assistive technologies

available have changed the way parts of the work are performed, but not made

it any less demanding overall.

16. At the same time, it is becoming more and more common for home care clients

to suffer from dementia. This is mentally very difficult work.

17. At present, I provide aged care to about half a dozen clients in their homes with

varying stages of dementia. Some of these clients live alone, some with a

spouse or family.

18. Just today I saw a client with dementia who lives alone. She began talking to

me about her family in the lounge room who never help her out. She said to me

‘come on, I’ll show you my family’. I followed her to the lounge room where she

showed me a whole range of stuffed animals and dolls. She then told me she

wanted me to go and do something about the dead person in her bedroom.

When I went into her bedroom, the dead person she was referring to was a doll
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with its eyes closed. In these types of situations, I draw on my Certificate III

training and the specific dementia training I have sought out myself through the

University of Tasmania to know how to respond. In this case, I knew the client

was interested in gardening and I was able to divert her attention to the garden

and away from the “dead body”.

19. I had never seen this client before and wasn’t aware before I arrived that she

had dementia. I walked into her house not knowing anything about her. I had to

ascertain the situation very quickly when I arrived. From talking to her I got the

impression that she may have dementia, but I didn’t know what type, or how

severe it was. I was immediately hypervigilant, asking questions and trying to

gauge how to manage this client. It is stressful having to face these situations

in home care. We are often thrown curveballs and have to do our best to service

the client’s care plan while thinking outside the box.

20. You can be verbally attacked by dementia patients when arriving for a service,

because they see an unknown person coming into their home no matter how

many times you’ve been there before. I have to draw on every part of my skillset

to help clients understand that I’m there to help them, not to hurt them.

21. There are no technological work arounds that can assist in these kinds of

situations.

22. These are the challenges that are becoming more and more common in my

work. I have certainly not experienced my work becoming any easier either

physically, or emotionally, mentally or intellectually over my time in the sector.

It continues to become more complex and full on.

C. Rostering and Recording Technologies

23. Since making my First Statement, Regis has now issued work phones to its

home care staff.

24. We use the phones to check our rosters. The roster can change at short notice.

This has always been the case even when we still had paper rosters. However,

with paper rosters we would always get a call to advise us of any roster

changes. Now, with the roster being on the phones, I don’t always receive a

phone call or email to notify of a change. For me, it has been an extra pain in
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the neck to have to regularly refresh the roster throughout each day to make

sure nothing has changed.

25. Progress notes are still recorded in hard copy folders here in Tasmania, which

are left in the clients’ houses. At present, this means I can’t have a look at a

client’s notes before I arrive at a client’s house. I walk in blind; I have to wait

until I arrive to see if anything of note happened on the previous shift or if there’s

anything in particular I need to keep an eye on.

Date: 20 April 2022
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Filed on behalf of Health Services Union
Address Suite 46/ 255 Drummond St CARLTON Vic 3053
Filed by Leigh Svendsen, Senior Industrial and Compliance Officer
Email leighs@hsu.net.au Phone 0418 538 989

IN THE FAIR WORK COMMISSION

FAIR WORK ACT 2009

Application to vary the Social, Community, Home Care and Disability Services
Industry Award

Matter No: AM2021/65

STATEMENT OF THERESA HEENAN

I, Theresa Heenan, Home Care Employee, of

, state as follows:

1. I have worked in the aged care sector on and off at various points throughout

my 40-year career.

2. I am currently employed by Warramunda Village in Kyabram, Victoria as a

home care employee (Warramunda). I have worked in this position for around

three years.

3. I am also currently employed as a disability support worker with Community

Living & Respite Services (Community Living).

4. I am years of age and was born in .

5. This statement is from my own knowledge and belief unless otherwise stated.

Where statements are not made from my own knowledge, they are made to the

best of my knowledge, information and belief and I have set out the sources of

my knowledge, information, and belief.

A. Employment History

6. I trained as an Enrolled Nurse around 40 years ago. As part of my training, I

completed my clinical placement at what was then known as the Mt Alexander

Home and Hospital for the Aged in Castlemaine. The Home was similar to a

present-day aged care residential facility. It is now known as the Mt. Alexander

Hospital and is managed by Castlemaine Health.
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7. During my time at the Home, I was trained as a State Enrolled Nurse. I provided

residents support with personal care, eating, fluid input and output tracking,

bowel management support (including suppositories), pressure area care,

supporting incontinence needs, bed making, sterile dressings, blood pressure

monitoring, and so on.

8. I was at the Home for 12 months.

9. After this, I moved down to Melbourne to work at the Heidelberg Repatriation

Hospital, where I stayed for around one year. I undertook general nursing tasks

during my time at that hospital. As it catered for returned service people at the

time, I only nursed adults, not children.

10. I stepped away from nursing after this as I had a bad neck and found the work

aggravated this. I then worked in various medical administrative and secretarial

roles, including in doctors’ offices and hospitals. I also spent 11 years working

at Telstra.

11. In 2006, I commenced work with Southern Cross Care in Melbourne as a home

care worker providing aged care to elderly people in their homes in the

community. Due to my time out of nursing, I had been unable to maintain my

State Enrolled Nurse registration.

12. In this role, I provided personal care – including showering, dressing and

grooming – domestic assistance with cleaning, and meal preparation

assistance. I don’t remember having to do anything related to medications with

clients in my time with Southern Cross.

13. I had clients with Southern Cross that ranged from their 70s to their late 90s. I

had one or two clients with early-stage dementia who were still ok to be at

home. These days it seems like people are staying longer at home than they

used to. It is not uncommon now to have clients in the community with advanced

dementia and a range of other comorbidities – physical and cognitive.

14. I worked with Southern Cross for three years, before moving up to Kyabram in

2010.

15. After moving to Kyabram, I picked up two permanent part-time jobs.
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16. The first was as a personal care assistant with Tongala & District Memorial

Aged Care Service – a residential aged care facility in Tongala (Tongala).

Tongala had a number of different sections. When I first started, I worked mainly

in the Koraleigh Nursing Home which had 30 places providing permanent and

respite care. However, for most of my time with Tongala I worked in the Helen

Smith wing which was a 10-bed facility for people with dementia. I was usually

rostered on my own in this area, calling on the RN for assistance when

necessary. A companion staff member was rostered on to assist at mealtime

for 2 hours. Although it was hard work, I loved it.

17. Working with people with dementia and their families, I felt I needed to further

educate myself in best practices in the area of dementia care. During my time

with Tongala, I was proactive in improving my understanding of the disease

process, learning strategies to effectively deal with challenging behaviours,

practicing the importance of good communication (both verbal and non-verbal),

and learning and implementing small practices that could improve quality of life

for the residents.

18. For example, I compiled an information booklet during my time at Tongala to

assist staff in best caring for our clients with a diagnosis of dementia, titled ‘Hints

and Tips when Caring for Residents with Dementia’. A copy of the booklet was

provided to each unit in the Tongala facility.

19. I also successfully completed the Ashby Memory Method (AMM) course

through Alzheimer’s Australia. The AMM program is a person-centred program

of thinking and activity focused exercises for people with early to mid-stage

dementia.

20. I volunteered at both Tongala (in addition to my paid work with Tongala as a

personal care assistant) and Sheridan Nursing Home in Kyabram during this

period, utilising the AMM method. I decided to volunteer as I wanted to put what

I had learnt in the AMM course into practice. I spent a few hours a week

volunteering.

21. For example, knowing how important mind stimulation, laughter and the

evocation of memories is to the wellbeing of people with dementia, I created a

photo album of historical and current day photos from Echuca and Mathoura
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for a 101-year-old resident who had lived in these areas until she married. I

visited museums and tourist bureaus in these towns in my own time to complete

this project. The album brought much enjoyment to this resident and provided

staff with a great resource for engagement. I also obtained a book on the history

of Echuca Hospital where this lady remembered being admitted as a young girl.

On discovering she had been an artist, I asked her niece to bring in some of

her artwork. I photographed and laminated the artworks and hung them in the

dining room. As a result, the lady received lots of compliments and it also

provided staff with a diversionary tool.

22. I stayed with Tongala for 11 years.

23. The second job I started after moving up to Kyabram in 2010, in addition to

Tongala, was as a disability support worker with Country Care Pty Ltd. I stayed

with Country Care for five years.

24. In 2016, after I left Country Care and while I was still at Tongala, I commenced

work with Community Living as a disability support worker. Initially, Community

Living had a mix of aged care and NDIS clients, however more recently this has

changed to mainly just NDIS clients. However, I still have one DVA client I see

with Community Living for a domestic service. I am still in this job today.

25. In late 2018, I commenced work with Warramunda. I started with Warramunda

because one of my Home Care Package clients with Community Living was

changing her provider to Warramunda and asked me to go with her. I was happy

to do this. I intended to just have the one client with Warramunda, however that

has grown over the years and now over half of the hours I do in a week is for

Warramunda with aged care clients.

26. About 70 percent of the clients I see through Warramunda receive aged care,

and the rest receive disability support services.

27. I was initially employed with Warramunda on a casual basis, but since January

2021 I have been employed on a permanent part-time basis with Warramunda.

28. Between 2018 and late 2020, I worked between my three jobs with Tongala,

Community Living and Warramunda.
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29. In August 2020, I had a and had a couple of months

off work to recover.

30. In October 2020, I returned to work with Community Living, however on limited

hours to begin with as I was still dealing with a post surgery health issue.

31. I decided at that time that it was going to be too difficult to manage my recovery

with three jobs and my study (at the time I was also completing a Certificate IV,

which I will discuss below). So, I left my employment at Tongala in October

2020.

32. In January 2021, after I had re-gained further strength after my , I

returned to work at Warramunda on a permanent part-time basis.

33. I currently work the two permanent part-time jobs with Warramunda and

Community Living and am back working at my full capacity. In terms of work, I

work around 60 percent of my week with Warramunda and 40 percent of my

week with Community Living.

34. Up until recently, I have always needed to have at least two jobs since moving

to Kyabram as it has just not always been possible to get enough hours with

one employer alone.

35. Now, I could probably get sufficient hours just with Warramunda, but I have

some clients through Community Living who I have worked with for some time

and don’t want to leave. So, it is by choice I work two jobs now.

B. Qualification and Training Requirements

36. I completed a Certificate III in Home and Community Care in around 2008 after

I had worked with Southern Cross Care for two years. Southern Cross

contracted the Chisholm Institute to deliver this course from their offices one

day per week. Southern Cross paid for the course. A copy of this Certificate III

is annexed to this Statement and marked TH-01.

37. In 2016, I completed a Certificate IV in Dementia Practice through Alzheimer’s

Australia. I did this off my own bat as I was working a lot with dementia patients

at Tongala at the time. I was successful in applying for the Madeline Crump and

Madeline Williams Trust Scholarship for Certificate IV in Dementia Practice,
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which funded half the cost of this course. This meant that while the total cost of

the course was $3,000, I only had to pay $1,500 for this course. A copy of this

Certificate IV is annexed to this Statement and marked TH-02.

38. In 2020, I completed a Certificate III in Individual Support – Disability and a

Certificate III in Individual Support – Ageing through Access Skills Training. I

decided to do these after receiving an email from the HR Manager at

Community Living advising staff that there were government subsidies

available for the courses. I funded the course fees myself (albeit discounted

because of government subsidies), but Community Living and Warramunda

were very accommodating in terms of amending my roster to allow me to attend

classes. I paid $600.50 for the Disability Certificate III and $290.50 for Ageing

Certificate III. Copies of my Disability Certificate III and my Ageing Certificate

III are annexed to this Statement and marked TH-03 and TH-04, respectively.

39. I did not receive a pay rise from Community Living or Warramunda when I

attained these qualifications.

40. Over the end of 2020 to early 2021, I also commenced a Certificate IV in

Disability through Access Skills Training. I did this because the teacher in my

Certificate III courses thought I was capable and encouraged me to continue

studying. I commenced the course after I came out of hospital following my hip

replacement operation in August 2020. The course was conducted over Zoom.

It was also discounted due to some government subsidies. I paid $456.50 for

this course. A copy of my Certificate IV is annexed to this Statement and

marked TH-05.

41. I did not receive a pay rise from Community Living associated with attaining this

qualification. Warramunda gave me a $1 per hour increase.

42. In addition, I am also required to do additional annual training with Warramunda

and Community Living which is now delivered online. These training sessions

include topics like COVID-19 infection control, manual handling, fire safety,

medication safety, food handling, and so on.
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43. Sometimes I am given paid time to complete the online training – for example,

I may be paid one hour to complete each topic – however I find the training

often takes much longer.

44. I am also required to undertake yearly CPR training, and full first aid training

every three years.

C. Wages and Conditions of Employment

45. My employment with Warramunda is regulated by the Social, Community,

Home Care and Disability Service Industry Award 2010 (the Award).

46. I am employed on a permanent part-time basis.

47. I am employed at the Home Care Worker Level 4, pay point 1, classification

under the Award.

48. However, my current hourly rate of pay is $26.8992. I am paid this rate whether

I am seeing aged care or NDIS clients.

49. My Employment with Community Living was covered by the Community Living

& Respite Services Inc. Enterprise Agreement until June 2021 at which time the

Agreement was terminated by the Fair Work Commission.

50. My employment with Community Living is now also regulated by the Award.

51. When performing disability support services work with Community Living, I am

employed at level 2, pay point 4 of the social and community services

classification stream of the Award.

52. However, my currently hourly base rate of pay with Community Living is $31.78.

I am paid this rate whether I am seeing aged care or NDIS clients (however, all

but one of my clients with Community Living are NDIS-funded clients).

53. My work in disability support is comparable with my aged care work. When I

first started out, disability support work used to be physically harder in some

ways as clients often had significant physical impairments requiring a lot of

assistance with aids and the like. These days as elderly people stay in their

homes longer, it is not unusual to have aged care clients with significant
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physical and other impairments. Because of this, the tasks that is required in

providing care to disabled and aged care clients can be on par.

54. That being said, I personally no longer perform ‘heavy work’ in either my

disability support or aged care work and have not done so for the past 5 years

since I had an . On my return from

work after that operation after 6 weeks off I went straight back into the usual

heavy work – that is, using lifting machines, pushing wheelchairs, etc. I then

suffered . I took some more

time off, commenced Pilates to strengthen my body, and stopped doing the

heavy jobs at that point.

D. Roster and Duties

55. Between Community Living and Warramunda, I work around 26 to 30 hours per

week – around 17 hours per week with Warramunda and around 11 hours per

week with Community Living. I also do a lot of additional unpaid work for my

employers in my own time, including writing up case reports in the evening for

clients I have seen that day, or composing emails to the office about particular

needs of clients or reporting any concerns I have about clients.

56. I usually work five days a week, from Sunday to Thursday. However, sometimes

I might help out for a few hours (paid) delivering meals with Warramunda on a

Saturday.

57. With Community Living, all but one of the clients I provide home care to are

NDIS clients (my other remaining client with Community Living is a DVA client

who I provide domestic assistance).

58. Warramunda provides home care services to both Home Care Package and

NDIS funded clients. I estimate 70 percent of the clients I see with Warramunda

are Aged Care Package clients (equating to around 20 clients), and the

remainder are NDIS funded clients.

59. Warramunda also has a residential facility, however I work exclusive in the

community providing aged care to elderly people in their homes. The only time

I interact with residents of the aged care facility is on occasions when they

require transport to or from appointments, in which case I might be rostered on
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to provide that service. I also sometimes provide personal care to residents of

the Warramunda Independent Living Retirement Units in the Warramunda

Village complex.

60. With my aged care clients, I provide a range of different services ranging from

personal care including help with showers, help with meals (sometimes this

involves short 15 minute services to drop off and heat up meals for clients, or a

longer 30 minute service if the client needs someone to sit with them while they

eat), social support and welfare checks, some clinical-type support including

medication prompts (limited to medication from webster packs and drops) and

measuring blood pressure, and community access (taking clients out to the

shops, and so on).

61. You name it, we do it.

62. I also provide domestic assistance with laundry and some cleaning to some of

my clients; however, I’ve had to minimise the amount of the more strenuous

cleaning activities I do since my hip replacement last year. I can do around four

hours a day of vacuuming and mopping-type work without getting a sore back,

so I try to limit it at that if possible. I usually do only approximately 10 hours of

cleaning per week.

63. My work involves medication prompts with some clients. I am not meant to pop

out medication for clients, however for some clients with arthritis in their hands

I have to provide this help. Ultimately, it’s up to the client whether or not to take

the medication. I have a dementia client who I see for a medication prompt, for

example, who sometimes refuses his medication. When this happens, I usually

say okay and move on to a different task and come back to the medication

again later. Often on a second prompt the client will be happy to take the

medication. However, if he continues to refuse, I leave it and report it back to

my team leader. I am not required to check off any medication charts or other

paperwork when I see clients for medication prompts.

64. I have a particular interest in and passion for dementia care. The term ‘people

living with dementia’ encompasses the individual and their family and friends.

The individual affected by dementia deserves respect and the right to a fulfilling

and contented life where they feel safe and valued. Their families and friends
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also deserve respect and to have the security of knowing that their loved one

is not just receiving the best clinical care but is in a safe, happy and accepting

environment – whether that be in an aged care residential facility or in their

homes. With all my clients with dementia, I want to do everything in my power

to ensure that these ideals are met.

65. I work for Warramunda each day from Sunday to Thursday. As mentioned, I

sometimes also pick up work for Warramunda on Saturdays (usually this is

dropping off meals – and might involve going inside and warming up the meal

for a client).

66. I usually start of a morning at 8.15 or 8.30am.

67. My roster is usually reasonably regular, however sometimes things change

including at very short notice (i.e. on the day of the scheduled appointment) if

someone is off sick and shifts need to be filled.

68. I have one client I saw, until very recently, regularly five mornings a week

(Sunday to Thursday). However, as of recently this has changed and I now see

this client on Sundays, Mondays, Wednesdays and Thursday afternoon. On

Monday and Wednesday I see him for one hour and on Sunday and Thursday

I see him for three hours. He requires quite a lot of care and the support I

provide is varied.

69. I have been seeing this client for a few years.

70. This client has quite a lot of health problems particularly with his heart and

lungs. He is a heavy smoker. Recently, he has put on quite a bit of weight during

COVID-19 as he has really suffered with the loneliness.

71. When I first started seeing this client, he wouldn’t even get in the shower and

was in quite a bad way in terms of cleanliness. However, over time he has

improved with a lot of patience and encouragement.

72. He is the type of client that will let you do everything for him if he could.

However, I am committed to the purpose of my work which is to enable the

independence of elderly people in their homes as long as possible. So, I try to
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encourage him to do things for himself or to do things with me. He will say he

can’t do things, but I say to him ‘come on, you know you can do this’.

73. Sometimes this means things take a lot longer to do, but I am patient and will

stay with him for whatever time it takes even if that means going into my own

unpaid time.

74. For example, I had a week off work recently and said to him one morning before

I went on leave, ‘come over here and I’ll show you how to make your own

porridge in case they can’t get a replacement for me’.

75. He was resistant at first, but he ended up doing it and was just so chuffed with

himself.

76. I also get him to help me with washing up the dishes – I fill up the water for him

and let him do the washing while I sweep the floor. We work as a bit of a team

which I think is quite empowering for him. He is really getting into it and is

starting to take a real pride in his house and what he’s able to do. Although it

makes the process very slow, it is good for him. I am hopeful it will mean he

gains and retains his independence for longer than he otherwise might.

77. Due to time constraints, there is pressure on you, and a temptation, as a carer

to just get on and do the tasks that need to be done in the limited time available.

It can take more time to do the work in a way that includes the client. However,

there is often more of a benefit for the client to do the tasks more slowly but in

a way that empowers and includes them.

78. I think it is a shame that care services have become so rushed that carers are

often not able to spend the time with clients that they really need.

79. It has taken a lot of patience and dedication to get this client to this point.

80. When I arrive at this client, I prompt him to get up and moving. I get the things

ready for his wash and encourage him to get his clean clothes ready. Once he

is washed and dressed, I prompt him to have a shave and clean his teeth. Often,

I use humour with him and say, ‘come on, old bossy pants is here’.

81. Until reasonably recently, I used to help this client out with showers at home.

However, this client only has a shower above his bath, so this required him to
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step up and over the rim and into the bath. Recently, he’d been having some

giddy turns and nearly had a fall, so I reported to my team leader that I didn’t

think it was safe for him to continue showering at home.

82. Instead, I started giving him a good ‘pommie wash’ (sponge bath) three

mornings a week and on the other two I would take him up to a planned activity

support group place for a shower. (These two morning services – on Tuesday

and Thursday – are now being handled by that particular service provider.) I

had found out about this place from a family member of a disability support

group I run through Community Living. I used to go in and shower him there,

however because of COVID-19 restrictions, I was later not allowed to go in with

him for the shower. So, he would get assistance from someone else once he

got in there.

83. After his shower or pommie wash, he gets dressed himself. This, again, is an

area he has improved in. Previously he used to have a favourite pair of black

pants he never wanted to change, and often he’d come down after his shower

wearing a dirty shirt, and so on.

84. I know he loves going up to the local Club – that’s where his tribe is. He feels

welcome there. So, I encourage him to dress in clean clothes, reminding him

he needs to smell fresh and have clean clothes to go up into the Club. That

works, and now he puts his favourite pants in the wash and lets us wash his

clothes every day.

85. I also clean the toilet and bathroom for him every day. I make him coffee and

breakfast – Sundays are a cooked breakfast due to having longer time. I do the

washing and clean up the kitchen. I’ve mended clothes for him – for example

I’ve sewed buttons on to shirts and fixed the hems of pants for him. I do

whatever needs doing around the house. Every day is different.

86. On the days I have longer with him, for example on Thursday afternoons, I take

him out to the bank and to the shops. We might also stop for a coffee.

87. With the COVID restrictions that have been in place for a large part of the last

18 months or so in Victoria, we hadn’t been able to do that for a while.
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88. This client really suffered during COVID. Not only had I not been able to take

him on outings, but he also hadn’t been able to go up to the Club which was

really his sole means of social connections and a place where he feels really

welcomed and comfortable. Although he’s a pretty well-known guy around

town, he doesn’t have many friends. He often wants to stop and say hello and

shake hands with people in the street (although I have had to explain that he

cannot shake hands anymore due to COVID). Most people are polite; however,

some people will snub him off because he is quite socially awkward and can be

a bit smelly as he is a heavy smoker. When this happens, I feel quite defensive

for him, and sometimes it is all I can do to hold my tongue when someone is

rude to him. This is just because I’ve come to know him and care for him.

89. Because of this, he experiences isolation and loneliness and relies on his carers

for social support. However, he is able to walk around town with his walking

frame and is relatively independent. When there aren’t any COVID restrictions

he goes up to his beloved Club. He will often sit out the front of his house and

waves to every vehicle or person that goes past or calls out to them. Most

people acknowledge him.

90. Because of his isolation and loneliness, I try to make my visits with him as fun

as possible. I know he likes 60s country music, so I play that on my phone for

him when I am with him and we may have a bit of a singalong to lift his spirits.

91. Everything I do with this client I do for his benefit and with his best interests

solely in mind.

92. Because of this client’s various problems, I am constantly running around

worried about his health. He has problems with articulating if he’s not feeling

well. Often, I’ll say, ‘what’s wrong with you today’, if he is acting a bit off. Often,

he tells me – ‘no no, nothing’s wrong’. Then, when I am about to leave at the

end of the service, he might mention that he’d had to use his heart spray the

night before, or that he’d become dizzy when going to the toilet, for example. I

say, ‘why didn’t you mention this to me before?’. I then have to prompt him for

more details and write this down in his notes to report back to my team leader

– often this eats into my own time particularly when he raises it right at the end
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of a visit. I spent a lot of time monitoring him for any signs of decline and working

out when to take things seriously and report back to the office.

93. Recently this client had a problem with his safety alert device. The sound was

very faint. He asked me to have a look at it. I spent time while with him trying to

get the device to charge, testing it and trying to see how it worked, and so on.

It was a Sunday, so while I tried to get on the phone to the medical device

company, no one was there.

94. That afternoon when I returned home, I emailed my team leader to explain the

problem and the steps I had tried to take. Then, the next morning I found some

time to call the medical device company again. I was conscious that it was quite

dangerous for him for the safety alert to not be working properly – if he needed

to use it but couldn’t hear or understand what was being said to him on the

other line, that could be life and death. So, there was some urgency in getting

it fixed. Us carers really become the advocates for our clients in these kinds of

situations. If it wasn’t for me taking it up for him, the device might never have

been fixed or it might have taken even longer for that to occur.

95. Ultimately, the device had to be sent back and replaced.

96. The job is very emotionally draining at times. Aged care clients are often lonely

and socially isolated, and really lean on their carers for emotional support. Often

clients tell me that they have been looking forward to my visit all week. For

some, it might be the only in-person interaction they have with another person

all week. Some are coping with grief after losing spouses. While I might be

seeing a client for personal care or domestic assistance, often clients in these

circumstances want me to just sit with them and listen. We have to be conscious

that our clients are human beings who deserve to be treated with dignity,

empathy and respect. While from our employer’s perspective, we are there to

perform a specific service; in our client’s eyes we are there not just to vacuum

and mop the floors or to give them a shower or medication prompt, we are there

to provide companionship, advice, and a shoulder to cry on.

97. Working in the community, we are in our client’s homes. If a client says to me

one day, she is feeling low and doesn’t want to have a shower and would prefer

to sit and talk, I can’t force her. I need to weigh up what would be more
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beneficial for her on that visit. If she is upset and would benefit more on this

visit from a cuppa and a chat than a shower on this occasion, then I do that.

Our clients still have choice and agency, and the job of a home care worker is

to maintain elderly people’s independence in their homes, so I need to respect

that. There are always caveats to this. For example, if it is a client with dementia

who is refusing a shower or if a client refuses a shower on successive visits, or

it becomes a pattern of behaviour, then I persist in encouraging them to have a

shower or report back to my Team Leader or the client’s case manager if there

is continued refusal.

98. But as a home care worker I have to appreciate that people have off days, and

I need to be sensitive, flexible and adaptable to the needs to my clients. I have

to know my clients well enough to be able to judge, for example, whether a

client’s low mood or energy is the result of just a bad day, or part of a pattern

of behaviour that is more concerning. I have to develop strategies that are both

sensitive to a client’s mood (mental health) as well as adapted to looking after

their wellbeing (physical health).

99. There are also time pressures in the job.

100. Warramunda is quite good, in that it pays home care workers for travel time and

kilometres. However, usually, our clients are rostered back-to-back – we’re not

given time between. So, for example, one client might finish at 9.30am, and the

next is rostered to start at 9.30am. While Kyabram is a small town, it doesn’t

take zero minutes to get from one client to the next. So, inevitably, I am running

late for my clients and this eats into my own unpaid time.

101. If, for example, I am five minutes late to one client, I feel the pressure to

compensate for that on the other end by going five or ten minutes over time

with my next client. This is in own time which I am not paid for.

102. In addition, I don’t just knock off when I come home.

103. Often, when I come home from work, I spend time in my own unpaid time writing

lengthy emails to my team leaders or popping into the office at Warramunda to

discuss my clients.
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104. I do this because I don’t want to let my clients down, and because I want to get

them the help they need. I feel it is important also to keep the team leaders up

to date with what is happening, and it provides a record of my concerns and

actions.

E. Changes in work over time

105. Since I first worked in home care providing care to elderly people in the

community with Southern Cross in 2005, I have noticed some changes to the

role and expectations of home care workers.

106. For example, when I first commenced as a personal care assistant with

Southern Cross, there was no requirement for home care workers to have a

Certificate III qualification.

107. That changed within a few years. A Certificate III qualification is now an entry

requirement for home care workers performing personal care.

108. Beyond the Certificate III-level qualification, I have been encouraged

subsequently by employers to complete further study at the Certificate IV level.

109. While no doubt I and my clients have benefitted from the study I have done, my

employers also have benefitted from having an increasingly higher qualified

staff. However, for every qualification I have completed, none have resulted in

a promotion or large pay increase.

110. The role of home care workers has also expanded over time.

111. I think this is a result of people wanting to stay in their homes longer and longer.

There are also more care services available to aged people in their homes

which allow people to do this.

112. The duties of home care workers have also expanded over time. For example,

when I worked with Southern Cross, I was not required to do anything with

clients related to medication. Now, medication prompts are a routine part of my

work.
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F. Impacts of COVID-19

113. There have been changes to my work brought about by the COVID-19

pandemic.

114. First, I am required to have a temperature check every day.

115. Initially I was required to go into the Warramunda residential facility at the start

of each day to be temperature checked. However, as that was inconvenient, I

ultimately bought by own electronic thermometer that I can use to check my

own temperature at home each morning.

116. Second, we have additional PPE requirements. I am required to wear a mask,

gloves, goggles or a face shield and aprons with all of my aged care clients. I

have one client who has also requested I wear shoe covers when attending her

house, which I do.

117. The additional PPE makes the work harder. The mask makes it hard to catch

my breath, particularly when rushing about cleaning and tidying, or washing and

dressing clients. The goggles and face shields also get foggy, particularly when

doing showers, which makes it hard to see.

118. I feel more tired at the end of a day than usual, however you get used to it.

119. Third, there is additional paperwork we are required to complete with each

client. This involves a form we are required to go through with our clients before

we are allowed to step into their house. The form goes through a symptom

checklist – for example asking whether the client has a sore throat, runny nose

and so on, and asks whether the client has been interstate or overseas. While

clients can get a bit frustrated with how repetitive this is, we are required to run

through this checklist at the beginning of every visit with every client.

120. With some of our clients, the form also creates some difficulties. Often our

clients have hearing difficulties so trying to complete this form through the door

can involve some yelling on our part and quite a bit of time to complete. At first,

this sometimes added an additional 15 minutes to my services, as clients were

unfamiliar with the questions and the process. Now, because my clients are

used to it, it takes around 5 minutes to complete.
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121. No modification has been made to the time allocated to each shift to allow for

this new process, which means we just have to fit it in on top of everything else

we already needed to do on a shift or get there early to complete this step in

unpaid time (which is what I normally do).

122. Fourth, since the advent of COVID-19 I have completed training in infection

prevention and control policies and procedures (subject code HTSS00064)

through Access Skills Training.

G. Financial Pressures and Staying in the Job

123. I originally got into nursing because I wanted to be able to work with people.

124. I ended up leaving nursing and going into various administrative jobs for about

20 years because of issues with my .

125. However, in 2005, I decided to get into aged care. I did this because I still had

a desire to work with people and to help people. I also, at this time, had become

a single mum to my son and needed a job where I could be flexible with my

hours so I could be home when my son got home from school. I was attracted

to aged care as I thought it could tick both those boxes.

126. When I moved to Kyabram and started working with dementia patients and

people with disabilities, I found my niche. While the work can be challenging, I

absolutely love my work.

127. However, I do have to work hard and do at least 30 hours a week – including

on weekends – to earn a sufficient wage to pay my living expenses. For most

of my time in Kyabram, this has meant having at least two jobs.

128. In home care, we are required to have and maintain a decent car, and cover all

registration, insurance, and maintenance costs off our own bat. I am provided

a kilometre allowance for petrol used in the course of my work; however, this

doesn’t cover wear and tear.

129. With Warramunda, I am also required to wear a uniform. I am required to pay

for my own uniform. I can claim this on tax; however, it is an expensive outlay

in the meantime. I do, however, receive a laundry and uniform allowance.
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Filed on behalf of Health Services Union
Address Suite 46/ 255 Drummond St CARLTON Vic 3053
Filed by Louise de Plater, National Industrial Officer
Email louised@hsu.net.au Phone 0429 928 192

IN THE FAIR WORK COMMISSION

FAIR WORK ACT 2009

Application to vary the Social, Community, Home Care and Disability Services

Industry Award

Matter No: AM2021/65

STATEMENT IN REPLY OF THERESA HEENAN

I, Theresa Heenan, Home Care Employee, of

, state as follows:

1. I have worked in the aged care sector on and off at various points throughout

my 40-year career.

2. I am currently employed by Warramunda Village in Kyabram, Victoria as a

home care employee (Warramunda).

3. I previously made a Statement in these proceedings dated 20 October 2021

(First Statement). I continue to rely on my First Statement and make this

Statement in Reply in addition to my First Statement.

4. This statement is from my own knowledge and belief unless otherwise stated.

Where statements are not made from my own knowledge, they are made to the

best of my knowledge, information and belief and I have set out the sources of

my knowledge, information, and belief.

A. Home Modifications and Assistive Technologies

5. Throughout my career standard home modifications (like rails and ramps) and

assistive equipment like walkers, shower chairs, wheelchairs, stools and

special kettles, have always been available. These are not new. Clients tend to

have more assistive equipment in their homes the frailer they are.
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6. These days, I don’t work with any clients who need too much extra assistance

in the way of equipment or modifications (though most will have a walker at

least). As noted in my First Statement at paragraph 54, I no longer frequently

perform ‘heavy work’ – that is, with high needs clients who require lifting

machines or use wheelchairs – due to undergoing neck surgery to insert a new

disk over 5 years ago. However, I have worked with clients in the past that have

required lifters to get out of bed and the like.

7. While things like rails and walkers can assist me at work in the sense that clients

can use them to help themselves stand or to hold and balance when on their

feet, overall it is not my experience that modifications or assistive technologies

have decreased the physical demands of the work in home care. Most of those

tools have always been available, but even when they are used, the work can

still be very taxing.

8. When a client is in a wheelchair, the physical demands on the worker are

greater than with a client who does not use a wheelchair. Although unusual for

me given I generally do not see clients with significant mobility issues anymore,

last week I saw a client in a wheelchair. The wheelchair was very heavy – as

they often are – both to push, and to fold down and lift into the boot of my car

when taking the client out. It is also physically demanding assisting with

transfers into and out of the wheelchair.

9. The same can be said for clients who require a lifter to get up out of bed. Using

a lifter requires a lot of physical involvement on the part of the carer. You are

still required to position the slings and guide the client’s movement, and to twist

and push with your body. It does not allow the carer to simply stand back while

the machine does all the work.

B. Rostering and Recording Technologies

10. I receive my roster on an app which I can access from my phone. The roster

usually changes throughout the week due to carers being off sick or services

changing. At the moment, due to the prevalence of COVID in the community,

roster changes are common. Sometimes I receive a phone call to let me know

about a roster change, however it is my responsibility to regularly check and

update my roster on the app to see if my shifts have changed.
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11. If I need to record progress notes or raise any issues or concerns with my

employer, I either write this out by hand on a feedback sheet or put it down in

an email. This is not done through any app or other specific technologies.

C. Support

12. Since I made my First Statement, Warramunda has advised its home carers

that our Team Leaders will only be available during office hours. Outside this

time, we have been instructed to call the Warramunda Village Hostel.

13. Often an afterhours call to the Hostel will go to message bank. Even when it is

answered, staff at the Hostel do not have access to the home care clients’ care

plans or files as the Team Leaders do. This means we are effectively without

support when seeing home care clients outside of hours if, for example, we

need to check anything in their care plans or get permission to perform different

or additional services if requested by the client.

14. There is also an ‘On Call’ number we can text which goes to the Home Care

Manager, however this is not reliably answered after hours Monday to Friday

as the phone is usually left in the office, not taken home by the Home Care

Manager in the evenings.

15. As an example, a week ago I attended a client out of hours on a Saturday

morning. The client did not immediately answer the door when I knocked on

arrival. I rang the Hostel to seek the code for the client’s keylock safe to retrieve

her spare key, however the hostel staff were not able to access or retrieve this

information. With no other option, I had to phone a fellow home care staff

member to ask if they knew the code. Eventually, the client opened the door so

it was all okay, however if I hadn’t been able to access the code and continued

not to receive a response from the client, I would not have had any support or

direction on whether to stay or leave or what other actions to take.

16. As another example, last Wednesday I went to see a client who suffers from

Alzheimer’s and some other health issues for an evening meal service. This

service was scheduled to run from 6.00pm-6.45pm.

17. After the client had finished eating his tea, he told me that he had some chest

pain and was sore around his shoulder blades. He told me he’d be right, but I
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was concerned as the client had just come back from hospital. I had not been

informed of why he had been in hospital, and so I did not know if this pain he

was experiencing could be related to his hospital admission. Due to his suffering

from Alzheimer’s, the client could not relay to me why he had been in hospital.

Because of this, I was quite worried and felt that I could not leave him without

sorting this out.

18. Due to the client being scheduled out of hours, there was no Team Leader or

anyone on the home care team available to call to discuss this matter and what

steps should be taken. I called then texted the ‘On Call’ number but received

no response from either.

19. I was very concerned about my client and felt something needed to be done

urgently, so shortly after receiving no response from the On Call I called my

client’s daughter from his phone to discuss what was occurring. The daughter

was very upset and I had to console her as well as deal with the issue with my

client. We both agreed that I should phone an ambulance for the client, and I

did so.

20. After the client had gone in the ambulance, I had to visit his neighbour to ask

that they look after the client’s two little dogs while he was gone.

21. I ended up staying an hour late at this service due to what occurred but was not

able to get any approval or support or guidance in deciding what to do from my

Team Leader. I just had to do what I thought was best. I never received any

response to my phone call or text message for support.

22. I entered the time I spent with this client in my time sheet app and was paid for

it.

23. When I have clients scheduled back-to-back, incidents like this can throw out

my schedule for the rest of the day. Fortunately, on this occasion the client was

my last client of the day, so it did not disrupt any subsequent services.

24. However, it impacted my evening once I arrived home as I was upset at the lack

of support. I wrote an email in my own time that evening to the Team Leader

and RN about what had happened and to express my concerns.
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Filed on behalf of Health Services Union

Address Suite 46/ 255 Drummond St CARLTON Vic 3053

Filed by Leigh Svendsen, Senior Industrial and Compliance Officer

Email leighs@hsu.net.au Phone 0418 538 989

IN THE FAIR WORK COMMISSION

FAIR WORK ACT 2009

Application to vary the Social, Community, Home Care and Disability Services
Industry Award

Matter No: AM2021/65

STATEMENT OF JULIE KUPKE

I, Julie Kupke, Carer, of ,

state as follows:

1. I have worked in the aged care sector for around 15 years.

2. I am currently employed by Absolute Care & Health (Absolute) in Victoria as a

Carer. I have worked in this position for three years.

3. I am years of age and was born in .

4. This statement is from my own knowledge and belief unless otherwise stated.

Where statements are not made from my own knowledge, they are made to the

best of my knowledge, information and belief and I have set out the sources of

my knowledge, information, and belief.

A. Employment History

5. Up until around 2006, I worked in food and hospitality. I had been living in

Queensland for 20 years by that point but moved back to Victoria as my 

had fallen ill.

6. I took the move as a chance to change career and to go and work in aged care.

7. I got my first aged care job working as a chef in the kitchen of Clarendon Grange

– a residential aged care facility in Bayswater, Victoria. I worked at Clarendon

Grange on Saturdays and Sundays.
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8. At the same time, I worked as a chef, managing the tuck shop at Xavier College

in Kew, Victoria. I worked at Xavier College Monday to Friday.

9. After being made redundant from Xavier in 2018, I decided to look for work as

an aged carer in community care.

10. I was starting to get older, and as I had seen how hard the personal care

assistants (PCAs) had to work and the pressures, they were under the in

Clarendon Grange aged care facility, I thought working in the community may

be a bit less strenuous. (Community work has been a lot more intense than I

expected, as I will discuss further below.)

11. I found a job as a home carer with Absolute in 2018.

12. After I commenced with Absolute, I kept my weekend job with Clarendon

Grange until around February 2020.

13. I ended up leaving Clarendon Grange because I was being asked to pick up

more and more hours with Absolute.

14. I now work solely with Absolute. I currently work 6 days a week.

B. Qualification and Training Requirements

15. I completed a Certificate IV in Disability in about 2008. I paid for this course

myself and had to take time off work to complete my studies and placement in

my own time. A copy of my Certificate IV is annexed to this Statement and

marked JK-01.

16. This year, I also completed a Diploma in Community Services through Partners

Training. A copy of my Diploma is annexed to this Statement and marked JK-

02.

17. I have also completed some free courses through the University of Tasmania.

The courses I have completed are Preventing Dementia, Understanding

Dementia, and Understanding Traumatic Brain Injury. Copies of the certificates

I received for these courses are annexed to this Statement and marked JK-03.

18. I am required by Absolute to undertake regular online training – usually I’m sent

one or two subjects a month to complete. The training is mandatory. They can
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take anywhere from 30 minutes to 1 hour to complete, and I am required to

complete them in my own unpaid time. The subjects covered in the training are

all related to aged care and cover topics like looking after your client, the Aged

Care Act, manual handling, prescriptions and medications, and so on.

19. I am also required to undertake yearly CPR training, and full first aid training

every three years. I have to organise and pay for these trainings myself. I have

used my training on occasion to dress wounds for clients.

C. Wages and Conditions of Employment

20. I am employed on a casual basis with Absolute.

21. My employment is regulated by the Social, Community, Home Care and

Disability Services Industry Award 2010 (Award).

22. I am classified as a Home Care Employee Level 2, pay point 1 under the Award.

23. With a 25 percent casual loading, my hourly rate of pay is $28.86.

24. I receive the same rate of pay whether I am providing aged care to Home Care

Package clients, or disability support to NDIS funded clients.

D. Roster and Duties

25. I work Monday to Saturday.

26. While my hours per week can vary – for example, this week I am working 44

hours, and last week I worked 57 hours – I usually always work over 40 hours

per week.

27. Absolute provides services to both Home Care Package (HCP) funded clients,

and NDIS funded clients.

28. Of the clients I see, probably 50 percent are on HCPs and 50 percent are NDIS-

funded.

29. Some of the NDIS clients I see live in disability group homes. For example, I

have a 57-year-old client with cerebral palsy who lives in a group home. Prior

to COVID, I used to take her out for some community access – usually shopping

and so on. However, during COVID, I have provided companionship instead. I

sit with her in her room. I help her tidy up and tend to her roses, and we usually
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do some arts and crafts together – this client loves making cards which she

sells. I spend a lot of time in my own time coming up with creative ideas for the

cards. I also help her with her correspondence, including emails and messages

on her phone and iPad. I go to the bank and to the shops for her.

30. This client isn’t a good eater; she has some difficulties eating due to her

disability. I’ve had years of experience preparing food in aged care, so I know

how to make soft foods appetising. I often make this client lasagne – in my own

time and out of my own pocket – which I bring in for her.

31. While I’m with the client inside the group home, the group home supervisor –

who is not my boss – usually expects me to help out with lifts and transfers and

toileting for this client because he knows I have a Certificate IV in Disability. I

am not supposed to do this as I am rostered to see this client to provide

community access (that is, taking her out), not for personal care. I know that I

am paid much less than the disability support workers who work in the group

home and perform this work normally. I believe they are paid around $40 an

hour.

32. Some of my elderly clients on Home Care Packages also have disabilities – for

example, dementia or Parkinson’s.

33. Absolute uses the AlayaCare digital system to provide carers with rosters and

as a client management tool. I access the AlayaCare portal on my personal

mobile phone. For every client, I access the app, go into my roster, select the

client, and ‘clock on’ for the shift. Similarly, when I leave the client, I ‘clock off’

for that shift.

34. I am also required to write progress notes for each client in the AlayaCare portal

at the end of every visit. The progress notes set out what I did with the client

that day, how they were, and anything I noticed that may need to be monitored.

For any specific concerns, or if I see something with a client, I am not

comfortable with, I report this back directly to Absolute’s head office which then

passes that information on to a client’s case manager for review. I will provide

some examples of this below.

411482



AM2021-65 HSU Witness KUPKE J

35. I try to complete my progress notes for each client before I clock off from the

client, however this is not always possible. Often, I complete progress notes

while waiting in my car between clients, or when I get home in the evening if I

don’t have time or there is no internet connection in between clients. When I

complete these notes in between shifts or after work, this is in my own time and

I am not paid for this.

36. A typical Monday for me looks like the following.

37. I see my first client from 8.45am to 1.00pm. This client is around 12km from my

house, or around a 20-minute drive away. I use my own car and am not

compensated for my time or kilometres driving to my first client (nor home from

my last client at the end of the day). When I arrive, I log on for my shift through

the AlayaCare portal.

38. This client is a 67-year-old man who has suffered from dementia for 10 years.

He originally applied for NDIS funding as he was in his late 50s when he was

diagnosed with dementia. Thus, he still currently receives NDIS funding,

however, at 67, he would otherwise be on a HCP. It is not unusual for clients

receiving funding through a HCP to also have disabilities including dementia.

39. This client requires constant care. His wife provides care when she’s home, and

there is a carer present for all hours when she is out at work. Given the amount

of care he requires, this client really should, in my view, be in a dementia ward

in an aged care facility.

40. When I arrive in the morning, this client has been showered by his wife and is

ready for his breakfast. As his dementia has progressed, this client has stopped

eating at night. So, with breakfast, I try to make him eat three or four lots to get

as much nutrition in as possible. I make a variety of foods to try to entice his

appetite. For example, I usually make him some toast with avocado or tuna,

pasta boats with minced meat bolognaise and vegetables, some fresh fruit and

yogurt, and so on. I also make him a Sustagen drink to have with his medication.

The medication is a blood thinner his wife leaves out on the bench every

morning for him to take.
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41. The breakfast process usually takes up to around an hour to get through. I have

to watch him eat, as he tends to fall asleep over his food. He also often gets up

and goes for a wander, or might want a cigarette break, so it can be quite a

slow process. However, it’s important that he get as much nutrition in as

possible, so I have to be patient and encourage him to remain on task and eat

as much as he can.

42. After he’s finished, I turn the radio on for him and he listens to that, or he chats

to me while I clean up and unload and load the dishwasher.

43. I have to keep an eye on him. He tends to leave doors open and can take a

wander. This means following my client wherever he goes – including to the

toilet. I go with him and make sure he does his business and provide help if

needed. If he has an accident, I have to toilet and change him. Recently, he

had piles and I was required to apply cream for him. He didn’t enjoy that, and

sometimes became a bit aggressive and tried to push me away. With all the

new aged care regulations, it’s the clients right to say no. So, if he knocks me

back, I can’t force him to do it. I just had to be patient and try to bring him

around.

44. My client’s wife leaves for work when I arrive in the morning. Usually, she tells

me before she leaves what other tasks she would like done while I’m there. For

example, putting on and hanging out a load of washing or doing some cleaning.

I have to juggle keeping an eye on my client while getting these things done. If

I am hanging washing outside, I try to have my client sit inside in a position I

can see him through the window. However, if he gets up, I have to stop what

I’m doing and go and follow him. It can sometimes take half an hour with a few

interruptions to get a load of washing hung out.

45. I also see this client on a Wednesday and a Friday. On Wednesdays, I usually

take this client out for community access or social support while I’m there. For

example, once a week I take him to the shops to put his tatts lotto on. This

process takes quite a while. That is because this client, as with a lot of dementia

patients, loves music. So, before we get out of the car at the tattslotto place, he

will want to sit in the car for 30 to 45 minutes listening to the music. He tells me
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I’m not allowed to get out of the car and that ‘we’re not going anywhere’ until

he’s ready.

46. When we finally get into the tattslotto place, it can often be a bit of a scene. He

thinks a 50c coin is a $50 note, so he gets confused when the sales assistant

asks him for money. He becomes angry and tells the sales assistant ‘you’re not

getting my money’ and demands to know where his change is. I try my best to

placate him and keep him calm by reassuring him the money is fine and the

salesperson isn’t ripping him off.

47. We then get back into the car. Again, the client usually wants to spend a good

30 to 45 minutes listening to music before we start to drive home. I am

conscious of time, so I often prompt him by saying ‘come on, we’ve got to go

soon’, but he’ll usually tell me ‘there’s still time’.

48. Then, when we get home, he wants us to sit in the driveway in the car for

another half an hour listening to music before we can go in.

49. All up, this short trip to the shops takes around two hours.

50. When we get back inside, I prepare him lunch. This client was a shift worker all

his life, and he used to regularly eat Nutri-Grain and a bowl of ice cream with

chocolate topping for lunch. Over time, I have managed to get him off the ice

cream. He now has yoghurt with chocolate topping for lunch and some Nutri-

Grain which I warm up for him so that it is easier for him to chew, as he has

sore teeth. I sit with him while he eats as he usually spills quite a bit. I then

clean up after lunch.

51. On Fridays, I take him to visit his elderly mother.

52. This client has some repetitive behaviours including foot tapping. He can also

have some challenging behaviours at times. For example, he is a smoker.

Lately, he has been getting up three times a night for a cigarette. He can’t be

left alone to smoke as he drops ash and can burn himself, so his wife has been

getting up with him three times a night. She is exhausted. After discussing with

her, we decided to try rationing out his cigarettes through the day rather than

letting him have access to his own packet in an attempt to stop him getting up

at night. If we run out of cigarettes during the day, he can become aggressive.
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For example, recently he had finished his ration for the day and got upset,

yelling at me to ‘get me another packet’. I told him, ‘I don’t have any’. He pushed

me out of the way with him arm in frustration and stormed off. However, this

client is quite a skinny man, so his push is not so powerful that it has hurt me.

53. I do a lot of research in my own time to try to help my clients. For example, this

client drops ash when he smokes and often burns his clothes or the chair if he’s

sitting down. I am always worried about him burning his skin. So, I did some

research at home and found there is a smoker’s apron which is designed to be

worn to stop injuries from cigarette burns. I asked head office to speak to this

client’s case manager about ordering an apron. This was done, and now I put

his apron on every time he has a cigarette to protect him and his clothing.

54. As the carer, I am the one directly spending time with the client, more so than

their case manager. Because of this, it often falls to me to advocate for what

the client needs.

55. Sometimes it can be a bit difficult dealing with family members. For example, it

can be a bit awkward for me trying to speak to this client’s wife about his needs.

56. For example, this client refuses to brush his teeth, and as a result, has some

dental issues which contribute to his chewing and eating problems. Prior to the

most recent Victorian lockdown, my client’s wife took him to the dentist, and he

had a temporary filling put in. However, he still needs further work done. Last

time I raised that with his wife, she told me that the temporary filling had cost

her $500 and she was worried about spending more. She then told me she’d

had to cancel an upcoming appointment because the dentist, due to COVID

restrictions, was only seeing people for emergencies.

57. I am concerned that my client’s teeth issues are causing him pain and

contributing to his refusal to eat in the evenings. All I can do is report back to

head office that I am concerned, and that I have recommended to my client’s

wife that she take him to the dentist.

58. I am between a rock and a hard place sometimes – while I’m there for the client,

if the family don’t want something, it can be difficult. I have to remember I am
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in someone else’s house – this is her husband, her house. So, I have to be

careful what I say and how I say it.

59. Before I leave this client, I try to fill out any progress notes on the AlayaCare

platform, otherwise, I do this in my own time later. This client’s wife also has a

book in the house where she likes his carers to make notes for her about what’s

been done while she’s been at work. Sometimes she takes issue with what is

written in the book – for example if her husband has been verbally or physically

aggressive to his carer. She has become defensive in the past, saying ‘this is

my husband, I know what he’s like’. So, I have to be careful what I write in the

book in order to keep the peace.

60. When I finish up with this client at 1.00pm, I am replaced by another carer who

stays until 3.00pm when his wife returns from work.

61. I have to stay with my client until the next carer arrives.

62. After they arrive, I have to do a shift handover, which involves telling the carer

about the morning, what’s happened, if there’s washing on the line that needs

to be brought in, or any other chores that still need to be done, and so on.

Depending on how the morning has been, or if it is a new carer coming in at

1.00pm who I need to show the ropes, the handover can take 10 to 15 minutes

to complete. So, I often don’t leave this client until 1.10 or 1.15pm. If the 1.00pm

carer does not arrive on time, this can be even later. However, regardless of

how long I stay after1.00pm, I am not paid for any time after 1.00pm.

63. I then have half an hour to get to my next client. It takes me the whole half an

hour to get to this client. So, I don’t have a break here. Usually, I make sure I

have had a big breakfast before my first client in the morning and throw

something in the car I can eat quickly on the go driving to the next client.

64. I am not paid for my time between clients – that means I am not paid between

1.00 and 1.30pm, whether or not I go over time with my previous client. I am,

however, paid an allowance for my kilometres driving between my clients,

however I am not sure how much.

65. I am meant to start with this client at 1.30pm, however if I am held up at my

previous client, I may be late. I stay with this client until 4.00pm. However, if I
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have arrived late, I always make up for it by staying an extra 10 or 15 minutes,

again going into my own time. This has a flow on effect, and means I am then

late to my client after this one – my last client for the day. Again, I stay an extra

10 or 15 minutes with my last client, into my own time. This means I get home

from work sometimes well after 7.00pm.

66. When I arrive to my 1.30pm client, I log on to the shift on the AlayaCare

platform.

67. This client is on a level 4 Home Care Package. He is 80 years old and lives

alone in a social housing flat. He has been diagnosed with Parkinson’s, suffers

with depression and anxiety, has a neck fracture, and has recently been

diagnosed with Charcot foot. In the result, he has some trouble walking and is

also in a lot of pain from both his neck and foot. He is also an alcoholic.

68. I provide a range of care to this client – including a medication prompt, domestic

assistance with cleaning, shopping, and cooking, some gardening and

maintenance tasks, and some personal care.

69. This client takes medication four times a day at 7.00am, 11.00am, 4.00pm and

in the evening. His medication is kept in blister packs marked with the day and

time.

70. When I arrive, I check that he’s taken his 7.00am and 11.00am doses, and that

his 4.00pm and evening blister packs are still full. I have to keep an eye on this,

as sometimes this client pinches his sleeping pills from his night-time pack

during the day.

71. Recently I arrived on a Monday to find he hadn’t taken any of his medication

over the weekend or on Monday morning. I rang head office on this occasion

and asked for them to arrange to have his case manager call him.

72. This client used to have a nurse that visited him for his medication. However,

this cost him $2,000 a year. The case manager decided to take the nurse off,

and it became my job to check on his medication from then on.

73. I check that he’s had some lunch, and then I do a clean – this involves changing

the linen on his bed, putting a load of washing on and hanging it out, and doing
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some ironing. I also clean the toilet and bathroom, vacuum and mop all floors

and clean down all surfaces in the kitchen. I take his bins out and water his

plants for him.

74. I sometimes order meals for him, but often I cook him meals too and make sure

he eats. I have cooked stir fries and casseroles for him, made fruit salad, and

even cooked him cakes. On my last visit he asked for sausage rolls, so I cooked

those up for him. I see him again on a Wednesday, so I make sure he has

enough food prepared to get him through until then.

75. I do whatever needs doing. I change light globes and replace batteries in

remotes as needed. Recently, I filled his Census form in for him. Today, I arrived

to this client having dropped a bottle of wine on the floor out of the fridge, so I

had to clean that up.

76. This client has become increasingly less mobile and needs more help with

physical tasks. For example, he can’t bend down, so I help him to get his shoes

and socks on or off. He wears special warm socks due to his Charcot foot, so

it is important this is done.

77. He is a lovely old man, but he is quite lonely. He has two children; however, he

doesn’t have a good relationship with them. He is pretty isolated and more or

less alone in the world. He follows me around everywhere while I’m at his place.

78. He is on a prescribed marijuana oil trial for his pain, however when he mixes

this with a few glasses of wine and takes his medication – particularly if he takes

his sleeping tablets during the day – he can become a bit incoherent. He can

also become incontinent if he’s had a few drinks, so if he’s had an accident, I

clean him up. If this happens while I’m there, I undress him and put him to bed

to sleep it off – even if it is the afternoon – and throw his clothes in the washing

machine.

79. I have never felt unsafe with this client, however, sometimes with his anxiety

and depression, he can get a bit narky and pushy. He feeds the magpies

outside, and recently asked me to clean up the magpie poo on his porch. I have

never said no to him before, but on this occasion, I told him I wasn’t being paid

to do that. I thought it was a bit over the line and didn’t want to get wet and dirty
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cleaning up bird poo. He wasn’t particularly happy with me for saying no and

grumbled to me for the rest of the shift that I wasn’t doing my job.

80. This client is often quite down, and I find this service to be particularly mentally

and emotionally draining. As he is so isolated, he looks forward to my visits and

relies on me a lot.

81. I am often scared to leave this client. I worry that he will overdose on medication

or have a fall when impaired. I never know what I’m going to walk into when I

turn up to his house, and this is quite stressful. With this client, I have actually

given him my mobile number and I have his. Sometimes I call him in between

shifts just to check he’s ok. While this goes beyond what I am required to do in

my work, this is something I do in my own time because I worry about this client.

I know that he doesn’t have anyone else, and it is hard not to take that on board

and feel a sense of responsibility.

82. Again, before I leave this client, I try to enter any progress notes into the

AlayaCare platform before log out from the shift (otherwise I do this later in my

own time).

83. I then have another 30 minutes to get to my next client for 4.30pm. Again, it

takes me the full 30 minutes to drive to this client. Again, I am not paid for my

time between 4.00 and 4.30pm, however I am paid a kilometre allowance for

the distance between my clients. When I arrive, I log in to the shift on the

AlayaCare platform.

84. This client is a man in his 70s, who has dementia. After having a few falls, he

has recently been diagnosed with Parkinson’s. Now he gets around on a

walker. This client lives with his wife.

85. I spend two hours with this client preparing meals. Even though I attend on his

care package, I make meals for both him and his wife. I cook up six plates of

food, to feed them for dinner that evening and the following two (that is, Monday,

Tuesday and Wednesday).

86. I cook whatever my client’s wife asks me to cook when I get there. This can

include stir fries, salmon fillets, salmon salad, vegie pasties, chow mein and so
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on. The wife likes to have two courses, so I make a cake or cheesecake while

I’m there to see the through the next couple of days.

87. I serve up dinner to my client while I’m there. I make sure he’s sitting up at the

table and keep an eye on him while I do the dishes and clean up the kitchen

including cleaning the stove and oven if I have used them.

88. I portion up the remaining food onto four plates, cover them in cling film, and

place them in the fridge so all my client and his wife have to do is pull them out

and warm them up the following two evenings.

89. The couple manage breakfasts and lunches on their own.

90. Before I leave this couple at 6.30pm, I try to enter any progress notes on the

AlayaCare platform, and then sign out of my shift.

91. I then have a 30-minute drive home. I am not paid for my time or my kilometres

for this drive home. By the time I arrive home – usually sometime after 7.00pm

– I feel quite exhausted. I have had quite a busy day cooking meals, cleaning

and looking after high needs clients. I often don’t have the energy to cook and

clean for myself by the time I get home.

92. Sometimes I get home from work, and I am mentally very drained.

93. Every day is different, I never know what I am going to be faced with from one

day to the next. I don’t know if a client has had a bad sleep, whether he’s going

to be up, whether he’s going to be dressed, or what state he is going to be in

when I knock on the door.

94. I have to be prepared for any situation – and to expect the unexpected. For

example, I once attended a client who had just flooded the bathroom. The client

had put a plug in the bath, turned on the water and then forgotten about it – as

can happen. I had to help the client mop up. I pulled out mats and rugs and got

everything washed and put out on the line.

95. On another occasion, I walked into a client who had had a stroke and passed

out. He was still alive, and I was able to call an ambulance for him.

96. On another occasion, I attended the client I described above – the 80-year-old

gentleman living in a social housing flat. At the end of my shift, my client asked
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me to go and check on his neighbour as he had seen him that morning and

thought he hadn’t looked well. I didn’t feel like I could say no to my client as he

was clearly very worried about his neighbour. I knocked on the door and found

the neighbour having a hypoglycaemic episode. He was diabetic and had

forgotten to take his medication. I called an ambulance and stayed with him till

they arrived. I did this all on my own time.

97. I have to be agile and ready to deal with anything. Every client is a human being

with their own histories and stories, and I can’t get frustrated. I have to exercise

patience and understanding over every hour of every day.

98. I often become an advocate for my clients. While some clients can be quite

demanding, I find with some elderly clients, they often don’t want to be a hassle

and are reluctant to ask for more. In addition, they often aren’t informed as to

what is available on their packages or what their funding can be used for.

99. I have requested special cushions for clients I have noticed sliding down their

chair while trying to eat. I have researched and requested special cutlery and

bowls for clients who have grip issues. The clients usually have no idea these

things are options. Their case managers don’t routinely see them. So, unless I,

as the carer, notice a problem and seek a solution from the client’s case

manager, the client is likely to go without help that they could benefit from and

that is easily available.

100. I am very committed to doing everything I can to facilitate my clients’

independence and to help them stay in their homes as long as possible.

E. Changes in work over time

101. I have worked in home care for three years.

102. Previously, I worked in the kitchen in an aged care facility for 12 years.

103. Having worked in an aged care residential facility, I have seen firsthand the

pressures PCAs are under in those settings. At Clarendon Grange, there

always seemed to be too few carers for the number of residents, and PCAs

were always running around stressed and under the pump.
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104. When I became interested in doing caring work myself, I thought that home

care work might be less intense than that. Given I was in my late 50s at the

time, I was conscious that I should be ideally trying to slow down a bit.

105. However, I was mistaken in thinking that providing aged care in the home

would be a less strenuous job.

106. I like the autonomy and being able to work one-on-one with clients, and it is

very rewarding being able to help clients remain independent in their own

homes.

107. However, many of my clients are not just elderly people, they are very high care

clients with complex needs – including dementia, Parkinson’s, and deafness.

My duties range from cleaning, cooking, medication prompts, showering,

toileting, providing community access and social support. I work in people’s

private homes. I am usually rushing from client to client, driving a lot, and in and

out of my car a lot. I am dealing with clients from all walks of life in all manner

of living situations. It is a challenging, and physically and emotionally

exhausting job.

108. I think the rates of high and complex needs aged care clients is only going to

keep increasing, now that people are staying at home longer.

109. The role of home cares also seems to be expanding. Even in the few years I’ve

been working in home care, I have taken over medication prompts from nurses

who previously did the job. These are additional responsibilities on carers;

however, these additional responsibilities have not been recognised through

additional pay or promotion. It is just becoming an expected part of being a

home carer.

F. Impacts of COVID-19

110. Since COVID-19, we have had new PPE and reporting requirements brought

in.

111. Now, at the start of every visit with a client, we are required to run through a list

of questions – contained in the AlayaCare platform staff are required to use to

access their rosters and sign in and out from shifts. The questions run through
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whether the client is experiencing any COVID-related symptoms – like sore

throat, cough or runny nose – whether they have been overseas or interstate in

the past 14 days, or whether they have been to any exposure sites.

112. We are required to complete this checklist and send it in through AlayaCare

before we sign on for a shift – so, in our own time.

113. This can sometimes be a difficult process with clients who are hard of hearing,

or those with dementia. Some clients find the questions confusing; however,

we are still required to go through the checklist regardless.

114. In terms of PPE, Absolute initially provided staff with gloves and masks, which

we are now required to wear at all times with clients. Occasionally since,

Absolute sends out a text message or email asking if staff need any PPE,

however, supplies often don’t turn up or are slow to turn up.

115. Gloves are meant to be changed between clients, and masks are meant to be

changed every two hours and/or between clients. This means I go through lots

of gloves and masks over a day and week.

116. I need a solid supply, so, I have just been buying my own PPE. I buy cartons of

gloves and masks at a time, as well as paper towel and disinfectant to clean

down my car after clients have been inside. I have left boxes of gloves and

masks at my clients’ houses to make sure I am always covered.

117. I have been conscious that I see many clients a week, all of whom are

vulnerable to the disease. I am also conscious of wanting to protect myself.

Because of this, I have also bought my own goggles and aprons.

118. All the extra PPE has made the job harder. Some days, particularly if I am

running around or it is hot weather, I feel like I am going to pass out wearing a

mask all day. My hands sweat in the gloves, weakening my fingernails. I have

dermatitis on my skin from using so much hand sanitiser.

G. Financial Pressures and Staying in the Job

119. Home care work has been much more full on that I expected. From one day to

the next, I never know what I’m going to be up against. In any one day I might
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be in the garden digging holes, cleaning up faeces in the bathroom, or cooking

up a storm in the kitchen. It is always a challenge, and I’m certainly never bored.

120. Despite the challenges, I love my clients and I love what I do. It is very rewarding

to see my clients happy, and to be able to help them remain independent and

stay in their homes.

121. However, the low pay afforded to home care workers is an issue.

122. I know people who work in disability group homes who earn a lot more money

than me. I mentioned earlier the client with cerebral palsy I see who lives in a

group home. The disability support workers there have told me I should come

and work with them and earn more money doing the same work I do anyway.

123. I work with both aged care and NDIS clients and find the work to be comparable.

I think the pay should be on par.

124. In addition to the already low pay, I have a lot of expenses associated with

doing my job. First, I have to provide my own car. I am responsible for my car’s

registration, insurance and all maintenance. It is my responsibility to keep my

car clean, and if a client has an accident in my car – that’s my problem. While I

am paid a kilometre allowance for any kilometres I incur driving between clients,

this really only covers my petrol costs.

125. In addition, I am required to use my personal phone and data to access my

roster, sign in and out from my shifts, and enter progress notes for clients. I

have to keep my phone on an adequate plan at my own expense.

126. I also buy my own PPE to protect myself and my clients from COVID-19

infection.

127. In addition, the hours in home care are always subject to change. Shifts can be

changed or cancelled at short notice. We are at the whim of our clients. From

one day to the next, I don’t know for sure how many hours I will be working or

how much money I will earn.

128. This means I can’t plan financially. I am always worried about whether I will

earn enough week to week. I don’t think it should be this way when I work so

hard.
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129. We also aren’t paid for our time driving between clients, which means we can

be out of the house from 7.00am to 7.00pm, and only be paid for 9 or 10 hours

of work.

130. I love my job and find it incredibly rewarding. However, I just want to be paid

fairly.
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Filed on behalf of Health Services Union

Address Suite 46/ 255 Drummond St CARLTON Vic 3053

Filed by Leigh Svendsen, Senior Industrial and Compliance Officer

Email leighs@hsu.net.au Phone 0418 538 989

IN THE FAIR WORK COMMISSION

FAIR WORK ACT 2009

Application to vary the Social, Community, Home Care and Disability Services
Industry Award

Matter No: AM2021/65

STATEMENT OF BRIDGET PAYTON

I, Bridget Payton, Personal Care Assistant, of 

, state as follows:

1. I have worked in the aged care sector for just over two years.

2. I am employed by SAI Home Care (SAI) in Victoria as a Personal Care

Assistant. I commenced employment with SAI in May 2019.

3. I am  years of age and was born on .

4. This statement is from my own knowledge and belief unless otherwise stated.

Where statements are not made from my own knowledge, they are made to the

best of my knowledge, information and belief and I have set out the sources of

my knowledge, information, and belief.

A. Qualification and Training Requirements

5. I have a Certificate IV in Ageing Support and a Certificate IV in Leisure and

Health. I attained these qualifications in 2018, through Nepean Industry Edge

Training (NIET) in Frankston, Victoria. Copies of my Certificate IV qualifications

are annexed to this Statement and marked BP-01.

6. I paid a fee for those qualifications, although I received government assistance

through the Victorian and Commonwealth training scheme ‘Skills First’.

7. As part of my training, I was required to do 180 hours of practical placement –

120 hours in regular and dementia wards for the Aged Care component and an
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additional 60 hours with the Lifestyle team, focusing on diversional therapy and

activities to promote and maintain levels of activity in the elderly.

8. I completed my placement at Opal by the Bay – a residential aged care facility

in Mount Martha. This placement was unpaid.

9. I have also undertaken online courses through the University of Tasmania’s

Wicking Dementia Research and Education Centre. The University provides

free online ‘MOOCs’ (short for ‘Massive Open Online Course’). I have

completed Understanding Dementia and Preventing Dementia courses through

this avenue. Copies of the certificates I received for the Understanding

Dementia and Preventing Dementia courses are annexed to this Statement and

marked BP-02.

10. At SAI, I was, until recently, required to complete monthly questionnaires which

covered topics like infection control, manual handling techniques, ethics,

privacy, occupational health and safety, abuse/neglect, and so on. The

questionnaires usually took around 45 minutes to complete. I was required to

do this in my own time and was not paid to complete these.

11. SAI was recently acquired by a company called General Homecare.

12. Since that occurred, I am no longer required to complete monthly quizzes.

Instead, I am now required to complete modules through an online portal called

‘Centro Assist’. There are 8 modules to complete under the section “List of all

knowledge tests you need to take and pass, for the roles you perform in your

job”. Some of the modules cover things I have already been trained in, and

some are not relevant to my work (including modules looking, for example, at

how long a needle should be left under the skin when giving an injection). These

modules take about half an hour each to complete. I am required to do the

modules in my own time and am not paid to complete them.

13. With the advent of COVID-19 I was required to complete online training in

COVID-19 infection prevention. In October 2021, I received a $40 voucher from

SAI for completing this. I don’t know why it wasn’t paid in wages and why it was

so late but am grateful for the voucher.
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14. In Febuary 2020 I was required to complete an NDIS Worker Orientation

Module called “Quality, Safety and You”. In October 2021, I was given a $40

voucher by SAI which apparently related to having completed this module. I

was not told at the time, nor have I been since, that I was going to receive a

voucher.

15. At the beginning of 2021 I was required to complete a mandatory “NDIS Worker

Screening Check”. There was a lot of material to go through (much of it covering

areas I have already studied), however it took quite a few hours to complete

due to the webpage having problems. For example, I had to take a photo of

myself to add into the screening check. The easiest way to do this was by using

my phone. However, the webpage did not seem to be configured for mobile

phones and the photo wouldn’t upload. Ultimately, I had to transfer to my home

computer to complete the check. I was required to do all of this in my own time

and was not paid to do this.

16. I had to pay $149 to submit the NDIS check which apparently will last for 5

years. For some reason the police check which I had already paid for and

supplied to my employer at the time of my employment was not acceptable and

I was required to pay for another police check for the NDIS screening check.

Both police checks cost $42 each.

17. I am also required to have up to date first aid training. My initial comprehensive

first aid training was included in the cost of my Certificate IV. However, every

two years I am required to renew my First Aid accreditation and CPR, and this

costs me between $120 and $230 to do, depending on which course I am able

to get into. Every other year I am required to renew my CPR training which

costs me between $60 and $75 to do. I am required to do it in my own time and

am not paid to complete this refresher training. Last year, during lockdown, it

was hard to find companies offering the course – my employer was not able to

help with this.

B. Wages and Conditions of Employment

18. My employment is covered by the Social, Community, Home Care and Disability

Services Industry Award 2010 (the Award).
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19. I am employed on a casual basis.

20. Up until July this year, I was employed at level 1 in the Schedule E – home care

classification structure in the Award. My rate of pay was $27.35 per hour –

which was the award rate of $23.19 per hour with a 25 percent casual loading.

21. As I had worked with SAI for over two years, I requested in July that I be moved

up to level 2, pay point 2 – and this was done. I am not confident it would have

been done if I had not requested it.

22. After consultation with the union in September, I was advised that due to my

qualifications I should probably be paid at Level 3 pay point 1. After some back

and forth, SAI did move me to Level 3.1 in mid-September. My current rate of

pay is $29.59 – which is the Award rate of $23.67 with a 25 per cent casual

loading. I receive no holiday or sick pay.

C. Roster and Duties

23. SAI requires at least a Certificate III qualification to commence as a Personal

Care Assistant.

24. SAI also requires Personal Care Assistants to have their own car with up-to-

date registration and insurance, which we are required to pay for ourselves, and

a clean license.

25. When I commenced with SAI, I used to have lots of different clients all over the

place. Gradually, I started to get some regular clients, and now I see six clients

regularly, some on multiple days.

26. I currently work six days per week. This includes my six regular clients as well

as others. My hours vary; however I usually work around 17 hours per week.

27. At the moment I am working for two hours on a Sunday evening (6.30-8.30pm),

one hour on a Monday morning (9.00-10.00am), two hours on a Tuesday

afternoon, six and a half hours on a Wednesday (from 10.00am-2.00pm and

7.30pm-10.00pm), two hours on a Thursday afternoon, and three hours on a

Friday afternoon.

28. My only day off is usually Saturday.
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29. I can lose shifts at short notice if, for example, a client goes into hospital. For

nine months in 2020 I filled in for another care worker who had been stuck

overseas because of COVID-19. For nine months I covered her shift on a

Tuesday for six hours, in addition to my regular shifts. I was not advised when

the carer returned from overseas, nor given advice that I would not be needed

the following week as she was back. The shift was just removed from my roster,

and I only noticed it on the day before I was due to attend.

30. On the other hand, I can also pick up shifts from week to week. SAI uses a

Whatsapp channel to ask for volunteers to fill shifts – for example, if someone

is urgently needed this morning for a shower between 9.00-10.00am. Unless a

client is close by, I won’t often take on extra one-hour shifts. I have one aged

care client who lives in Rosebud, for example, which is around 20km from my

house. It is close to a one hour round trip for me to see this client. I am not paid

travel time or any kilometre allowance, so it often does not make financial sense

for me to take on one-hour shifts.

31. SAI provides both in home aged care and disability support services. My clients

include a mix of NDIS and aged care home care package clients. My youngest

client has been a 14-year-old boy with autism, and my oldest is an 84-year-old

woman.

32. For my aged care clients, my duties involve a mixture of personal care

(including toileting and showering), domestic assistance (including cleaning,

cooking, gardening and ironing), and transportation (including to and from

appointments and shopping). I also provide social support and companionship,

liaise with family members, and monitor my clients for any changes in their

behaviour or health which may indicate they require additional assistance.

33. For example, one of my aged care clients is a very frail lady in her eighties with

various health conditions including chronic obstructive pulmonary disease

(COPD) which causes her to have difficulty breathing. She also has problems

with her back, has had a recent hip operation, and has swelling and pain in her

legs causing gait problems, which means that she is a falls risk.

34. One day per week between 9.00-10.00am, I spend an hour with the client

assisting her to shower and dress. When I arrive, I check in using the Telstra

511508



AM2021-65 HSU Witness PAYTON B for pdf

Health application SAI requires us to use. I use my own personal mobile phone

for this.

35. I generally start the shift by doing some ironing while my client gathers enough

steam to get moving. I also crank the heating up so it’s warm for her when she’s

ready to get undressed. When she’s ready, I help her to the bathroom. She

uses a walking frame to ambulate, and I am close behind her in case she falters.

She is very slow, and generally has to rest once we have reached the bathroom.

36. I help her to undress and remove her incontinence aids. She uses her walker

to walk into the shower, and I stand behind her to make sure she doesn’t fall.

She then sits down on a shower chair and I remove her walker. I then wash her

all over and wash her hair.

37. With clients who have had carers before, they can be more used to receiving

intimate care like this. However, for newer clients or clients I haven’t seen

before, there can be some reluctance. For example, the first time I saw this

client, I was supposed to give her a shower. However, she told me she was too

puffed to have a shower and just wanted me to sit and talk with her. Since that

first visit, this client has never been too puffed for a shower again, so I think on

the first occasion she just wanted to get to know me a little before being

comfortable with my providing her that level of care.

38. As with all aged clients, I monitor this client’s skin integrity, looking for any

pressure sores or areas of concern. Medications can cause itchy skin and if a

client scratches it can become infected.

39. After the shower I then dry my client. I try to dry her as much as I can in the

shower. I have my client stand up to do this. I have to be very careful not to

knock her and to make sure she’s steady and doesn’t slip during this process.

I then help her out onto the bathmat and have her hold on to her walker while I

finish drying her and make sure the bathroom floor is dry.

40. The client then walks back into the bedroom and usually needs to sit and have

a rest at that point because she is exhausted.
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41. I then apply specific ointment to itchy areas and general moisturiser to the rest

of her skin (this is important as older skin becomes so thin and easy to tear). I

apply betadine ointment and band aids to corns, if required.

42. I then help the client to dress and put on pressure stockings, which can be very

hard to get on without hurting sore legs. All of my actions take care and

patience. It is important that I do not rush the client in any way, especially when

she is walking.

43. After she’s dressed, I help her back into the bathroom and dry her hair.

44. I keep an eye out for signs of dehydration (especially in summer), encouraging

the client to drink water. Some elderly people can become confused and light-

headed, not realising that they have not had enough to drink.

45. Before finishing my shift, I make sure the client is in a stable frame of mind,

wearing supportive footwear and has her personal alarm on her. I usually leave

this client resting on her bed.

46. If I have any specific concerns or see differences from the norm, I ring the office

and then send a written report via email. Because it is important not to rush this

client, my shift sometimes runs over time and then I can be stressed and

tempted to speed getting to my next appointment.

47. Another of my clients is a woman who has had a stroke which has left her

unable to walk or speak clearly and with uncontrollable tremors in her arms.

She is also a larger lady. While this client can balance on her legs for a short

period, she can’t walk, so uses a wheelchair. Because of all these factors, this

client requires a lot of care.

48. One day per week, I spend six and a half hours between 10.00am and 2.00pm

and 7.30 to 10.00pm with this client.

49. When I arrive, I get her up out of bed and into her wheelchair. I have to provide

physical assistance to the client in helping to pull her into a seated position

using my body. This takes a lot of strength and effort.

50. I then move her legs over the side of the bed, and then use a standing machine

which helps her to pull herself up into a standing position. With the wheelchair
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in place, I then turn the machine, and then sit her down into the chair and attach

the footplates.

51. In a residential facility, with a client like this, these tasks would be done with two

carers. However, in home care, you are on your own.

52. I then take the client into the bathroom, remove the footplates and apply the

brakes, help her grasp a pole to pull herself to standing, remove her underwear,

and help her sit down on the toilet. I offer whatever assistance is required during

toileting.

53. When she is finished, I help her grasp the pole again to pull herself to stand,

pull up her underwear and clothing and bring the wheelchair behind her into a

position where she can sit back into her wheelchair. I then re-attach the

footplates and stand behind the chair so she can push on the plates to bring

herself into a comfortable seated position. I apply hand sanitiser for her.

54. I then move her to the shower chair, and we repeat the procedure with a pole

attached to the wall by the chair. I again remove the footplates and help her to

stand up, pull down garments and help her twist and sit down into her shower

chair.

55. Having selected what clothes she will wear, I undress her and put all her used

clothes in the wash basket. I wash her all over, including her hair, and check

her skin for sore spots. I then dry her carefully, including between each toe as

she has no feeling in her feet and I have to ensure her skin integrity is good. I

then apply creams and lotions as required.

56. Once she is dry, she pulls herself to standing by holding a pole attached to the

wall, and I pull up underwear and clothing and position the wheelchair behind

her so she can sit into it. I then put toothpaste on her toothbrush for her and

pour mouthwash for her to use.

57. I then take her into the other room and make her breakfast. She has modified

spoons and cups to enable her to feed herself. I then put her feet on a foot

circulation machine for half an hour while I dry her hair and apply any makeup

she would like to wear.
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58. This whole process is quite slow given this client requires help at every stage

to get up and down and in and out of her wheelchair. I am always braced and

on alert during these processes as this client is a falls risk due to her various

struggles. She is also a choke risk due to effects of her stroke and she

frequently coughs and chokes while eating. Her diet has to be modified and she

is unable to eat certain things. It is my responsibility to make sure she has the

correct food at the correct temperature.

59. Once that is done, I do the housework. This involves making her bed, cleaning

the bathroom and toilet, vacuuming and mopping the floors, and washing any

dishes in the sink. This client has a laundry service, so I make sure to put all

dirty towels and clothes in a basket outside the front door for collection. I prompt

her to take her medications, and before 11.00am press the MePacs (personal

alarm system) to advise that all is well. I also send emails for her, and texts, as

it is difficult for her to control her hand movement.

60. After that is done, I take this client out for an injection which she receives every

week from her doctor. This involves me wheeling the client out to my car. I

remove the footplates and put her wheelchair right up against the car in a

position where the client can lean forward and get a hold of the top of the open

car door. I apply the wheelchair’s brakes. I then use my body to hold the door

steady so she can pull herself up to balance on her feet. I then maneuver the

door so she can sit down on the car seat, and I move the wheelchair out of the

way and pick up her legs to swivel them into the car. I have scratches on the

side of my car from the wheelchair, despite using a towel to cover the area

which bears the brunt of the action, however this is the only way to do it.

61. Once my client is in the car, I remove the wheelchair’s back and seat to collapse

it and put into the boot of my car. When we get back out of the car, I have to be

careful to ensure the chair is put back together properly.

62. The process of getting into the car takes about 5 minutes. This is the same for

the process of getting out of the car.

63. Due to COVID-19, the doctor now comes out to the car to administer the

injection. Previously we would have to repeat the process of getting out of the

car and back in to enter the doctor’s surgery.

911512



AM2021-65 HSU Witness PAYTON B for pdf

64. I then take the client shopping. We repeat the process to get out of the car and

back in again.

65. I use the client’s credit card to pay for items, making sure all receipts etc are

provided for her daughter, who manages accounts. Sometimes we need to visit

the disabled toilets and again I have to help with removing footplates, pulling

down clothing and underwear, manoeuvring from chair to toilet and re-dressing.

66. Once we have the shopping, we return home, transfer back into the wheelchair,

usually transfer to toilet again and then I make the client lunch and monitor her

while she eats. I make sure that everything she needs is where she needs it to

be before I leave as she has a couple of hours alone until the next care worker

arrives.

67. I usually help this client to the toilet three or four times during my shift with her.

The process of getting this client to stand up from her wheelchair, pulling down

her clothing, moving her wheelchair out of the way and getting her positioned

correctly to sit down on the toilet takes around 4 minutes. The reverse process

takes the same amount of time. All up, a trip to the toilet takes around 10

minutes with this client.

68. As I am one of this client’s regular carers, she is comfortable with me providing

her this intimate care. When we regularly care for someone, we become almost

like extensions of them. However, I think it can be a bit confronting for her if she

has a new or an unknown carer fill in for a shift with her.

69. After I finish with this client, I drive 30 mins to see another client for two and a

half hours till around 5.00pm. I then go home and have my evening meal, before

returning to my morning client for another two and a half hours, finishing at

10.00pm (I also do the same evening shift with this client on a Sunday). In the

evening I prepare her evening meal, get her teeth brushed, get her toileted and

into her pyjamas, and prompt her to take her meds. Her overnight carer arrives

at 10pm when I leave. This means that over the course of the day I spend 6.5

hours with the client, between 10.00am to 10.00pm, with another client in

between. I get home at about 10.30pm.
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70. This is extremely tiring because this client is so restricted in movement. All of

her transfers in and out of the wheelchair involve lifting, twisting, turning,

bending and bracing on my part. My usual practice – pre-COVID-19 – was to

go to the gym every Tuesday morning in preparation for this client on a

Wednesday. I find it is important to do strengthening exercises to ensure I

remain fit and do not get injured helping clients because I am a casual and do

not have any access to sick leave. I have been asked by this client to do more

shifts with her, but I am not able to as I find the strain on my body too great.

71. The things I monitor with this client are skin integrity including scalp, feet, skin

folds and creases. Due to the effects of her stroke, she has limited feeling in

her body and so won’t necessarily know if she has started to get a sore patch

in a skin fold. Lifting breasts, stomach and checking skin creases at the top of

the thighs is all very important so that sore patches can have barrier creams

applied. Checking ears (she has hearing aids which her carers need to clean

and put in for her). Water retention, massaging feet and ankles to improve

circulation in addition to using the circulation booster (a machine which sends

electrical impulses through the feet and legs). Cleaning her glasses, monitoring

her mental health as she suffers from anxiety.

72. Although mentally alert, she has trouble speaking because of the stroke so any

phone calls and appointments I make on her behalf, liaising with occupational

therapists, physiotherapists, doctors and specialists.

73. On occasion the client has been suffering such extreme anxiety in the evening,

that I have not felt comfortable leaving her alone when my shift has ended. This

tends to happen more often in Summer. Because of this client’s stroke, her

body can’t regulate her temperature properly. Normally in Winter she is very

cold. However, in Summer when it is very hot, she overheats, and this makes

her extremely anxious and distressed.

74. When that happens, I stay until I am assured that she is comfortable and not in

distress. With this client I have stayed as long as 45 minutes after my shift.

75. If I ever work 15 minutes or more in additional time with a client, I advise SAI

and I get paid for that additional time. While I routinely go 5 or 10 minutes
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overtime with clients, I usually don’t bother advising SAI of extra time unless it

is 15 minutes or more.

76. At the end of a long day when I am looking forward to falling into my own bed it

is an added burden if you have to deal with a situation you were not expecting

which requires drawing on emotional and intellectual reserves. I have a 30-

minute drive to my own home, late at night.

77. I find it is inevitable that I take on my clients’ struggles as my own. I worry for

them, particularly about whether they are receiving sufficient care to meet their

needs, and I feel responsible if they are not. I feel responsible to help them if

one of their other carers is off sick or having to isolate due to COVID-19. It is

very difficult to separate from those feelings. I also feel pressured to accept

shifts which are urgent with clients who are not mine. It is hard to say no when

you know that someone is dependent on assistance for their ADLs (activities of

daily living).

78. I always feel pressure to do more for clients than I am meant to do. For example,

I had one client who was also in a wheelchair and lived at home by herself with

no family or social support.

79. In addition to complex medical issues which made her more of a falls risk in the

winter as her lower limbs would ‘freeze’, I became increasingly concerned

during shower transfers that it was becoming unsafe for her. She was also

struggling with faecal incontinence and stomach pain.

80. While it was outside the scope of the support I was meant to provide this client,

I took it on myself to call her doctor and make an appointment, went to the

appointment with her, accompanied her to specialists, made notes for her and

chased up the hospital to try and get test results for her because if I didn’t do it,

I knew no one would. In the end, my client was diagnosed with an ulcer and

needed special medication. Despite making multiple written reports about the

increasing difficulties of this client managing at home with the limited care

support she was receiving, and needing additional assistive devices, nothing

happened. This was not the fault of SAI homecare; people fall between the

cracks of the system.
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81. My client was really struggling to advocate for herself and I am glad I helped

her. It can be so difficult to get clients additional help when it is needed, often

you just need to do it yourself even if it goes beyond what you are rostered or

paid to do. Sometimes deterioration is rapid and requires a rapid response, but

the bureaucracy moves so slowly, it can be incredibly frustrating. This client

ultimately ended up in hospital as she was unable to cope at home and I was

not able to get her the additional support and equipment she needed. The

situation was frustrating and emotionally draining for me.

82. At other times, I have ended up taking on a counsellor-type role for a client’s

family. For example, I was sent once to an elderly male client with dementia

who lived with his wife. This client had problems with his feet which were not

disclosed to me, but his feet had been bandaged by the doctor.

83. I attended the home to find my client’s wife and son there trying to get him to

undress and have a shower. The client was refusing to move and lashing out

at his wife and son, who had both become distraught. I had to go in and counsel

the family and calm them down so that I could then sit with my client and gently

talk to him and get him onside. After some time, he allowed me to undress him

and get him into the shower and take a look at his feet. My client was due at a

doctor’s appointment, and I advised his wife and son not to bandage his feet

again (they were looking good) but to allow him just to wear comfortable

footwear – slippers even – and not to unnecessarily cause him any more angst.

The doctor would do what was required.

84. The family were delighted I was able to get the client into the shower and his

feet seen to. However, it is challenging dealing with people who are on edge,

through no fault of their own. You are expected to be the strong one, and to

have all the answers. But it all takes an emotional toll on you too.

85. While I am required to monitor clients on each visit in the ways I have described

above, every couple of months I am also required by SAI to ask my clients

questions about various aspects of their lives such as hearing issues, pain

management, mental health and so on. I am usually given five or six questions

to ask on any given topic, and I am then expected to email in my replies with

each clients’ responses detailed. I am not paid for this after-hours work.
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D. Impacts of COVID-19

86. Since COVID-19 arrived on the scene, I have to wear a mask for the entire

duration of my shifts. Masks are uncomfortable and it adds a degree of difficulty

in the summer months if you are in a steamy shower with someone, it can be

hard to breathe. I also wear protective gloves and/or apron, depending on the

tasks I’m performing. My employer provides all PPE, including sanitiser. While

absolutely necessary for the safety of my clients, the additional PPE makes the

physical aspects of the job – which are already challenging – even harder.

Elderly people who have hearing loss are always asking me to remove my mask

so that they can read my lips and understand what I’m saying. Of course, we

are not able to do this which makes them frustrated.

87. I had to undertake COVID-19 awareness training (described above) at the

outbreak of the pandemic. It was an online module supplied by the government

and to date I have not been paid for this.

88. My employer called me in May to ask whether I’d had a COVID-19 vaccination.

This was the first time they’d ever communicated with me about the vaccine.

Until recently they had not made any attempts to encourage or assist

employees to get the vaccine. When the vaccine first became available, I rang

SAI to ask whether they would be organising vaccinations for us as they have

done with flu jabs in the past, but they seemed to have even less information

than I did about what was available and where.

89. So, I went ahead and organised the vaccination for myself as soon as I could.

Because of this, when I received the call from my employer, I could report that

by June I would be fully vaccinated. I remember my manager sounding

surprised by that, which made me think I was perhaps one of few Personal Care

Assistants who had managed to get a vaccine to date.

90. I am surprised more has not been done to inform staff and assist staff in

accessing the vaccine, given the extremely vulnerable clientele that we work

with.

91. We were also recently issued with screening questions to apply to ourselves

and our clients before assisting them at each visit. Things such as had anyone
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in the household been overseas lately, had a cough or other symptoms, and so

on. Of course, we had been applying common sense principles ourselves since

the pandemic began and working hard to keep ourselves and our clients safe.

92. I have worked throughout this pandemic. I have needed to assist clients to

medical appointments and shopping centres regularly through many different

suburbs, taking the utmost care to sanitise and protect not only my clients and

myself but also to clean my car and equipment after each shift, to keep myself

and my clients safe.

93. The other impact of COVID-19 restrictions in Victoria is that some clients have

had to deal with reduced services. For example, I have a client I would usually

take to the gym once a week to build muscle strength, however this hasn’t been

able to occur for some time. I have another client with no family/social support

who is in the hospital who I haven’t been able to visit during lockdowns.

E. Financial Pressures and Staying in the Job

94. I came to aged care work over two years ago when my husband had to retire

unexpectedly due to being .

95. I had always previously done office work but having recently moved to our area

I was unable to find (as a sixty-year-old) either office or retail work, so needed

to retrain.

96. While I find it rewarding doing a job that truly helps people, I have been shocked

by how low the pay is after substantial study and with the significant

responsibility that comes with the position. After paying tuition fees and having

worked for no pay during placement, outlaying money on first aid training and

police certificates, suitable clothing and footwear and so on, I feel that my

position is all give on my part and very little reward or recognition in return. I am

on a lesser hourly rate in this position than I had in office work 20 years ago.

97. Although I have come to really care for my clients and feel a real duty to them

to continue on, having experienced the demands of the job – both physically

and emotionally – I feel the work is really undervalued.
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98. The workforce in aged care is mainly made up of women. I think because of

this the work is undervalued. Everyone just expects women to be caring,

nurturing and practical. They don’t realise how hard the work really is.

99. Because of the physical demands of the job, I pay for a gym membership to

keep fit because I get no sick leave so I can’t afford to be injured and have time

off. This is an additional expense.

100. In addition, we are not paid for time driving between clients. I keep a log-book

and in the 2020-21 financial year, I drove 4,235km travelling in between clients

in the course of my work (not including kilometres to my first client and home

from my last client each day). I basically only use my car for work, as my

husband does the shopping and other errands in his car, so my kilometres

incurred in the course of my work represent the majority of my total kilometres

incurred in the car.

101. None of my driving time to, from, or between clients is paid for, nor do I receive

an allowance or any compensation to cover my kilometres (no petrol

allowance). If I have a client in the car with me, or if I am running an errand for

them, I get an 80cents per km allowance. But travelling between clients I get

nothing. Being on the peninsula, the distances between jobs can be substantial.

Of course, I have the ongoing registration, insurance, and maintenance of my

vehicle also.

102. I am required to be always contactable and to check in on a digital application

to start and finish my shifts, and to send messages. I am not provided a phone

or device by SAI. Rather, I am required to use my own personal mobile phone

to track my hours on the application SAI requires us to use. This involves

logging on to the app at the beginning of every shift, reading relevant handover

notes and messages, noting any mileage done within the shift with a client, and

logging out at the end. The client signs or initials the screen at the end of the

shift.

103. I also use my personal mobile to take and return calls and emails to SAI

throughout the week, including in relation to additional shifts and shift changes.

I estimate that at least 50 percent of my phone calls, emails and texts are work-

related. I do not receive any allowance for my phone.

1611519



1711520



1811521



1911522



2011523



2111524



Filed on behalf of Health Services Union

Address Suite 46/ 255 Drummond St CARLTON Vic 3053

Filed by Louise de Plater, National Industrial Officer

Email louised@hsu.net.au Phone 0429 928 192

IN THE FAIR WORK COMMISSION

FAIR WORK ACT 2009

Application to vary the Social, Community, Home Care and Disability Services

Industry Award

Matter No: AM2021/65

STATEMENT IN REPLY OF BRIDGET PAYTON

I, Bridget Payton, Personal Care Assistant, of 

 state as follows:

1. I have worked in the aged care sector for almost three years.

2. I am employed by SAI Home Care (SAI) in Victoria as a Personal Care

Assistant.

3. I previously made a Statement in these proceedings dated 26 October 2021

(First Statement). I continue to rely on my First Statement and make this

Statement in Reply in supplement to my First Statement.

4. This statement is from my own knowledge and belief unless otherwise stated.

Where statements are not made from my own knowledge, they are made to the

best of my knowledge, information and belief and I have set out the sources of

my knowledge, information, and belief.

A. Home Modifications

5. Some of my clients have had some home modifications done to their residences

to make it easier for them to move around their homes. The most common kinds

of modifications I have seen in my clients’ homes are rails and ramps. However,

these modifications do not relieve the physical nature of my work or make my

job as a personal care assistant easier.

6. For example, one of my aged clients has had ramps and rails installed in her

house which make it easier for her to get around. However, she still has a
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normal sized shower stall, which I have to work around when helping her

shower. There is no space for me to get in and around the client whilst in the

shower to assist her. Rather, I have to lean in and around from the side. I get

quite wet and have to wear waterproof booties in the shower (which I pay for

myself). My employer does supply thin plastic over-shoe protectors, but they

leak so my feet always get wet. I buy effective rubber ones online myself.

7. I have had clients through SAI who have had shower modifications done to

make showers more spacious and easier to work in, however this is more

common with NDIS funded clients. I have not worked with any aged clients who

have had such extensive modifications done.

B. Assistive Technologies

8. Some of my clients have equipment like walkers to assist them. As clients age

and their health deteriorates, they require more assistive devices.

9. For example, in my First Statement at paragraph 42 I talk about an aged client

I help put on pressure stockings. This client has a gadget to help with this. It is

basically a bit of plastic with strings on the side. It works by putting the pressure

sock around the plastic then over the client’s foot, then using the strings to help

get the tight socks up. It is still a struggle not to hurt or damage fragile skin while

using these. I believe the client bought this gadget herself, not through her

funding.

10. Other clients have wheelchairs. While wheelchairs assist clients with mobility

impairments to get around, I would not say that they make my job any easier

overall. For example, in my First Statement at paragraphs 47-67 I describe the

process involved in assisting one wheelchair-bound client into and out of her

wheelchair throughout her service, including folding the wheelchair down and

lifting it into the boot of my car when I take this client out. Wheelchairs need

careful assembly to ensure they are safe.

11. This client also has a piece of equipment called a ‘quick move’. The quick move

works as follows. I first remove the footplates from my client’s wheelchair and

place her feet on the footplate of the quick move. The client then grips onto the

quick move’s bar and pulls herself up to a standing position. While this client
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can’t walk, she can weight bear. Once she is standing, I then move the quick

move’s seat around behind her and she lowers back into a seated position. I

then put a safety belt around her back, release the brakes and push the quick

move to the toilet or wherever we are going, twist the quick move into position

then the client uses the same process to pull herself to standing. I then remove

the quick move belt and seat so the client can sit down onto the toilet.

12. Prior to having the ‘quick move’, I used to transfer the client directly from

wheelchair to chair, toilet, bed or shower. While the quick move has made the

process of transferring the client from her chair safer, and reduces twisting for

her, it now takes more time. It also hasn’t relieved the physical nature of the

task for me, as it still requires twisting and stress on my body to move the piece

of equipment into position (whereas previously the client would stand, and she

would twist herself into position).

13. The quick move can only be used for transfers inside the client’s house. It can’t

be used to transfer her from her wheelchair into my car, so I have to use the

process I described in my first statement at paragraphs 47-67 for this.

14. Assistive equipment like wheelchairs can increase the physical demands of the

work as I am required to push clients around and assist clients with transfers in

and out. When going down a hill with a heavy client, I have to lean back to

ensure I can keep control of the wheelchair.

15. Not all wheelchairs are made equal, and they can wear out over time. I have

previously had to superglue handles which were coming loose on to a

wheelchair to make sure the rubber grips would not slide off while going

downhill. I have also previously had to improvise coverings for footplates for a

client so they would not get pressure sores. One client I have can weight bear

on her legs but has no feeling in them due to the effects of a stroke. Her lower

leg used to lean against the bar on her wheelchair that holds the footplate in

place. After a time, I noticed this was really indenting her skin and bruising it.

To try to address this I improvised by attaching some sheep skin to the bar.

There is a constant checking of skin integrity and improvising accordingly.

16. Every time a wheelchair is folded down and taken in and out of a carer’s car,

the wheelchair needs to be carefully checked to ensure it has been put back
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together properly. Sometimes the seat back may not have been reattached

properly, for example. It takes time and care to ensure the equipment is properly

set up and safe to use.

17. One of my NDIS clients with multiple sclerosis has had many aids installed,

including electric curtains and handrails, which don’t assist me in my work. The

one thing this client has which does help me is an inflatable ‘lifter’ under his

heavy mattress. Most of my clients, including this one, require me to change

their sheets and lifting heavy mattresses is one of the repetitive and physically

stressful tasks that I undertake. The inflatable lifter that this client has is

powered electronically and as it inflates his heavy king mattress lifts from the

bed base to allow me to more easily remove and replace the bedding. This is

very helpful; however, this client is the only client I see who has this. He ordered

it himself, but I am sure would have been reimbursed by the NDIS.

18. I would not say assistive technologies or home modifications have made my

work in home aged care any easier. The higher the needs of clients, the harder

the work. Over time, more and more of the clients have higher levels of need.

C. Rostering and Recording Technologies

19. I am required to use an app on my phone to access my roster and log in and

out of shifts. Previously, I was issued a paper roster. The move to using an app

to receive my roster has not made my work easier or more streamlined. Jobs

can be removed from the app without my employer otherwise notifying me. So,

it is something I am expected to constantly check. For obvious reasons, I can’t

use my phone to check the roster on the app while I’m driving. However, the

roster can change while I’m driving between jobs. For example, I have

previously arrived at a job only to find the regular job had been removed while

I was driving.

20. When I had a paper roster I was able to check my rostered hours against my

payslip to make sure my pay was correct. Now, the jobs disappear from the app

when the payslip is issued, so I have to keep my own record of my hours so

that I can check my payslip.
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21. I am required to use email or telephone to report any concerns or issues with a

client or service to my employer. I often have to do this outside of my rostered

hours due to a lack of time during my scheduled services.

22. As noted in my First Statement at paragraph 103, I am required to take and

return calls and emails to my employer throughout the week and estimate that

at least 50 percent of my phone calls and emails are work related.

23. I have not found that these kinds of technologies have made my job easier.

There are just more things to be on top of. I also don’t receive any compensation

for my phone/email use.

D. Other Costs

24. As I noted in my First Statement, I am not paid for my time or any allowance for

my kilometres driving in between clients. Because I live on the Peninsula in

Victoria, the distances between clients can be large. It is up to me to cover the

cost of petrol.

25. For example, I have an aged care client who I see in Rosebud. This is a 30km

round trip from my place for a one-hour service (which with travel time actually

makes it two hours, but I am only paid for one). With my casual loading, I earn

$29.59 in total for these two hours of my time, out of which I have to cover my

petrol costs.

26. Since making my First Statement, the cost of petrol has increased significantly.

I have had to absorb these extra costs.

Date: 20 April 2022
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Filed on behalf of Health Services Union

Address Suite 46/ 255 Drummond St CARLTON Vic 3053

Filed by Leigh Svendsen, Senior Industrial and Compliance Officer

Email leighs@hsu.net.au Phone 0418 538 989

IN THE FAIR WORK COMMISSION

FAIR WORK ACT 2009

Application to vary the Social, Community, Home Care and Disability Services
Industry Award

Matter No: AM2021/65

STATEMENT OF VERONIQUE VINCENT

I, Veronique Vincent, Home Support Worker, of

, state as follows:

1. I have worked in the aged care sector for around 16 years.

2. I am employed by Regis Home Care Mildura (Regis) in Victoria as a Home

Support Worker. I have worked in this position for 11 years; however, the title

has changed over the years. When I first started, I was called a Personal Care

Attendant.

3. I am years of age and was born in .

4. This statement is from my own knowledge and belief unless otherwise stated.

Where statements are not made from my own knowledge, they are made to the

best of my knowledge, information and belief and I have set out the sources of

my knowledge, information, and belief.

A. Employment History

5. I started working in the aged care sector in around 2005. Prior to this, I had

worked as a florist for 20 years.

6. My first job in aged care was with the Mildura Council as a personal care worker

providing aged care to elderly community members in their homes. In this role

I provided mainly domestic assistance (cleaning), personal care (showers, etc)

and respite to elderly people in their homes. The Council didn’t finance social

support, so that wasn’t part of my role. I also wasn’t required with the Council
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to do medication checks or tend to wounds as this service was provided by

district nurses.

7. I stayed with the Council for five years before commencing with Regis.

8. I commenced working with Regis as a ‘Personal Care Attendant’ in 2010.

9. Prior to 2010, Regis solely operated aged care residential facilities. I came on

board as one of the first of seven personal care workers when Regis decided

to pilot a community home care service in Mildura. For a few years I worked 7

days a week – often between 7.00am and 9.00pm – with one day off a month,

while the service got up and running.

10. Over the years, the service expanded to the point where there are now around

26 Home Support Workers employed.

11. Regis has expanded its community home care services into Melbourne, as well

as Tasmania, Cairns, and Darwin, off the back of the Mildura pilot.

12. Along with the changes in our titles, the work expected of Home Support

Workers has also changed significantly over my time with Regis, which I will

discuss more below.

13. However, my classification and pay rate has remained the same, save for

nominal yearly percentage increases provided for in the enterprise agreement

that covers my employment (discussed below).

14. Over the years with Regis, I have on occasion been asked to fill in for shifts in

their Ontario or Sunraysia residential aged care facilities in Mildura when they

are short staffed. I did this on an ad hoc basis a few years back, however I have

not done this at all for the last few years.

15. Since COVID-19 has been around, the facilities have had more issues with staff

shortages if workers have had to isolate or have time off. So, there were more

requests for Home Support Workers to work shifts in the facilities. However,

this stopped when the one facility policy came in in Victoria.

16. For the newer Home Support Workers who can’t get enough shifts in the

community, filling in shifts in the residential facilities gives them an opportunity

to top up their hours.
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17. However, I no longer fill in shifts in the residential facilities. This is partly

because as a long-term employee I have built up a regular roster of clients and

receive adequate hours in the community (as I will discuss below).

18. However, I also prefer to work in the community. While Home Support Workers

are required to provide the whole gamut of services from domestic help to

personal care, medication services, social support, and community access,

often in tight timeframes and without any support, I enjoy being able to provide

one-on-one support to elderly people.

B. Qualification and Training Requirements

19. I have a Certificate II in Community Services Support Work, a Certificate III in

Aged Care Work, a Certificate IV in Aged Care and a Certificate IV in Leisure

and Health.

20. After commencing I work with the Mildura Council in 2005, I completed my

Certificate II (in 2006) and my Certificate III (in 2007). At the time, it wasn’t an

entry requirement for personal are attendants to have a Certificate III

qualification. However, the Council offered to pay for me to complete the

qualification and I thought it was a great opportunity, so I did it. The training was

provided by Madec Education & Training Services. While the Council paid for

the course for me, I wasn’t provided any time off to study and I did this in my

own time. Copies of my Certificate II and Certificate III are annexed to this

Statement and marked VV-01 and VV-02, respectively.

21. As it turned out, about 12 months after I commenced with the Council it became

mandatory for personal care attendants to have a Certificate III qualification.

22. I wasn’t required to have a first aid certificate or to complete any medication

training with the Council as district nurses still managed all clinical-related

services with clients including medication services and attendance to wounds.

23. I completed my Certificate IV qualifications three years after I commenced with

Regis, in 2013.

24. The option to complete the Certificate IV qualifications was offered to me by my

manager, however it wasn’t compulsory. I decided to do it because I thought it
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would benefit me and my clients to upskill. Regis arranged the training for me

with Skills Plus, and contributed a couple of hundred dollars towards it, however

I funded the majority of the cost myself. From memory, I paid approximately

$900 to complete the course.

25. The Certificate IV in Aged Care course included subjects on palliative and

dementia care, as well as subjects covering how to care for someone with

Parkinson’s and motor neurone disease.

26. I did not receive any time off to complete the Certificate IV qualifications.

Because I was working seven days a week at the time, this meant I was staying

up to work on my studies well into the night, sometimes until 3.00am to get the

work done.

27. I did not receive any pay rise as a result of completing my Certificate IV

qualifications.

28. Copies of my Certificate IV in Aged Care and my Certificate IV in Leisure and

Health are annexed to this Statement and marked VV-03 and VV-04,

respectively.

29. While completing my Certificate IV, I was encouraged by the coordinator of the

Skills Plus to undertake further study to obtain Diploma qualifications, as the

coordinator thought I had done well in my Certificate IV studies and would

benefit from going further with some extra studies.

30. Because of this, I decided to commence a Diplomas shortly after I completed

my Certificate IV. I studied these online and completed Diploma in Dementia

through University of Tasmania.

31. I did not receive any pay rise as a result of completing these Diplomas.

32. With the study that I have done, I could go off and complete another 6 or 7

modules and become an Enrolled Nurse.

33. Around two years ago, Regis required its Home Support Workers to undertake

medication training with a Registered Nurse. After this, we began to take over

medication services where we either prompt clients to take medication, or pop

medication out for them from webster or blister packs in accordance with a
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medication chart which has been prepared by a nurse. Prior to this time, all

medication services were done by nurses.

34. There was no pay rise associated with this additional training nor the additional

responsibility of dealing with medication services for Home Support Workers.

35. Home Support Workers are also required to complete compulsory e-learning

with Regis on a yearly basis. This is basically a refresher on what we’ve already

studied, and covers topics like manual handling, work health and safety, food

handling, and medication refresher training. These training sessions are

notified to us throughout the year and are compulsory. We are paid for our time

completing the training. Often what is covered is quite repetitive – things we

already know.

36. In addition, this training tends to reflect the aged care facility environment rather

than home care.

37. Whereas residential care facilities are a controlled environment, people’s

private homes are not.

38. So, you can’t necessarily translate the occupational health and safety

approaches relevant to a residential facility across to home care. For example,

manual handling considerations are very different in a residential facility –

where there is equipment – than they are in a person’s home – where there

might be none, or what is available is limited. Also, a common work environment

for home care workers is their cars. There are a lot of repetitive movements

getting in and out of the car many times in a day.

39. I have raised these issues my manager on a number of occasions. While I don’t

mind having to do the yearly e-learning, it would be better if it was tailored to

the specific circumstances of providing care in home settings as opposed to

residential facilities.

40. Since I have raised this, Regis have introduced one home care-specific e-

learning module around safe driving. They have also implemented a yearly

‘road check’ on the Home Support Workers’ cars (which are our own private

vehicles) – however, this is usually done by an office staff member, so I am not
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sure how much it adds to our safety given we are already required to have

roadworthy vehicles for our yearly registration requirements in any event.

41. I am also required to complete CPR training every 12 months, and first aid

training every three years.

C. Wages and Conditions of Employment

42. My employment is covered by the ‘Regis Aged Care Pty Ltd, ANMF & HWU

Enterprise Agreement – Victoria 2017’.

43. I am employed with Regis on a permanent part-time basis.

44. I am employed under the Home Care Employees classification schedule of the

Agreement, at ‘Year 5 of exp.’

45. My current hourly rate of pay is $26.0471.

46. I last had a pay rise in July 2021.

47. The definition of ‘Home Care Employee’ in the Agreement is a copy of the

classification description of a Level 2 Home Care Employee under Schedule E

of the Social, Community, Home Care and Disability Services Industry Award

2010 (Award).

48. The hourly rate for a Level 2, pay point 2 employee under the Award is $23.35.

This means I am paid $2.6971 per hour above the Award under the Agreement.

D. Roster and Duties

Range of work performed

49. Regis provides aged care to elderly people in the community, primarily funded

through Home Care Packages, but we also have some DVA-funded clients.

50. We are also contracted out to other aged care providers on a fee for service

basis. For example, Bendigo Health provides community care services to areas

including Mildura. However, Bendigo Health does not employ any carers, so

that care work is contracted out to Regis.

51. As Home Support Workers, we are ‘Jills of all trades’. We provide the whole

range of services to our aged clients, from personal care (which includes help
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with toileting, showering, personal grooming, dressing, and so on), to domestic

assistance (which includes help with house cleaning, linen changing, washing,

and so on), food services (which includes help with food preparation and

shopping), social support, welfare checks, and some clinical care (which

includes medication prompts, blood pressure checks, wound management, and

so on).

52. We’re never just going to a client for one task. Although a service might be

technically limited to a medication service, or a welfare check, for example,

we’re required to provide a universal service to our clients.

53. With all our clients, we are required to always be on alert for any changes in

health or behaviour. We have to be like detectives. We are always on the

lookout for signs of dehydration and malnutrition, declines in health, cognitive

declines, skin integrity issues, emotional fluctuations, and so on. If we don’t pick

up on these things, they could go unnoticed and lead to serious problems for

our clients, particularly those who don’t have much family support around or are

socially isolated. This is a very important part of our job which requires us to

really get to know our clients, and to build trust and rapport with them.

54. All our clients have progress books at their house which we’re required to fill

out at the end of every shift. The book contains all the client’s information at the

back, plus the charter of rights and various other things. For anything we’re

particularly concerned about, we are required to report this back to our office to

pass on to our client’s case manager. Often, we end up having to chase up the

case manager ourselves to get anything done.

55. We also have to be incredibly time savvy – we have to try to stick to our times

with clients as best we can so as not to throw the whole day out. This is easier

said than done. Clients and their families regularly ask for more and more things

to be done, and it can be difficult for some Home Support Workers to say no.

Sometimes we have dementia clients, for example, who we’re only given half

an hour with – if they’re having a bad day and feeling uncooperative or moving

slow, it can be difficult to complete the service within the time allocated and

sometimes we go beyond the appointment time as a result. We’re given very
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short windows between clients too, which only adds to the time pressures we

face in the community.

56. In addition to our aged care clients, for the last four or five years, Regis has

also contracted its Home Support Workers to the Mildura Base Hospital’s

‘Hospital to Home’ transitional care program. This is a post-acute care service

for patients who may require additional care for a period after they leave

hospital. This may include personal care – including help with showers and the

like, domestic assistance (for example for a woman who has just had a

caesarean section), welfare checks, wound management, assistance with

medications, etc. This work is only a small component of the work that I do.

57. The patients we see in the Hospital to Home program are all ages with all sorts

of health issues – we may see people all the way from children to the elderly.

My roster

58. When I first commenced with Regis, my part-time contract specified I would

receive 15 hours of work a week, with a minimum guarantee of three hours.

However, in practice, I have almost always received over 40 hours of work a

week – and more in the early days when I was working long hours seven days

a week with one day off a month.

59. In May or June 2020, I was able to renegotiate my contract with the help of my

union organiser.

60. I was concerned that because of the COVID-19 situation, Regis may cut my

hours or try to get me to go into one of the facilities to work.

61. Regis ultimately gave me a contract guaranteeing me 35 hours of work a week.

62. When my manager gave me the contract, she congratulated me and said I was

the only one in the community that has ever been contracted at 35 hours.

63. All other Home Support Workers are employed on a permanent part-time basis

with a guarantee of only low minimum hours. This makes life very hard, as you

never know from week to week when you will be working, or how much income

you will receive.
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64. I work five days a week, Monday to Friday. Because I have been with Regis a

long time, I have built up a relatively consistent roster with long term regular

clients. My roster usually stays the same week-to-week, unless one of my

clients goes into respite or hospital.

65. I sometimes pick up weekend shifts if Regis are really struggling to fill a shift,

but I try not to work weekends these days. I can only do this given my length of

time with Regis – the new women have more pressure on them to pick up work

whenever they’re asked which is a lot, because we are short staffed.

66. A normal Tuesday for me looks like the following:

a. I arrive to my first clients at 8.00am. These clients are a husband and wife

(of around 90 and 87-years old, respectively) located in Mildura. These

clients are only around a 5 minute drive from my house. I am not paid for

either my time or my kilometres driving to my first client of the day (nor

home from the last one).

b. This visit is for a medication prompt, and I am with these clients for 30

minutes. Their medication is kept in a safe box, so when I arrive, I open

the safe box and retrieve their medication rolls (legally, I’m only allowed to

pop out medication that’s in a blister pack or roll). The roll is made up of

sachets marked with the day and AM or PM. The wife has 5 tablets in her

sachet, the husband has 3. They can tear open the sachets themselves. I

give them each a glass of water and watch that they take their

medications.

c. While this is a medication service, I usually then go and hang their washing

out on the line because they are both a falls risk and not meant to go

outside (although they do). I try to do this for them to give them less reason

to try to go outside into their backyard.

d. I then come in and try to have time for a little chat with the wife. She has

the signs of early dementia – memory loss, and the like. Her family haven’t

yet formally put her through the diagnosis process because it is very

upsetting for her. However, she is showing signs of decline. She thinks
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she knows me from years ago (which she doesn’t), so I try and make sure

I give her a little bit more attention.

e. I am then given 5 minutes to get to my next client, who is also in Mildura.

While this client is only 3km away, it can sometimes take 10 or 12 minutes

to make the drive as by 8.30am there is usually a bit of traffic around and

school zones are in effect. Luckily my next client is very understanding as

I am sometimes a few minutes late.

f. I am paid a kilometre allowance of 72c per kilometre for travel between

my clients, however I am not paid for my time in between. The kilometre

allowance is meant to cover my petrol, as well as any wear and tear on

the car. Our kilometres are pre-determined on our roster. The office uses

Google maps to determine the distance between clients, however this

does not take into account roadworks or other disruptions. So, while a

direct route to a client may be 10km, if I am required to re-route due to

road works and this adds an additional 5km, I am only paid for 10km.

g. This service is meant to start at 8.35am. This client is a ‘fee for service’

client of Bendigo Health. The client is case managed from Bendigo;

however, I am provided as her carer through Regis. I provide domestic

assistance to her and her husband for two hours. This involves stripping

and remaking two double beds (the couple sleep separately). I then put a

load of washing on, then move on to vacuuming and mopping the floors,

and cleaning the bathroom and toilet. I then hang out the first load of

washing and put a second load in the washer. I then go into the kitchen

and clean all the surfaces.

h. Whereas previously, the care plan would only provide for us to service the

rooms in the house that were actually used – for example, for this couple,

one bedroom and one bathroom – we’re now expected to clean the whole

house. For these clients, that means three bedrooms, one bathroom plus

a toilet and laundry out the back.

i. The wife is very deaf and can’t hear well on the phone. So, while I’m there

I also ask her if there’s anything she needs assistance with. I help her

make her appointments and anything else she needs while I’m there.
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j. I then have 10 minutes to get to my next client in Nichols Point. My roster

specifies that this is a 6km drive from my previous client. The drive usually

takes me the whole 10 minutes.

k. This client is an elderly Italian lady who I see for 30 minutes. Her service

starts at 10.45am.

l. I am meant to see her for her medication, however her visits have

expanded to include a lot more.

m. For her medication, unlike my earlier clients, this is not just a prompt. For

this lady I have to pop out her tablets and mark off her medication on two

medication charts. The medication charts are developed by a Registered

Nurse, and it is my responsibility to follow the chart and report back with

any issues.

n. This client’s medication is kept in her top cupboard. When I arrive, I pull

out her medication pack. All her medications are in separate packets, so I

go through and pop out her tablets (13 in all) and mark off each on her

medication chart as I go. This client is on a range of different medications

including anti-depressants, blood pressure medications and vitamins. She

also has liquid iron which I put into a measuring cup for her to drink.

o. This process takes a bit of time because of the number of pills she has.

p. I then have to watch her take each pill because she’s been known not to

take them sometimes. This client can be a little suspicious with some

carers, however she connects with me because I know a bit of Italian and

use that to speak to her. However, if she ever refuses to take her

medication, I report this back to our office to pass on to her case manager,

or, if it is after hours, call nurse on call.

q. Initially, this client had fewer medications in her medication pack.

However, we had an issue with her family tampering with the medication

pack and adding additional vitamins and other things they wanted her to

take. While I understood why they wanted her to take these, I had to

explain on numerous occasions to the family that I could get into a lot of

trouble giving their mother any pills that weren’t contained on the
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medication chart. Legally I couldn’t do that. I told them to talk to her case

manager to have the vitamins included on the chart so that I could give

them to her and be covered. Eventually, this occurred.

r. This client’s daughter also tends to leave notes listing other things she

would like done during her mum’s medication service. This often involves

things like doing the dishes – which I always do while I’m there. This

usually involves sorting through and disposing of chicken bones and slimy

food scraps in the sink and then washing and drying the dishes.

s. They also usually request the garden to be watered and her chickens to

be fed – this requires us to duck down to get into a chicken coop which is

quite cramped and dirty. Often, they also request us to clean up chicken

poo which is really unhygienic. It can get really hot in Mildura, too, but

we’re expected to do this even if it’s 45 degrees outside.

t. If a client or family makes the same extra requests more than once or

twice, the requests are really meant to be going through the client’s case

manager to make a permanent change to their care plan. However, this

hasn’t happened with this client. Regis’ view is that we should do anything

to keep the client happy – so it is easier to just do it even if it is dirty work

and means we have to run around madly to try to get everything done in

30 minutes.

u. After that client I have 15 minutes to get to my next client in Irymple. My

roster specifies this is a 13km drive from my previous client. The drive

takes me most of the 15 minutes to complete.

v. This client is an elderly man with dementia who lives with his wife. I provide

domestic assistance with cleaning – including vacuuming and mopping

the floors and cleaning the bathroom. This service starts at 11.30am and

runs for an hour.

w. With this client, I always try to allow a few minutes to talk to his wife at this

service, as it is clear to me, she has carer’s burnout. My client has

“sundowners” now, and it has become very hard for his wife. However,

she has not wanted to put him into respite during COVID-19 because she
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is worried about not being able to see him. I am seeing this a lot with carers

during COVID – there are a lot of carers having burnout because they are

not getting the breaks they need. So, it is not just the client we are looking

after, it’s their family members too. We become their emotional go-to

person, the person they are going to seek out as someone to talk to or a

shoulder to cry on.

x. This client’s wife appreciates a chat and often asks me for advice. She’ll

often tell me about problems she’s having, and I try to give her advice on

how to make things easier for her husband to be at home. For example,

putting red dots on the doors so he knows to open them.

y. Then, at 12.30 I have my lunch break for 25 minutes. I usually just have

to take my break sitting my car and find somewhere to go to the toilet.

z. I then have 10 minutes to drive to my next client in Red Cliffs. My roster

specifies this client is 7km away from my previous client. The drive takes

me about 10 minutes.

aa. This client is a DVA client who I see for an hour and a half for domestic

assistance. This client has a king-sized bed. Usually, he strips the bed and

gets the washing started before I arrive so that it’s ready to hang while I’m

there, as the cycle on his machine takes a while.

bb. When I arrive I re-make his king size bed. This is always a bit of a tug of

war as his sheets don’t fit properly. I then vacuum and mop the floors,

clean the bathroom, and hang the washing out. Although I am not

technically supposed to, I usually give his second bathroom a wipe over,

too, just to help him out.

cc. I then have a 20 or 25-minute drive back into Mildura for my next client at

3.00pm. My roster specifies this is a drive of 16km.

dd. This client is another fee for service client from Bendigo Health. She’s an

elderly lady who lives on her own. Her family are all interstate. I am

supposed to see this client for a welfare check, to make sure she’s ok.

While I’m talking to her, I rub some cream into her feet and back as her

skin is very dry.
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ee. This client has breast cancer, which she’s currently receiving treatment

for. Because of her treatment, and because she is so isolated and

distanced from her family, she has ‘nasty days’ where she can be quite

crabby with me. I’ll say to her ‘you’re not having a good day today love’.

The other day I visited her, and she was in a very down mood. I generally

try to lift her up as best I can while I’m there.

ff. She has come to trust me over time, which is good. She asks me to have

a look at things on her body including in intimate areas like her bottom if

she’s worried about something.

gg. However, she can also be quite demanding, and she likes to maximize the

work she gets in her 30 minute appointment. While I’m there I bring her

washing in and fold it, make her bed, do her vacuuming or get her mail if

she wants it. While I know she has a home service with the Council which

should provide for her cleaning to be done, if that’s what she wants done

I do it for her. Even though I need a few minutes at the end to fill out her

progress book, she always wants me to do just one more thing.

hh. I usually stay longer with this client than my 30 minutes allows, particularly

as I am concerned about meeting her emotional needs because she is on

her own.

ii. I then have a 20-minute drive to Merbein for my next client at 4.00pm. My

roster specifies this is a 16km drive.

jj. This visit is for a medication service. This client is 96-years-old, has

dementia, and is fully incontinent.

kk. He doesn’t remember me. When I arrive, he’ll ask me, ‘which one are

you?’. I’ll tell him ‘I’m your favourite one’. He’ll have a laugh at that, but he

still won’t know who I am.

ll. I used to see this client for personal care as well, and I had him to a certain

degree of trust with me that he would let me shower him. However, I went

on two weeks’ leave a little while back and during that time he really

declined. Since then, he has refused to shower. I can’t even get him to

change his pull ups anymore – they are often hanging down around his
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knees, and he is usually sitting in a pool of his own urine. It is very

heartbreaking to see.

mm. He also displays some concerning behaviour on occasion. I remember

going to his house and finding him – a 96-year-old man with dementia –

up a ladder doing the pruning. After this, I hid his ladder. And for a while

he walked around asking me repeatedly, ‘where’s my bloody ladder’.

nn. For the medication service, when I arrive, I sort out his tablets, popping

them out from the webster packs into his hand, and marking them off on

his medication chart. I also administer eye drops for him. He is quite

compliant with his medication and drops. This client used to have a district

nurse sort out his medication, however that has morphed into my job over

time.

oo. I also do a domestic service for this client. As he has usually wet his bed,

I do a load of washing for his carer in the morning to hang out. I usually

give him some afternoon tea, and then I also prep his evening meal for

him. He receives meals on wheels. However, I take the meal out of its

plastic container and arrange it on a plate in the fridge for him, so it looks

more appetising. And I put a glass of water on the table for him, otherwise

he won’t drink.

pp. Previously, I used to look after this client’s wife for years, until she died.

So, I have known him for many years too. He and his wife were pretty old

fashioned. She would always set the table for meals with a tablecloth and

so on. So, when I’m there, I set his table up in the same way with the

tablecloth and cutlery. I also put some flowers on the table or, if his lemon

tree is fruiting, collect some lemons in a bowl to put on the table.

qq. This is not something that is in his care plan or that I have to do, however

I know he is more likely to actually eat if he is prompted with these visual

cues. While I’m only at this service for 30 minutes, I do whatever I can to

make sure he’s ok and set up.

rr. It is heartbreaking with clients like this not being able to do more. He really

should be in residential care; however, his family won’t do it. While he
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finally got on a level 4 Home Care Package last year, he had been stuck

on a level 2 Home Car Package for years which was well below his needs.

However, level 4 Packages are nearly impossible to get, so we carers just

end up having to do extra. For carers, we aren’t looking at the care they

can afford, we’re looking at the care they need and that they should be

getting. But sometimes you don’t feel like you have enough time or the

right level of package to be able to do as much as the client really needs,

and that is hard to deal with.

ss. After this client I then have a 20-minute drive back into Mildura for my last

client for the day, which is a welfare check for 30 minutes at 5.00pm. My

roster specifies that this client is a 17km drive from my previous client.

tt. This client has some mental health issues and is very bent over. He also

has had bad cellulitis on his legs, which I ask him to let me have a look at

whenever I visit. He has also had fungus on his toes – so he often asks

me to have a look at his toes. This client is another one that used to be

attended to by the district nurse.

uu. This client is usually feeding his birds when I arrive. I take his washing off

the line while he does that and bring it inside to fold and put away. This

client has a bit of OCD, and likes things done a certain way. For example,

I have to go into his bathroom and put his mats down in a certain formation

in the shower, and then leave the shower door open for his shower.

Usually, he has put a roast in the oven, so I chop up some veggies for him

while I’m there to throw in the oven too. While I’m doing that, I have a chat

to him – usually about what the neighborhood cat has been up to – and

use that to assess how he’s going and whether he seems to be doing

alright.

vv. I then go to my final client for the day. This client is just around the corner

from my previous client, a 1km drive away. The drive takes me a couple

of minutes and I start with the client at 5.35pm.

ww. This client is a woman in her 80s. She has some memory loss. I see her

for a medication check. I pop her medication out from a webster pack into

her hand and mark it off on her medication chart. I make sure she has a
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meal ready and heat it up for her if she’s hungry at that time. I make sure

she has a glass of water and remind her to keep her fluids up. I then go

around and close her blinds for her to get her ready for the evening.

xx. I finish my last client just after 6.00pm. I then have a 10-to-15-minute drive

home.

Demands of the Job and Challenges

67. The job of a home worker takes a lot of skill.

68. We are dealing with elderly people who often feel very embarrassed about

needing assistance with tasks they used to perform themselves, particularly the

more intimate tasks.

69. When a client is embarrassed about stripping down in front of me for a shower,

I will take my time to reassure them and to find ways of doing things that will

make them feel a bit more comfortable. For example, I will tell them that they

can leave their undies on, or that we can use a washcloth or towel to cover

them up to ensure their dignity.

70. It takes time and patience to build trust and rapport with clients. It means talking

to them and learning about their lives, finding things to connect over. Getting to

know them properly is really important to be able to tell, from visit-to-visit,

whether there has been any mental or cognitive decline.

71. For example, I attended a client once for a regular service. He had an ever so

slight droop in his eye. This was very subtle, but because I knew him well and

for a long time, it was something I could pick up straight away. I immediately

knew something was not right and called an ambulance for him. This was

fortunate, as it turned out he was in the early stages of having a stroke at that

time.

72. However, there are lots of challenges that come with the work. We are

constantly rushed for time, and it is physically and emotionally draining.

73. We get to know our clients intimately over many years – in my case, I’ve been

seeing some of my clients for 10 or 11 years. You become like a part of their

1711546



AM2021-65 HSU Witness VINCENT V

family and they a part of yours. We become invested in their wellbeing because

we spend regular time with them and get to know them.

74. I always go above and beyond for my clients. I’ve held garage sales for clients

in the past. I’ve put hair rollers in for clients and done clients’ make up if they

have family coming. I’ve cut their hair and painted their nails.

75. I had one client who was highly anxious when I first started seeing her as her

husband had recently passed away. I was able to refer her to some

organisations and make some phone calls for her. Over time, her anxiety has

come right down.

76. I had another client who was only on a level 1 Home Care Package. He had

nothing. I spent my own time collecting pillows and doonas and things to get

him set up in his apartment.

77. I’ve sourced washing machines for clients, and I’ve even looked after clients’

pets while they’re in hospital.

78. Our clients really come to rely on us as their support. Sometimes they are too

scared to ask their case managers for something. So, if they need something,

they’ll come to you. We are a constant person for them. As a result, we become

very invested in them.

79. When you lose a client, it can be incredibly emotional.

80. I’ve sat with clients as they’re dying because their family couldn’t be there. I’ve

called ambulances for clients I’ve found on the floor, while their families are

absolutely beside themselves.

81. I had one client, a very large lady with diabetes. Although she wasn’t meant to,

she constantly ate lollies, and she wasn’t good with her medication. She

regularly had medical episodes. While she had signed a form saying there

would be no responsibility on us if she didn’t take her medications – which

meant we and Regis were legally protected – that also meant that she was

regularly unwell and that was something we often had to be confronted with

when seeing her.
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82. On one occasion I was seeing her for personal care and while she was sitting

on the toilet, she stopped breathing. I called the ambulance, and I was directed

to get her on the floor and start performing CPR. This client was over 100kg in

weight. As I was on my own, there was nothing I could do to get her on the floor.

It was horrible. Eventually the ambulance officers arrived, however, sadly, my

client didn’t make it.

83. On another occasion, I had a client who was receiving palliative care. I saw this

client with another carer as she required a lot of physical assistance to move

around.

84. One night I walked into her room to put her nighty on and get her ready for bed.

As I walked over to her, I saw her eyes roll back in her head. I knew instantly

that she was at the end of her life. Her daughter was at the house, so I called

her in and told her it was time to sit with her mum.

85. The daughter was hysterical.

86. At the same time, the other carer I was with panicked and ran out of the house.

87. In the end, the mother died in my arms.

88. I later found out that her doctor had seen her that day and was aware she was

at end of life. However, he had not told her daughter that, so her poor daughter

was oblivious, as were we.

89. Later, the daughter thanked me for being there and for making sure her mum

didn’t die alone.

90. This is the reality of the job. We work in an uncontrolled environment from one

house to the next, and never quite know what we’re going to walk into. And

often we end up acting as grief counsellors for family members as well. We’re

required to be calm and supportive, even in the most upsetting of

circumstances.

91. I love providing palliative care, because I love to be able to make a difference,

especially at the end of life. But it can be tough emotionally. It’s not always easy

for us to go home and switch off at the end of our day’s work.
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92. Going from private home to private home means we are working in a number

of different uncontrolled environments throughout our day. For example,

although we are provided training in food handling including correct food

temperatures and how to prepare food in a sanitary way, we can’t control how

our clients keep their kitchens. Often, we have to clean and sanitise a place in

the kitchen in order to safely prepare food.

93. In addition, Mildura can get very got in Summer – over 40 degrees. Often older

clients don’t feel the warmth, or do not want to run their air conditioning due to

concerns about electricity costs. So, we can be huffing and puffing in the heat

all day, running around vacuuming and mopping and doing whatever else a

client needs done.

94. Sometimes we also have to deal with the competing wants of families and the

wants of clients.

95. For example, recently one of the Home Support Workers saw a client who

declined a shower. When this occurs, unless this is a repeated pattern of

behaviour on behalf of the client (which would need to be investigated) or if the

client has dementia, we aren’t going to force them to do it. It’s their right to say

no if they don’t feel like it or are too cold, for example. If a client says to me they

don’t want to shower, and it is a one-off, I say that’s ok and offer them a sponge

bath. If they decline that too, that’s ok. They’re adults and allowed to make their

own decisions. We will have a shower next time.

96. However, on this occasion, the client’s son rang up and demanded the carer

return and shower his mum. He was furious. The mum’s case manager agreed

with the son.

97. These kinds of situations are difficult. We are expected to care for our home

care clients these days as if they’re in a residential facility, not living

independently in their own homes.

98. Home care is supposed to be about providing elderly people care and

assistance in their home, to help them stay independent as long as possible. It

is not to take over their lives for them, do everything for them, force them to do
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things they don’t want to do. That is taking their independence and agency

away.

99. These days we face a lot of pressure from families and from above to do things

to or for clients that go against this principle of maintaining their independence.

This is a hard position for carers to be in – we’re in the middle trying to work out

what to do.

100. I always fight for the client. However, this can be tricky for newer carers.

101. Home carers are required to overcome all of these various challenges while at

the same time providing a level of care that is sustaining and beneficial to our

clients.

E. Changes in work over time

102. The demands of the job have become much more intense over my 16 years in

the home care sector.

103. The services we provided to clients used to be a lot more defined. For example,

if we were rostered on for a welfare check, that’s all it would be.

104. These days, it’s everything. We’ll have notes left from families that say they

want the washing hung out, and the floors vacuumed. There are no safety

guards in place. There is a pressure and expectation that we should do

everything the client or family wants. For a welfare check, for example, that

should be spending time really talking with the client, investigating through

conversation and observation how they’re going, whether they are ‘off’ or need

any additional support. However, now there’s an expectation that you’ll pull out

the vacuum cleaner while you’re there or get the clothes off the line, or anything

else you’re asked to do.

105. It puts us in a tricky position, because if it’s not covered in a client’s plan that

means we’re not covered if we’re injured while we’re doing it or if something

else happens. It also means that the clients aren’t getting the focused attention

in some cases. But the expectation is still that we will do it.

106. Clients’ families have had more and more say over time. We work alone, so

we’re on our own and are often stuck having to mediate the wants of families
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and clients. We don’t receive any support from our employers with this – they

just say to do whatever the client or family wants.

107. Families more and more expect us to do everything for their loved ones, rather

than facilitating their ongoing independence by only helping them with the tasks

they can’t complete alone. These days, I often feel more like I’m being

pressured to work in a way that may actually contribute to a client’s loss of

independence, rather than prolonging it. This has been a really difficult change

for me.

108. The tasks we’re expected to do have also changed dramatically over time.

Whereas in my earlier days as a home care worker the help we provided to

clients was more focused in domestic assistance and personal care, these days

we are acting as Enrolled Nurses without being Enrolled Nurses.

109. We handle medications, we tend to wounds, we take blood pressure. Whereas

these tasks used to be performed by nurses, now the nurse will only do the

initial assessment and then create a care chart (in conjunction with a client’s

doctor) with instructions for the Home Support Workers to manage from that

point on.

110. With medications, we are required to check that the medications we are

assisting with match what is contained on the medication chart (prepared by

the nurse in conjunction with the client’s doctor). If there are any discrepancies,

it is our responsibility to report this back to the case manager or nurse.

111. For example, I had a client who wore a 20mg Norspan patch. When I attended

the client one day, I noticed the patches he had were 10mg. When medication

or doses change, clients’ medication charts are meant to go back to their doctor.

The Doctor in this case should have notified Regis’ nurse, but didn’t. The

responsibility was on me to pick up the change and notify the nurse to have the

chart updated.

112. The consequences of any discrepancies in medication can be serious, so

checking medication against a medication chart is a job that requires

concentration. However, we are often expected to do multiple things at once or
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complete this job quickly so that we can also get cleaning or other tasks the

client wants done completed during a 30-minute service.

113. Home Support Workers have not been recognised for these extra

responsibilities either in position or pay. It has just been a gradual expansion of

our role as Home Support Workers.

114. With respect to wound care, similarly our Registered Nurse goes in first and

does a wound assessment, and prepares a wound chart containing a procedure

for what Home Support Workers have to do to dress the wound. I think there

are only three or so Home Support Workers with Regis who do wounds,

including me.

115. Most wounds we deal with are superficial and we are required to clean the

wound with saline and dress it with a gauze covering. These supplies are given

to us by Regis.

116. The last client I saw for wound care was an older man. He had a wound I was

looking after on his left ankle. The wound started off as a skin tear. However, it

progressed to the point that it was an open wound that was leaking and quite

bad. At that point, the wound clinic at the local hospital took over looking after

the wound. However, the client was still at home. On one occasion I went to

shower him, and after he hopped out of the shower, his wound started to bleed

out. I had to ring an ambulance and apply pressure to his wound to try to stem

the bleeding. However, he lost quite a lot of blood. He ended up passing out

and hitting his head on the ground. He was ok in the end; however this was a

very stressful situation to manage on my own.

117. I am also required to measure the blood pressure of clients who suffer from

high blood pressure. I have been trained to do this by the registered nurse at

Regis. The nurse again will prepare a chart, and if I am seeing a client on the

day their blood pressure is due to be checked, I do that and note it on the chart.

If the reading is outside the range specified on the chart, I report this back to

the nurse.

118. We also used to have district nursing attend when showering a client with, for

example, a head or neck injury requiring a neck brace. The nurse would be
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there to hold the client’s head while I did the shower. These days, unless the

client requires a standing machine (in which case we are meant to be rostered

on with a second Home Support Worker), we are on our own, no matter the

needs of the client.

119. The expectations of the job have well exceeded what we were ever initially

trained for. Now we’re nurses, psychologists, hairdressers, grief counsellors,

cleaners, cooks, and showerers. We’re all those things on one day.

120. The needs of clients have also dramatically increased as people are tending to

stay in their homes to a much greater age. We are now dealing with clients with

all range of health issues – from Parkinson’s to dementia, cancer, blindness,

deafness and mental health issues.

121. As funding models have evolved and margins have become tighter, we are

having more and more clients added to our rosters. The time between shifts

has condensed. We barely have enough time to get to our next client on time,

let alone have a minute to go to the toilet or get something to eat. I worry about

the new carers rushing to get to clients on time. We have very little downtime.

122. Our clients often think they’re the only person we see. They have no idea how

many other clients you managed in a day, and the time pressures we’re under.

123. We are so pressed for time; I feel like there’s often not enough time to properly

care for our clients anymore. I worry about how things will be when I eventually

need care.

F. Impacts of COVID-19

124. COVID-19 has introduced a number of new steps in my work.

125. Since COVID, I am required to fill out a form when I arrive at every client I see.

This involves going through a list of questions, asking, for example, whether the

client has any of the COVID symptoms or have been overseas, interstate or to

any exposure sites in the last 14 days.

126. If the client answers yes to any of the questions, I am required to report this to

the office, and don full PPE to go in to see the client (as we still have to meet

the client’s needs). Full PPE includes a full gown, gloves, mask, and face shield.

2411553



AM2021-65 HSU Witness VINCENT V

We have to continue wearing full PPE with the client until they have received a

negative COVID test.

127. Even if a client answers no to all questions on the form, we are still required to

don gloves and a mask at all times when with a client. While we used to wear

gloves previously, the masks are new since COVID.

128. The new PPE requirements have made the job more physically challenging.

Particularly during Summer, and with clients who often have heat lamps on year

round, it can be very draining wearing masks, and even more so when we are

required to wear full PPE. I find myself puffed most of the time. It also makes it

difficult to see as I wear glasses, which are almost always fogged up.

129. I have also noticed a real deterioration in the mental health of clients during

COVID.

130. Most of my clients stay inside all day with their televisions on. When I’m there,

I try to encourage them to stop watching the news constantly because it only

upsets them and makes them fearful.

131. These days there are no additional services for clients’ mental health or

wellbeing.

132. I have one client, a 94-year-old man, who I became very worried for during

COVID. This client is legally blind. He used to love to write cards, however he

can no longer write. Due to COVID, he is stuck inside all day at home. He had

a tiny television which he couldn’t see. Basically, he had nothing to do all day

to keep him occupied or entertained.

133. I took this client to Vision Australia to see if I could get him a bigger television.

You used to be able to get those kinds of things for aged clients with their

government funding. However, those kinds of things are no longer available.

134. In the end, he had to buy his own television.

135. COVID has also brought about more paperwork.

136. Now, at the start of each shift with a client we are required to ask our clients a

series of questions about whether they have any symptoms, and so on, and

complete a form with their answers.
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137. This is an additional task we just need to fit in to our already tight schedules.

G. Financial Pressures and Staying in the Job

138. Prior to starting in the aged care sector 16 years ago, I worked in floristry for 20

years.

139. Working in a florist, I dealt a lot with elderly people organising funerals and

grieving. I found I could build quite a good rapport with people in these

situations.

140. Because of this, I thought for a long time about getting into aged care. However,

I wanted to mature a bit and get some life experience first.

141. Now, I absolutely love my job working with aged people in the community.

142. I sometimes think I would be better off working in an aged care facility. While

that job is not easy, in the community we have to do everything for everyone,

we’re working in all conditions and spending a lot of time travelling around in

our own vehicles.

143. However, I find being able to work one-on-one with clients and really being able

to meet their emotional needs – as is the case in the community, albeit within

limited time windows – Incredibly rewarding. I love being able to help older

people stay in their homes, where they are comfortable, as long as possible.

144. However, the pay is low and doesn’t, I don’t think, reflect all the duties we

perform and the pressures we work under. I think the broader community often

thinks all we do is go in and hold someone’s hand, but that is far from the reality

of our work.

145. In addition, we take on the costs of providing our own vehicles. These are our

private vehicles, but we use them to cart around our rosters and paperwork,

clients’ progress notes, packs of pull ups and PPE supplies – you name it.

146. We’re often chastised if our cars aren’t clean, and a client complains. So that is

an additional cost on us to keep our cars clean in our own time.

147. With the gaps between clients, we might end up working 10 hours in a day but

only being paid for 7 or 8.
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148. All of this compounds the impact of already low wages.

149. On top of this, the demands on and expectations of Home Support Workers are

getting out of hand.

150. I stay in my job despite all the difficulties because I am passionate about my

clients. It is a physically and mentally draining job, and very stressful, but it is

also the most rewarding job you could ever do.

151. I’ve learnt so much from my clients over the years. I consider myself lucky.

152. I just want to be paid what I am worth.

Date: 28 October 2021
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Filed on behalf of Health Services Union

Address Suite 46/ 255 Drummond St CARLTON Vic 3053

Filed by Leigh Svendsen, Senior Industrial and Compliance Officer

Email leighs@hsu.net.au Phone 0418 538 989

IN THE FAIR WORK COMMISSION

FAIR WORK ACT 2009

Application to vary the Social, Community, Home Care and Disability Services
Industry Award

Matter No: AM2021/65

STATEMENT OF ADRIENNE MICHELLE WHITE

I, Adrienne Michelle (‘Shelly’) White, Home Care Worker, of 

, state as follows:

1. I have worked in the aged care sector for around 13 years.

2. I am employed by Mercy Health (previously Southern Cross) in Victoria as a

Home Care Worker. I have worked in this position for 13 years.

3. I also worked with Australian Unity as a Leisure and Lifestyle Assistant in a

residential aged care facility from 2013 for around three and a half years. I did

this as a second job in addition to my job with Mercy Health. However, I now

work solely with Mercy Health as a Home Care Worker.

4. I am  years of age and was born on .

5. This statement is from my own knowledge and belief unless otherwise stated.

Where statements are not made from my own knowledge, they are made to the

best of my knowledge, information and belief and I have set out the sources of

my knowledge, information, and belief.

A. Qualification and Training Requirements

6. When I commenced with (then) Southern Cross as a Home Care Worker in

2008, I did not have any aged care-related qualifications.

7. I commenced a Certificate III in Home and Community Care about 6 months

after I commenced employment with Southern Cross. Southern Cross
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contracted a company called Health Skills Australia Pty Ltd to deliver this

course from their offices one day per week. This was paid for by Southern

Cross. Prior to completing my Certificate III, I did solely domestic home care

work (like cleaning and shopping). After I completed my Certificate III in 2010,

I began providing personal care to aged care clients in their homes. A copy of

my Certificate III is annexed to this Statement and marked SW-01.

8. I commenced a Certificate IV in Leisure and Lifestyle in 2012, which I completed

in late 2013 (however, I did not receive my certification until some months later,

in 2014). I did this after receiving a letter from Southern Cross offering

employees the opportunity to undertake this training. I took this up. The training

was delivered by Navitas Health Skills Australia. I attended classes every

second Friday. Southern Cross managed my roster, so I was able to do this.

Southern Cross paid for the course. A copy of this Certificate is annexed to this

Statement and marked SW-02.

9. Later in 2014, I completed a Certificate IV in Training and Assessment as I had

thought about training other people to do home care. I put myself through this

training. A copy of this Certificate is annexed to this Statement and marked SW-

03.

10. In terms of ongoing training requirements, Southern Cross used to organise a

whole day of face-to-face training every year which covered topics like hand

hygiene, infection control, manual handling, food handling, equity and inclusion,

and so on. I used to attend these yearly training days in paid time.

11. However, since Mercy Health took over, which was around three years ago,

these yearly training requirements have moved online. I am now required to

complete online training modules yearly covering topics similar to those that

used to be covered by Southern Cross in the face-to-face training described

above, including basic life support, engaging with clients, refresh medication

support, HCS (home care services) PPE, and infection control. Recently, the

topics have included COVID-19 infection prevention.

12. I am paid one hour for each module, however some topics, like infection control,

can sometimes take longer.
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13. Last year I was approved by my employer, along with three other home carers,

to be part of a ‘flying squad’. The flying squad was a special small group of

people who were given extra training in donning and doffing of full PPE who

were to be deployed in the event any of Mercy Health’s home care clients

contracted COVID-19 but still required home care visits for essential personal

care or assistance with medication, and so on. Thankfully, this situation hasn’t

yet arisen. However, if we become required to care for COVID-19 positive

clients we have been told we would not be paid any extra.

14. I complete a yearly CPR component which is provided in the Mercy Health

office.

15. I am also required to complete a new First Aid Certificate every three years. I

have to organise this in my own time and pay for this myself. It is an expectation

of my employer that I keep this up to date.

B. Wages and Conditions of Employment

16. When I commenced work with Mercy Health (previously Southern Cross) in

around 2008, I was initially employed on a permanent part-time basis.

17. After I completed my Certificate IV in Leisure and Lifestyle in 2014, I started a

second part-time job with Australian Unity in an aged care facility as a Leisure

and Lifestyle Assistant. I remained in the Leisure and Lifestyle Assistant role for

around three years. When my team leader at Australian Unity went on a period

of long service leave, I had an opportunity to take on her role. As this was a full-

time position (six days per week), I asked to be dropped back to a casual role

with Mercy Health working one day per week so that I could continue to balance

both jobs.

18. I remained in the team leader role with Australian Unity for around 18 months

until, ultimately, the Australian Unity facility closed in around 2018. At this point

I returned solely to Mercy Health as a Home Care Worker.

19. Although I returned to work full-time hours with Mercy Health, I have remained

employed on a casual basis.

20. I understand my employment is still covered by the Southern Cross Care

(Victoria) Community Services Enterprise Agreement 2014. I am classified
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under the Community Support Worker Stream as an ‘AH3D’ (Band 3, Level D).

My base hourly rate is currently $28.0724.

21. I last had a pay rise in July 2021.

22. My understanding is that my home care colleagues who are not covered by the

legacy Southern Cross Agreement – that is those that have been employed by

Mercy Health after it acquired Southern Cross – are covered by different

arrangements. My understanding is that their hourly pay is around $5 less than

mine, and they do not receive any paid travel time (whereas I receive 15

minutes travel time between clients under the legacy arrangements).

C. Roster and Duties

23. I usually work six days per week, Monday to Saturday.

24. I have around 24-25 regular clients who I may see as little as once a fortnight

or as regularly as three times a week. However, my roster can vary and while I

usually work around 76 hours per fortnight, this can sometimes go up to 82

hours.

25. As we are very short staffed, I am often asked to cover for other workers.

Recently there were a few weeks in a row where I was being rung after hours,

including early on Saturday mornings, to fill shifts. I ended up working Sundays,

too, for a few weeks in a row during that period (that is, I worked 7 days per

week).

26. Most days I start at around 7.30 or 8.00am, and finish around 5.00pm. However,

this varies day-to-day.

27. Mercy Health provides community aged care and disability services. Because

of this, my clients are a mixture of aged care and NDIS clients. However, the

majority of my clients are aged care clients.

28. The care I provide for my aged care clients includes a mix of personal care

including help with toileting, showering, dressing and grooming, medication

prompts, domestic assistance including cleaning and washing, food

preparation, transportation including to the shops or appointments, and social

support.
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29. In my view, the most important care I provide to my aged clients is emotional

support. This is both to support clients’ emotional needs, and because it

provides a foundation for building a relationship of trust.

30. Most of my clients are lonely and are looking forward all week to seeing me. I

take the time to ask them about their families, histories, hobbies, interests, and

so on. I think this is important for their emotional wellbeing, particularly during

COVID-19 when many elderly people have been very isolated from family and

social networks. Often clients can be sad or anxious and it is our job to comfort

them. Sometimes we even support them when they are grieving. The emotional

support provided by taking time to check in with our clients is something that

happens every shift.

31. Building trust and rapport with clients is also fundamental to having clients feel

comfortable receiving personal care like showering, for example. However, it

also allows me to have a better understanding of my clients and for clients to

feel comfortable communicating their needs more broadly, both of which help

me monitor when my clients are having an off day, declining or need some

further assistance (urgent or otherwise).

32. For all my clients, I am careful to monitor for any changes to their emotional and

mental health, and any changes to physical health. For example, when

showering clients, it is very important to check skin integrity. I have picked up

early bed sores on clients’ bottoms, for example, which otherwise may not have

been detected. It is a very important part of the job.

33. Monitoring my clients’ mental and physical health is something I do for all my

clients whether I am seeing them to provide personal care or not.

34. For example, I have one client who I provide only domestic assistance to

(cleaning). While I was cleaning for her recently, she mentioned to me she was

feeling sore under her breasts. I asked her if she minded if I had a look. As she

knew and trusted me, she was comfortable with that, so I had a look. I saw what

looked to me to be shingles. I told her this and recommended she see her doctor

urgently, because with shingles it is important to get antivirals within 72 hours.

She did that and received the treatment she needed in the right timeframe. If I
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hadn’t checked for her when I did, she probably would have just put up with her

discomfort until it became much worse, as older people often do.

35. A usual Monday for me might look like the following:

a. For an hour between 8.00 and 9.00am I visit an 85-year-old lady in Park

Orchards. This client is about 15km from my home. At the moments it

takes me 15 minutes to drive to this client as there are fewer cars on the

road due to the lockdown. However, in normal times this drive can take

me closer to half an hour with school zones and traffic. I am not paid for

my time or kilometres driving to my first client.

b. This client has quite bad arthritis in her shoulders. I provide personal care

to this client and some social support. This client is able to undress herself,

so while she does that, I get the water ready. I help her to wash her body,

and if she wants to wash her hair, I do that for her as her arthritis makes

it difficult for her to do this. I then help to dry her body and apply

moisturisers to her skin as her skin is quite dry. I help her get dressed and

if there is time, I have a cuppa with her. I use this time to provide company

to the client, because she struggles with feelings of isolation. She has

recently moved in with her family, who are lovely, however she does not

have much freedom or say in the house. All of her personal belongings

have been disposed of which has been quite difficult for her. She doesn’t

have many people to talk to, so she really relies on me to be able to have

a chance to ‘vent’ about her situation and get things off her chest. She

isn’t able to get out and about on her own, so I will often pick up bits and

pieces in my own time if she is short on things, to bring with me when I

see her for scheduled visits.

c. I then head to my next client for half an hour between 9.30 and 10.00am

in Mitcham. This client is about 6km away from my first client, and the

drive in between takes me around 10 minutes. That means I usually have

about 20 minutes to wait in my car before going into my next client. I am

paid 60c per kilometre to drive between my clients. I am also paid for 15

minutes at my hourly rate. The other 15 minutes is unpaid.
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d. This client is a 101-year-old lady who lives in a grannie flat behind her son.

This client is sight impaired but is quite independent. I help her with

showering. This client can undress herself except she needs me to

remove her watch. In the shower, she washes most of her body, except

for her back and toes which I do for her. I help her dry off and get her

dressed. She takes herself off to the kitchen to have her breakfast. If there

is time, I have a chat to her. The things I look out for with this client are

particularly around her skin integrity, so I need to be on the lookout for the

beginnings of pressure sores and the like.

e. I then head to my next client for one and a half hours between 10.30am

to 12.00pm in Hawthorn. This client is about 20km away from my second

client, and the drive takes me between 20 and 30 minutes. Again, I am

paid 60c per kilometre and 15 minutes of paid time. The other 15 minutes

is unpaid.

f. This client is an 82-year-old lady who lives alone, her husband having

gone into care. This client is fairly independent, but needs some help

doing her groceries. I take the client shopping in Camberwell for her

groceries, then bring her back home and help unpack the groceries.

Previously, I would take her to see her husband who is in an aged care

residential facility, however she has not been able to do this in recent times

due to coronavirus restrictions in Victoria. She is quite lonely, and always

insists on giving me a cup of coffee and something to eat. It is impossible

to say no, whether you feel like it or not or whether you have time for it or

not. In my experience, taking time to do these things is an important part

of the job as this allows you to build rapport and trust with your clients. For

this client, it is something she really looks forward to. In addition to

providing crucial social support, my experience is also that for the older

generation, if they can offer you something in return for the care you

provide for them, this often makes them feel a lot more comfortable and

equal. So, in my view, saying yes is crucial. Usually, time to sit and talk

and share a cup of tea – even if only a short time – is not usually provided

for in clients’ care plans or rostering. So, I nearly always stay in my own

time to do this.
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g. Next, I see a client in Burwood for two hours between 12.30 and 2.30pm.

This client is about 8km away from my third client, and the drive takes me

20 minutes. Again, I am paid 60c per kilometre and 15 minutes of paid

time. The other 15 minutes is unpaid.

h. This lady is about 71. She had a massive stroke a while ago and another

one more recently. The strokes have affected her left side, which doesn’t

work very well. She gets around with a stick. What I do with this client

varies. I might take her to the shops or help her with some gardening.

Recently, I have been helping her to plant roses. I may also do some

cleaning for her or take her for a walk around the block. This client is a

falls risk because of her strokes. She trips a lot, especially as she becomes

tired. When we are walking, I link arms with her to walk so as to prevent

her falling if she trips. I constantly have to be on lookout for trip hazards

and tell to watch her step. We have to walk very slowly.

i. This client can get quite upset and ‘spit the dummy’ when she doesn’t get

her own way. With physical tasks like walking or sitting down into my car,

if she gets upset or complains she can’t do something, I remain upbeat

and positive and tell her there’s nothing she can’t do. I find this is more

effective than trying to push her or rush her to do something she doesn’t

want to do. But it requires patience.

j. This client can be quite controlling and tends to watch everything I do while

I am in her house. For example, if I am cleaning, she watches and tells

me how to do it ‘properly’. Even though I know how to clean and am very

particular about cleaning, I always retain my composure and don’t let her

worry me when she’s telling me what to do. Over time, I have learnt to use

humour with this client and as the client has come to know me, she has

learnt my sense of humour. I find when she is in a controlling mood I can

make a joke about it and we end up having a laugh together, rather than

getting frustrated with each other.

k. With more difficult clients like this, you need to learn ways to lighten the

situation so that it remains calm for both the client and yourself.
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l. I then head to Bulleen to my next client. This client is about 12km away

from my fourth client, and the drive takes me close to 30 minutes

depending on traffic. Again, I am paid 60c per kilometre and 15 minutes

of paid time. The other 14 minutes is unpaid.

m. I spend two hours with a client, a man who is 82-years-old, from 3.00 to

5.00pm. This client has dementia. He lives with his wife. I provide

domestic assistance by cleaning the house for this client.

n. I then go to my next client in Blackburn for 45 minutes, between 5.30 and

6.15pm. This client is about 12km away from my fifth client, and the drive

again takes me close to 30 minutes depending on traffic. Again, I am paid

60c per kilometre and 15 minutes of paid time. The other 15 minutes is

unpaid.

o. This client is an 82-year-old man. This client has a few issues. He is very

obese, has some heart problems and is a falls risk. He is also incontinent.

Because of this, he requires a shower every morning and evening. I see

him for his evening shower. This client requires a lot of assistance, he

can’t do much by himself. When I arrive, I get the water ready. The client

can take his shirt off himself and does so. I then have him stand up next

to the bed and hold on to his walker to steady himself. I then pull down his

pants and incontinence pad. I also remove black compression braces from

the client’s legs, which are secured with Velcro. He then walks slowly into

the shower. I then help him wash – this is very personal work as he needs

assistance washing every part of his body.

p. I then dry this client off as much as I can inside bathroom before I have

him walk slowly back to sit on his bed. This client spends a lot of time

sitting and tends to rest his elbows on his chair throughout the day. So, he

has pressure sores on his elbows. He also generally has very dry skin.

So, after his shower I apply cream to his legs and elbows. I then attach

sheep skin pads to his elbows – which fasten with Velcro – to protect his

elbows. I then put his t-shirt on and get his pad and jocks ready around

his feet. I then have him stand and steady himself on his walker while I

pull up his pad and jocks.
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q. I also have to prompt this client with medication. He has different types of

medication to take at various times of the day. The medication is contained

in a plastic roll divided into sections with the time to be taken. There is also

a medication form in a folder which is kept on his kitchen table with the

medication. I check the role to make sure he has taken his day-time

medications and prompt him to remember to take his evening

medications. I then note this on his medication form.

r. Recently, when I was with this client one evening, I noticed he had not

taken his medication scheduled for 12.00pm that day. I pointed this out to

the client, and we sat down and discussed what he thought he should do.

The client told me one of the medications he’d missed was for his heart,

the other was Panadol. We decided he should probably take the heart

medication, however as he was due for another dose of Panadol that

evening, that he should not double-up by also taking the Panadol he’d

missed earlier in the day.

s. Recently, this client’s doctor changed his medication schedule from four

lots of medication a day to five. While this client has reasonably good

cognitive function, he has some short-term memory problems and this

change has really thrown him, meaning he has become prone to forgetting

a dose throughout the day.

t. I sent an email to the office which I asked to be passed on to this client’s

case manager, explaining what had happened with the missed medication

and my concerns around his forgetfulness.

u. Before I leave this client, I also usually check his bins and take out

anything that’s getting a bit smelly. I also check his washing. In his

bathroom there’s a front-loading washer and a dryer. If there are clothes

in the washer, I take them out and pop them into the dryer. If there are

clothes in the dryer, I take them out and fold them. I might also put

something in the microwave for him to eat before I go.

v. It is hard to get away from this client in 45 minutes. There is a lot to do,

and often he gets distracted with talking and I have to keep reminding him

to keep on task which can slow things down further.
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w. As it happens, this Monday when I saw this client, I thought he looked

terrible when I arrived. He was very pale, and his breathing was laboured.

I asked how he was, and he told me he felt terrible and had vomited on

the weekend a couple of times. He said he didn’t want to go to the hospital,

but I said I felt we should have him checked by the ambulance. As I had

previously had to call an ambulance for this client before in similar

circumstances (when it turned out he was suffering congestive heart

failure), he reluctantly agreed with me. The ambulance came and took him

away. On this occasion I went 15 minutes over my shift.

x. I then head home. My drive home from this client is about 17km long and

takes me around 30 minutes. So, I arrive home at about 6.45pm. I don’t

receive any pay or kilometre allowance for this drive home.

36. Most of my days are a variation of the above. They are usually quite long days

with clients scheduled one after the other. This means I am under time pressure

throughout the day to ensure I don’t fall behind.

37. Driving in the metropolitan region, traffic can be a big problem in non-lockdown

periods. Often, we are not left enough time to get between clients on schedule,

which means I usually feel rushed and stressed and like I don’t always have

enough time to properly care for my clients. Sometimes this means I feel like I

am rushing clients, which I don’t like to do. There are feelings of guilt associated

with this, when you feel like you can’t do enough sometimes and have to rush

off from a client. I like to do a thorough job when cleaning, and to take my time

with clients, particularly those with dementia. But there isn’t always time.

38. For me, the biggest challenges of the job are dealing with sometimes

aggressive clients, managing clients’ families, and the physical and emotional

toll the job can have.

39. I have one client, a 96-year-old man, who can be quite full on. He is very frail. I

provide personal care to him, including showering.

40. Whilst he is very sweet most of the time, during showering and drying, he

becomes extremely agitated. He will swear and carry on throughout, mostly in

Hungarian. However, he also repeats ‘f@$%ing bitch’ in English to me.
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41. In the shower, I have him stand up off his shower chair so I can clean his bottom.

This client in incontinent and has really bad nappy rash from his pads on his

scrotum and groin. His skin integrity is very bad in that area. Before I started

seeing him, no one had noticed this problem. He hadn’t even let his wife get

near the area. His skin was red raw, so it is an area I keep an eye on.

42. This client refuses to have a non-slip mat in the shower. So, I really have to be

very careful and on alert when I stand him up to ensure he does not fall. There

are a lot of things to manage at once.

43. After I have dried the client, I apply cream and powder on his scrotum and groin

to manage his nappy rash. To do this, I have the client lie back on the bed with

his legs spread out. This is very embarrassing for the client as these are his

most intimate areas. However, if I don’t do it, his skin problems there will only

become worse. So, I do my best to reassure him and make him feel as

comfortable as possible. I am quite light-hearted and energetic and try to use

this to make people feel comfortable.

44. Once a week I wash this client’s hair. And I also scrub his dentures and put

them in for him every time I see him.

45. Another big part of my job is supporting clients’ families.

46. As you are in people’s private homes, and helping with very personal things,

you become very close to them and any family they live with. The client I just

described, for example, lives with his wife. She is fantastic. However, because

this client yells out all night, she doesn’t get a lot of sleep. So, I try to help her

out as much as I can while I’m there. I often stay back in my own time if don’t

have to rush off to another client to have a cup of tea with her or to help her

hang out the washing – just to offer her some support and make sure she is

coping ok.

47. I have another elderly client who can be quite moody. My work with him is easier

or harder depending on the mood he is in. Often, he won’t want to have a

shower or let me dry him. I might say to him, ‘come on, I need to dry you’ and

he might say to me something like ‘no, get my f&%$ing singlet’. Most of the time
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I am able to nudge him along, however occasionally he refuses to have a

shower altogether.

48. I often try to use humour with this client. There is a birthday card on his dresser

that says ‘grumpy old git’ on the front. Sometimes when he is being difficult, I

show him that, and he can have a laugh about it. You just have to do your best.

49. I always have to be patient. In this job, you can’t ever have a day when you are

short tempered or fed up, particularly with clients with dementia. Even if am

being sworn at or abused, while it can be difficult to hear, I remember that this

is usually the result of a client’s cognitive decline and not something intentional.

I get it. It is my job to make things as smooth and comfortable for them as

possible, while making sure they get the level of care that they need.

50. Other clients’ behaviour can be more disconcerting.

51. I had one client who had been sexually abused as a child and had some

resultant mental health issues. He exhibited some behaviour that made me

quite uncomfortable. In the shower, he would wave his body in front of me in a

sexual way, and when I was helping him to get dressed, he would ask me to

rub cream into his genitals (when he did not need this and was capable of doing

it himself in any event).

52. While I felt sorry for him as I knew he wasn’t intending to act this way, I also felt

incredibly uncomfortable. Being alone on the job as a home carer means

situations like these can be a bit scary. You can’t call out to someone for help

as you would be able to in a residential facility. In this instance, I wanted to get

out of the situation without causing any problems, while at the same time

making sure the client did not feel embarrassed or lose face. It’s challenging to

deal with situations like these, particularly as you are on your own. After this

incident occurred, I ultimately asked to be taken off this client. I felt awful having

to do this, as I really felt for the client. I felt like I was letting him down.

53. I find as you become close to your clients, you really take on their issues and

feel responsible for their wellbeing. I have clients who tell me they can’t live

without me. You are their chief cook and bottle washer, and you become like

their daughter.
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54. For example, I see a lady in Hawthorn who is 84, and her husband who is 89.

The lady has some health issues including a bad back, and her husband has

Parkinson’s disease and cancer. I help them out with the washing and ironing,

change the beds, and do the cleaning once a week. The lady is starting to need

more help and has spoken to her case manager about needing some personal

care to shower. I have told her I am happy to help her with that. She has become

quite reliant on me and has told me she can’t live without me.

55. With clients like these, I really take it on. I rarely take any time off work because

I don’t want to let down my clients who rely on me.

56. Dealing with issues within families and between family members can be

challenging, too.

57. I have one client who will be 99 in October. She is very socially isolated and

tells me she marks days down in the calendar until I’m coming.

58. This client was living in the country, but after a stint in hospital moved to her

daughter’s place in Melbourne. She and her daughter don’t see eye to eye,

unfortunately, and so she relies on me for her social connection and someone

to talk to.

59. This client loves gardening, and I often spend time with her in the garden talking

and sharing cuttings and the like.

60. However, the client often complains to me that her daughter does not spend

any time with her. It puts me in an awkward position because while I want to be

there for her, I am conscious of being in the middle of family issues. On one

occasion, the client’s daughter bailed me up at the front door and told me she

wanted me to discourage her mother from talking badly about her.

61. It is difficult for me to manage. While I want to respect the daughter’s wishes

and not end up in the middle of family issues, I also know how much her mother

relies on me as someone to talk to and I am conscious of not wanting to offend

her or make her feel ashamed or to shut her down. If, for example, the client

complains about her daughter not spending time with her, I try to explain to her

that her daughter is working very hard and to try to understand it that way. I try

my best to be balanced.
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62. What this client needs more than anything, in my view, is social interaction. I

would love to be able to take her out to have coffee or go to the nursery.

However, because this client is a DVA client, I am not allowed to take her

anywhere in my car. It is heartbreaking to not be able to provide a client with

the care you know would help them, but often my hands are tied.

63. I usually go over time with this particular client, as I usually feel like I don’t want

to leave her. She is very isolated. She used to live in country and has not had

an opportunity to build any connections in Melbourne as she never gets out.

Apart from me, she really only has one other person she can ring on the phone

and talk to. She gets very sad when my time with her is up and doesn’t want

me to leave.

64. Often, I need to provide care beyond what I am supposed to provide to clients,

and the job can also be very emotionally challenging.

65. I have one client, a lady of 91 with dementia, who I have been seeing now for

12 or 13 years. She used to be a very capable woman. I have always visited

this client to provide domestic assistance in the form of cleaning.

66. However, around a year ago, her husband died at the age of 96. Since that

time, my role has completely changed. She has really struggled with grief and

cries a lot. I feel like I am her grief counsellor a lot of the time. Whereas before

she was managing well, now most of the time when I arrive, she is still in bed.

I usually have to knock on the window and yell out to wake her up.

67. While I am only meant to provide cleaning services, I now also get her some

breakfast and coffee, have a chat with her and comfort her if she’s upset and

help her get dressed even though that’s not actually my role. I often go over

time providing extra help beyond the cleaning I am meant to be doing, but there

is no way in good conscience I can just leave her in bed or upset and crying

and not try to help. While she has three daughters who are great, they can’t be

there all the time. I am someone this client has come to trust over 12 to 13

years. We have developed a real bond, and, despite her dementia, she

remembers and trusts me. It is not possible to separate the emotion of that out

of the job.
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68. After reporting back to my employer that my role with and the needs of the client

had changed substantially, I was eventually given an extra half an hour with her

to provide her the additional support. However, this took some advocating for

on my behalf.

69. I have also lost quite a few clients, which is always very hard. Although this is

an inevitable part of working with elderly people, and I have become pretty

philosophical about it over the years, it can still be quite emotionally draining.

70. I recently lost a client of mine who would have been 105 in December. She was

a very social person. I spent every Saturday afternoon with her, giving her a

shower, helping her around the house and providing social support.

71. I remember the first time I was rostered on to see this client. During this visit,

she asked me if I knew how to cook a chicken. As it turns out, another carer

had done her shopping for her and bought her a whole chicken rather than

chicken pieces.

72. I went to her kitchen and saw she had a wall oven that was being used for

storage. I pulled everything out and helped her get the chicken and some

vegetables into the oven. As this client was tiny – she only weighed 36

kilograms and was around 4 ft 8 inches tall – I thought there was no way she

would be able to pull a heavy pan out of the wall oven by herself safely. So, I

stayed with her for an extra two or three hours in my own time to help. Once

the chicken was done, we divided it up into several smaller meals for her to

keep in the fridge.

73. With a lot of elderly clients, they live on microwave meals or similar. I was very

impressed that this client wanted to cook the chicken. I know that digestion

starts with smell, so I thought this would also be good her appetite and be very

nourishing. So, while this was beyond what I was meant to be doing with this

client and extended well into my own personal time, I wanted to help her.

74. Since COVID-19 came about, this client had been quite restricted in what she

could do due to ongoing restrictions in Victoria. She was a religious lady. At

Easter, she wasn’t able to get to church, so I asked her if she would like me to
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read the bible to her. I found a section and read to her for an hour. She sat there

and listened with her eyes closed and was extremely appreciative.

75. This client was desperate to stay at home until she died. I wanted to do

everything I could for her to make that a reality.

76. Recently, she ended up in hospital with stomach problems. Because of COVID-

19 restrictions, I wasn’t able to visit her during our usual Saturday afternoon

slots. I was, however, able to ring her a couple of times. After a few weeks, I

received a message from her daughter informing me she had passed away.

77. I was really sad for her that she hadn’t been able to pass away at home as she

had wanted to. While she’d had a long and full life, I still felt very sad about her

passing as we had become very close, and I’d come to know a lot about her

life. I miss her very much.

78. There have been a few times when I have arrived at a client’s place and the

client has not answered the door. When this occurs, I ring work and they direct

me to get into the house using a key safe. You never know what you might be

walking in to. Just like when we lose clients, nothing can really prepare you for

these parts of the job. It is just expected that we deal with these sometimes

highly stressful and emotionally draining situations and get over things and

move on quickly. We aren’t provided much support other than access to an

EAP.

79. The job is go-go-go and involves a lot of physical strength and endurance.

Working six days is hard enough, but on stretches when I have worked seven

days for several weeks in a row, I have been totally physically exhausted. I also

find my right thumb and wrist are sore most of the time from vacuuming.

D. Changes in work over time

80. Back when I was getting into the sector, the average age of people going into

residential aged care was around 74, 75. They were usually still fairly

independent, and could manage their own showering and driving and so on.

81. This has really changed dramatically over my time in the sector. Now, the

average age of people going into residential care is around 92 years old as far

as I understand it, and residents have high care requirements by that time.
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82. People are staying in their homes a lot longer. Because of this, people in home

aged care have become more and more frail, with more complex needs.

83. I also think that the demand for home care has increased, as I am working more

now than I ever have and have to rush more than I ever used to.

84. We are also struggling to attract new carers. We’ve lost lots of carers in recent

years, and the company can’t seem to be able to replace them. This means

there is more work for those of us left to carry. I receive emails or calls almost

every day asking me to do extra shifts. I am often asked to work on my one day

off, or to work into the evening.

E. Impacts of COVID-19

85. I have found the work much more stressful since the start of the pandemic. I

am always worried about unknowingly bringing the virus into my clients’ homes

given their vulnerability.

86. There have also been changes in our PPE requirements.

87. We are now required to wear masks, goggles and gloves at all times with

clients.

88. This has made the work more challenging on several fronts.

89. Given the physical nature of the work, it can be quite difficult to catch your

breath when wearing a mask. This is particularly so when doing physical tasks

like vacuuming and mopping, and manoeuvring clients in and out of the shower,

for example. This is worse in hot weather.

90. The goggles also make things difficult. They become foggy when worn with our

masks and make it very hard to see. When showering clients this is even worse.

91. The PPE has also made communicating with clients more difficult. Most of my

clients are hard of hearing, and our communication relies to an extent on lip

reading. With a mask on, this is not possible and so I have to almost yell now

to communicate with most clients which isn’t ideal, and quite tiring for my voice.

92. The masks also present a challenge for clients with dementia. I had one lady

who lived with her family who had very advanced dementia. She communicated

visually and found it very distressing having her carers’ faces suddenly covered
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by masks and goggles. She did not have an understanding of the pandemic or

why this was required. Her son begged me to please take my mask off as his

assessment was that the upset it caused his mum outweighed the potential risk

of not wearing a mask. This put me in a very difficult situation.

93. The pandemic has also had a devastating effect on many of my clients, which

has changed the nature of my interactions with them. For example, I had one

client who used to visit an Italian club two or three times per week and had done

so for the last 20 years. It was really important for her in terms of socialisation

and connections, and also provided limited opportunities for respite for her

daughter. However, she hadn’t been able to do that for some time. This has

really impacted her emotional and mental wellbeing and has meant I have had

to try to fill this gap for her in providing that support.

94. Another client of mine, a 101-year-old lady, just cries all the time now because

she doesn’t get to see her great-grandchildren anymore. At that age, every little

bit of time is crucial. I have found I am providing a high level of emotional

support to her as a result.

95. Another one of my clients used to go on bus trips all the time with the council.

Since this has not been possible, I have seen a real decline in her in cognitive

capacity – her memory is not what it used to be. Her physical health has

declined too. She is slower and sorer than she used to be when she could get

out and about.

96. I saw this with my own elderly father. He used to be a very active and outgoing

person. However, when COVID came, he became a hermit. He was too scared

to go anywhere. He ended up sitting in a chair 24 hours a day glued to the news.

Within about a month and a half, he had declined to the point he was suddenly

riddled with arthritis and always freezing cold and unable to move. I moved him

into my place, and we have worked hard with a geriatrician over the last 8

months to get him back to good health. However, not all of my clients have such

supports available.

97. I have found most of my elderly clients have gone backwards quite quickly and

dramatically during COVID. It is very sad to see and makes the work all the

more challenging.
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F. Financial Pressures and Staying in the Job

98. I got into aged care because I am a caring person.

99. When you know you have had a positive impact on someone’s life, it makes it

all worthwhile.

100. I once went to the wake of a client, a Hindu lady. There were around 200 people

present. I was treated like royalty; her family all knew I was their loved one’s

carer and told me how much she’d loved me. Money can’t buy that kind of job

satisfaction.

101. However, I think the wages paid to home care workers are too low. If we were

paid a wage that was reflective of the work we do, they may be able to attract

new workers to the sector. I think the low wages are often a contributing factor

to why people leave the sector, too.

102. For example, an ex-colleague of mine started teaching driving lessons in his

spare time. He found them much more lucrative and ultimately gave up his carer

job to pursue driving lessons full time. Another one of my clients, a home carer

who had worked in the sector for 25 years, requested a pay rise from (at the

time) Southern Cross on the basis that she had so much experience and felt

she was very good at her job. Southern Cross denied that request and so my

colleague decided to leave the sector altogether.

103. With one of my NDIS clients who has a number of carers working privately for

her, I am aware those carers are paid around $54 an hour, compared to the

roughly $31 per hour I receive which includes my casual loading. It does not

make sense to me why disability support is valued so much higher than aged

care work. Both involve the same level of qualifications, and the work is similar.

104. Similarly, my partner is a builder. Labourers on building sites, who are not

required to have any particular qualifications, can be paid $40 an hour.

105. I had thought when the Certificate III and IV requirements were brought in, this

was meant to put us on a more equal footing across the board whether you had

a Certificate III in a trade or a Certificate III in aged care. However, this is not

the case. It is like because we provide care, it is expected we should do the
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work out of the goodness of our hearts and fair compensation is a secondary

consideration.

106. In addition to the low pay, I am required to provide my own car, maintained, and

kept in good condition, with up-to-date registration and insurance. This is all at

my own expense. While I am paid for some of the time driving between clients,

this caps out at 15 minutes. Given some of my clients are 30 or 45 minutes

apart, this results in many unpaid gaps in my day.

107. I have to pay $2,000 a month in rent. I have an adult son at home with 

 who I support. I can only earn a decent paycheck because I work

myself to the bone.

108. Working six or seven days a week, it is very hard to have a work-life balance.

At times when I have done seven days in a row, I have ended up physically

exhausted.
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STATEMENT OF ANDREW VENOSTA 
 
 

 

I, Andrew Venosta, of 535 Elizabeth Street, Melbourne in the State of Victoria say: 

1. I am a member of the Australian Nursing and Midwifery Federation (“ANMF”) and, 

since November 2019, I have been employed by the ANMF as an Industrial Organiser in 

its Victorian Branch. 

2. Where I refer to a conversation in this statement and I cannot remember the exact words 

used, I have stated my best memory of the words spoken, or the effect of what was said. 

 

Personal details, qualifications and professional background 

  

3. My date of birth is . 

4. I live in Aireys Inlet, Victoria. 

5. I am a Registered Nurse. I completed my General Certificate in Nursing at St Vincent’s 

Hospital in 1988, after which I did a graduate year at the same hospital in 1989. I was 

one of the last hospital-educated nurses. Before my nursing education, I had completed 

a Bachelor of Science at La Trobe University in 1985.  

6. In 1995, I completed a Graduate Diploma in Health Administration at La Trobe 

University. In 1996, I completed a Sterilisation & Infection Control Certificate at 

Mayfield Education Victoria. 

7. After completing my nursing training in 1989, I continued to work at St Vincent’s 

Hospital as an Associate Charge Nurse (a position now known as Associate Nurse Unit 

Manager) from about October 1989 to June 1994. 
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8. In 1992-1993, I was seconded for 12 months to the ANMF as an Industrial Organiser 

located at its Bendigo office. I worked across the region including Bendigo, Mildura, 

Loddon, Goulburn Valley, Murray Valley and Wangaratta.      

9. I then returned to the public and private acute hospital sector in roles which included: 

(a) Employee Relations Officer, St Vincent’s Hospital (June 1992-July 1993) 

(b) Nursing Team Leader, Epworth Hospital (January-April 1995) 

(c) Infection Control Consultant, Royal Melbourne Hospital (April 1995-June 1996) 

(d) Infection Control Coordinator, North Western Health (June 1996-January 1988)  

(e) Senior HR Consultant – Nursing, North Western Health (January 1998-April 1999) 

(f) Year 2000 Coordinator, Melbourne Extended Care and Rehabilitation Service (April 

1999-October 2000) 

10. For most of the last 20 years, I have worked extensively in aged care, either directly in 

the private aged care sector or in sub-acute and rehabilitation services. 

11. From October 1999 to April 2002, I was Chief Nursing Officer at Melbourne Extended 

Care and Rehabilitation Service (“MECRS”). This position, reporting to the General 

Manager, was responsible for the operational management and performance of sub-acute 

aged care and rehabilitation services across a multi-campus program incorporating 

MECRS, Broadmeadows Health Service and Sunshine Hospital. 

12. During this time, I managed the commissioning of new sub-acute and residential aged 

care facilities and the relocation of some services. I also successfully opened 24 new sub-

acute beds in accordance with the Department of Human Services’ winter strategy to deal 

with increased admissions due to respiratory illness. 

 

2002 – 2004: Jewish Care 

 

13. From April 2002 to July 2004, I was the Low Care Manager at Jewish Care. Jewish Care 

is a not-for-profit aged care provider of culturally specific residential and community 

care services for the Jewish Community of Melbourne. At the time, Jewish Care operated 

high care facilities at Windsor, Caulfield and Ashwood, and a low care facility which 

was co-located at Windsor. 

14. Reporting to the Director, Residential Services, my position was responsible for the 

operational management of the 178-bed, low care residential aged care facility at 

Windsor. I successfully restructured the service to ensure the provision of specialised 

nursing care to meet the increasing care needs of residents and to maximise funding under 
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the Resident Classification System (“RCS”). I was also successful in leading the 

accreditation process, with compliance achieved in each of the 44 expected outcomes. 

15. The facility was located in a building which was constructed in the 1960s as a ‘hostel’ 

aged care service. It had multiple levels across two buildings of three and five floors 

each, with a large central dining room on the ground floor and two large communal 

activities rooms, one on the ground floor and one on the fifth floor. The buildings had 

long central corridors with individual residents’ rooms on either side. There was an 

additional small lounge room on each floor. 

16. The accommodation provided were small, single room ‘bed sits’ with a toilet. There were 

shared shower facilities on each floor. There were communal laundry facilities on each 

floor for residents to do their own laundry independently or assisted by staff. There were 

lifts in each of the buildings for residents, visitors, and staff to access the different levels. 

17. The accommodation was designed to cater for residents with low care needs. In other 

words, the residents generally: 

(a) require minimal assistance with hygiene and transferring; 

(b) are able to self-ambulate and access the dining room, activities rooms and outdoor 

areas with minimal assistance; and 

(c) are relatively independent, with many accessing the external community for services 

and recreation. 

18. The facility was a difficult environment for residents and staff to function in, including 

because: 

(a) Beds were not height adjustable and were usually located against a wall; 

(b) Staff could not operate either side of the bed to assist residents with transferring in 

and out of bed; 

(c) The size of the room also meant that moving the bed still did not provide adequate 

space for staff to access the bed area with mechanical lifting aides; 

(d) Bathrooms were designed with shower cubicles with minimal room for aids other 

than a shower chair;  

(e) Assisting residents in the shower with transferring was difficult due to the limited 

space and inability to access the area with lifting machines. 

19. We provided nursing care including assistance with activities of daily living (“ADLs”), 

medications, personal hygiene, and room tidying. Assistance with meals was generally 

undertaken by personal care workers (“PCWs”). Many PCWs had no qualifications, 
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while about a third to a half had a Certificate III in Health and Aged Care. There were 

four or five PCWs for each unit of approximately 60 residents. 

20. Initially, there was one Registered Nurse (“RN”) and two Enrolled Nurse (“EN”) 

Coordinators on the day shift for the entire facility. There was one RN on each of the 

afternoon shift and night shift. Sometimes, an EN was also rostered on an afternoon or 

night shift, but not consistently. 

21. The building layout provided challenges for PCWs, as they would be allocated to 

residents across two floors, while also trying to ensure there was a team-based approach 

to providing care for residents (e.g. where a resident required assistance from two staff). 

22. The documentation system was entirely paper based. All progress notes, care charts, 

doctors’ notes, medication orders and medication charts were hand written and filed. 

23. Due to the increasing frailty and care needs of residents, I reviewed the staffing structure 

at the facility in my first year there to enhance the skill mix of the clinical care staff. 

Significant changes were made, including: 

(a) The 178-bed low care facility was divided into three ‘units’ based on the 

geographical layout of the buildings, with approximately 59 residents each. 

(b) An RN was appointed to each unit for each morning shift, Monday to Friday. 

(c) An RN ‘in charge’ was rostered each afternoon and night shift for the whole facility. 

(d) An EN was rostered in each unit on each afternoon and night shift.  

(e) PCWs were generally rostered to the same unit for all of their shifts, as a way of 

promoting continuity of care, a team-based approach and consistency of supervision.  

24. Each RN was now effectively a ‘Care co-ordinator’ for each of the three units. Key 

aspects of that role included: 

(a) Resident assessment and care planning. 

(b) Ensuring RCS assessments were completed, up-to-date and timely to ensure that care 

funding was maximised. RCS was the funding tool used at the time for 

Commonwealth residential aged care subsidies before the Aged Care Funding 

Instrument (“ACFI”) was introduced in about early 2008. Funding under the RCS 

was based on an annual assessment of resident care needs. However, the rules 

provided for additional assessments where there was a significant increase in a 

resident’s care needs. The onus was on the provider to produce evidence of an 

individual resident’s care needs by way of clinical documentation. 

(c) Staff supervision. 

(d) Participation in quality assurance activities (e.g. auditing). 
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25. The rationale for the new structure was to enhance the clinical skill mix, improve the 

day-to-day supervision and management of clinical care, minimise clinical risk and 

maintain compliance with the ‘health and personal care’ standard of the aged care 

Accreditation Standards (“the Accreditation Standards”). 

26. Over time between 2002 and 2004 at Jewish Care, the number (equivalent full time) of 

PCWs rostered was progressively increased in response to increasing care needs 

indicated by incident reporting and feedback from residents, their families and staff. 

 

2004 – 2006: Lionsville 

 

27. From July 2004 to February 2006, I was the Chief Executive Officer and Director of 

Nursing at Lionsville in Essendon, Victoria. Lionsville was a standalone, community-

based, not-for-profit provider of residential aged care services. 

28. I was responsible for the operational management of 78 low care residential aged care 

beds and 90 independent living units (“ILUs”). A key aspect of this position was to 

provide governance support to the Board of Management, including regular reports on 

operational performance, service highlights and risks to ensure that our strategic 

objectives were met. 

29. Some of the achievements of my time at Lionsville were: 

(a) Implementation of a new policy and procedure framework to ensure compliance with 

regulatory requirements and the Accreditation Standards. 

(b) Completion of education gap analysis and implementation of training programs. 

(c) Successful accreditation with compliance in each of the 44 expected outcomes. 

(d) Recommendations to the Board regarding the Site Master Plan and the long-term 

strategic direction of the organisation. 

30. The facility was located in a building constructed in the 1960s and, like Jewish Care’s 

Windsor facility, was originally built as a ‘hostel’ aged care service. It was a single level 

building with a large central dining room, communal activities room, and lounge room. 

31. The floor plan was comprised of four wings or units: 

(a) One wing of about 30 resident rooms, built around an internal courtyard. In this 

wing, all rooms were single rooms with a shared ensuite (shower and toilet) between 

two rooms. 
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(b) A second wing of about 30 resident rooms, which had been built as a later addition 

to the initial facility. All rooms were single rooms with full ensuite (shower and 

toilet). 

(c) Two secure dementia care units of 12 and 6 beds respectively, which had also been 

added to the initial facility. These rooms were all single rooms with an ensuite. 

32. The accommodation had adequate space for staff to work around the bed, though the 

rooms were smaller by my comparison to more modern aged care facilities. There was a 

single laundry. 

33. The accommodation was designed to cater for residents of low care needs and shared 

very similar environmental and care challenges to those I experienced at Jewish Care 

which are described above. 

 

2006 – 2019: Churches of Christ, Mayflower and VMCH 

 

34. During this period, I held various facility management, regional management and 

executive management roles with Churches of Christ Care (in Victoria and Queensland), 

Mayflower Group (in Victoria at facilities in Brighton and Reservoir) and Villa Maria 

Catholic Homes (“VMCH”) (as foundation manager of a new facility at Torquay, 

Victoria). 

35. At various times in this period I was responsible for the operational management of 

modern purpose-built aged care facilities including: 

(a) Churches of Christ Care Arcadia, Essendon – 103 residential aged care beds and 33 

ILUs. 

(b) Mayflower Brighton – 150 residential aged care beds and 80 ILUs. 

(c) VMCH Star of the Sea, Torquay – 96 residential aged care beds. 

36. Each of these facilities was purpose-built and designed with the ‘ageing in place’ model 

of care in mind. About 15 years ago, this had become a popular model in the industry 

and a focus of government policy. It is based on the concept that aged persons should be 

able stay where they are (at home in the first instance) rather than move somewhere else 

to get the care they need. The facilities and rooms were designed to enable residents to 

progress from ‘low care’ to ‘high care’ without the need to move to a different facility. 

37. The facilities had large single rooms with full ensuites including disability access. 

Overhead tracking was inbuilt in each bedroom to enable hoist transferring of residents 

from bed to chair to toilet/shower, without the need for portable lifting machines. 
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Ensuites were designed to be wheelchair accessible and to enable staff to have access to 

both sides of the toilet so that two staff could assist with mobility and transfers. 

38. Bedrooms had inbuilt TV cabinets with smart TVs. They were quite spacious with room 

for two or three armchairs and space around the bed. Beds were electric ‘Hi-Lo’ height 

adjustable to facilitate resident care, minimise falls risks, and supported occupational 

health and safety with respect to manual handling practices. 

39. The facilities were also designed with large secure wings with secure gardens for the care 

of residents with dementia and complex behaviours. There were large outdoor gardens 

to encourage residents to participate in outdoor activities or venture outside with families 

and visitors. 

40. There were large communal lounges and activities areas to enable large group activities, 

while there were also small lounge areas to offer privacy and intimacy for residents and 

their families and visitors.   

41. Spacious dining rooms were designed for a buffet style service which encouraged 

residents to help themselves and serve their own meals. Alternatively they could have 

their meals served by staff. The dining rooms also had facilities to enable residents and 

families to prepare or heat their own meals if they preferred or as needed. The reality was 

that the majority of residents did not have the functional capacity to self-serve their meals 

and required meals to be plated and served to them by the staff. This would require care 

staff to serve meals to the dining tables. 

42. Modern aged care facilities are often marketed as apartment or hotel style living. Many 

residents now expect to receive certain services, such as meals, in their own rooms rather 

than coming to a central point. This has added to the workload and responsibility of 

nurses and PCWs because more resources are diverted to these services which mean 

fewer resources are available to provide care and services to other residents down the 

line. 

43. Due to the large footprints of these facilities, together with the single room 

accommodation, residents would be widely dispersed throughout the facility at most 

times. This would make observation and supervision of residents difficult. 

44. The newer facilities are part of a growing trend in residential aged care to modernise 

infrastructure, give residents more privacy (both personally and in their interactions with 

family members), as well as making the facilities more suitable for the increasing acuity 

and frailty of the resident profile (e.g. inbuilt lifting equipment, wider corridors and larger 

doorways). 
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45. This modernisation has had its downsides. Residents who are unwell or choose not to 

engage in activities often remain in their rooms and potentially become quite isolated. 

This places a greater onus on the nurses and PCWs to monitor the residents and support 

them with one-on-one time to minimise isolation and loneliness. 

 

Increasing complexity of clinical care 

 

46. In my time at Jewish Care and Lionsville, it became apparent that the facilities were 

struggling with the increasing care needs of residents. 

47. The increasing incidence of co-morbidity and frailty would be evident with decreased 

mobility and dexterity, increased falls risk, and increased requirement for assistance with 

ADLs and hygiene. Residents would also have increasing clinical needs related to wound 

management, continence management, pain management, palliative care, medication 

management, nutrition and hydration, dementia, behavioural management, access to 

specialist medical services, and oral and dental health. All of these increased needs 

contributed to a greater complexity in care planning generally. 

48. It was becoming more common to refer prospective residents directly to other high care 

(nursing home) facilities. This was difficult as it required giving advice to families and 

referral to alternative facilities in the local area. 

49. Often residents with increasing high care needs would remain in the low care facility, 

and there would be an increase in the number of hospital admissions for these residents 

so that they could receive the necessary care. 

50. In my role, I often had to communicate with high care facilities about their capacity and 

availability to accept transfers of residents. Based on my interactions with high care 

facilities at the time, it appeared that such facilities were experiencing a similar change 

in acuity. The patient profile included fewer low care residents and many residents had 

more complex medical conditions. 

51. Over the 2000-2010 period, the aged care sector changed dramatically. The distinction 

between ‘low care’ and ‘high care’ was rapidly disappearing. The sector could no longer 

be neatly divided between ‘hostels’ and ‘nursing homes’. That distinction was finally 

abolished by the Commonwealth in 2014 and they are now all universally referred to as 

residential aged care facilities. 

52. But the actual changes on the ground were occurring over the 15 years leading up to that 

change in nomenclature. ‘Low care’ residents were frailer and had more co-morbidities 
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on entry, they were less ambulant and had a shorter average length of stay. This trend has 

been accelerated by a focus, since about the mid-2000s, on older people being supported 

to stay at home for as long as they are able. 

53. This ‘ageing in place’ model of care was a radical shift in approach to caring for aged 

persons. The intention was that the care would adapt to the aged person ‘in place’, rather 

than them having to move to get the care they need. In my experience, it did not result in 

people staying at home for very much longer in practice – sometimes only a few months 

or up to about two years. But it did mean that, by the time they arrived at the residential 

facility, they were generally less well and frailer than would have been if they were 

admitted earlier. 

54. Residents are now entering residential aged care facilities when they are already 

extremely frail and have multiple comorbidities, particularly in the last ten years or so. It 

is common to see a rapid deterioration in a resident’s health not long after they arrive 

because they were already so sick. This has been an ongoing trend for many years. 

55. There has been a significant increase in residents admitted directly from hospital because 

they cannot return to their previous place of residence. Residential aged care has become 

a place of last resort, rather than a place where a relatively active older person might 

choose to live. This is consistent with what was envisaged in the ‘ageing in place’ 

strategy. 

56. Over my almost 20 years in residential aged care, I have seen the average length of stay 

of residents reduce significantly from about five years on average to about three years. 

Many residents now stay for just a few months because of their frailty on entry. 

 

Consumer directed care 

 

57. In or about 2012, ‘consumer directed care’ was introduced as part of reforms across the 

sector. In the most general terms, consumer directed care is about ensuring that aged care 

residents are consulted and have choice with respect to the delivery of their care. 

58. While the philosophy of resident choice has been promoted in aged care for many years, 

the ‘consumer directed care’ model introduced a renewed focus. For example, residents 

will have the right to choose what time they have a shower, their meals, what time they 

go to bed. This is an alternative to the more old fashioned task-orientated approach to 

nursing, particularly to assistance with ADLs and hygiene. It represents a significant 
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challenge for an understaffed workforce which is time-poor and struggles with the day-

to-day workload. 

59. During my work with PCWs, they would often refer to the number of ‘showers to be 

completed before breakfast’. I would regularly remind them, encourage them and 

sometimes direct them to do away with the daily shower lists and consult with the 

residents to determine their wishes. This model of care is now enshrined in the Aged Care 

Quality Standards, and continues to represent a significant challenge to PCWs as they 

have to somehow find the time to consult with each resident about how to deliver their 

care. As with all aspects of the work to be performed, this again needs to be supported 

with more training to upskill PCWs for such purposes. 

 

Dementia care 

 

60. During my career in aged care, managing and caring for residents with dementia has been 

a constant but increasing challenge. Early in my career, facilities had secure dementia 

units, which were usually a dedicated wing with a secure entry to prevent residents within 

the unit from unsupervised access to the general care areas. 

61. Residents would be confined to the area of the unit. They were generally confused and 

had a tendency to wander. I do not recall dealing with issues of physical aggression and 

violent behaviours earlier in my career. The confined space of the unit would allow the 

residents to be readily observed and assisted by staff. 

62. Over the more recent years, there has been an increasing prevalence of residents 

exhibiting aggressive and, at times violent, behaviour. Considerable time has been 

invested by the RNs in managing these issues including by referral to specialist services 

for assistance. 

63. The current purpose-built facilities commonly have dementia units, designed for small 

groups of residents. As an example, VMCH Star of the Sea had a secure unit to care for 

16 residents with identified behaviours of concern such as intrusive wandering and 

aggression. The unit had a very large footprint with external gardens and a courtyard 

garden. The design enabled residents to wander corridors in a circuit, without coming to 

dead ends, to reduce agitation. 

64. The model of care was based on giving the residents their own space and utilised the 

Montessori principles of care. This involved assessing a resident’s functional capacity 

and designing lifestyle activities that would engage them. 
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65. Despite improvements to the built environment, there are still many challenges for care 

staff when caring for residents with dementia. 

66. It is now more difficult for the PCWs to provide care and supervision of the residents as 

they are often out of sight. This requires the PCW to frequently monitor all areas of the 

unit to ensure residents are safe and engaged in an activity. 

67. Due to the nature of their role, such as assisting with ADLs and attending to hygiene, 

PCWs are particularly exposed to extreme behaviours, including physical and violent 

aggression, which may result in physical and mental health injuries. Training is now 

provided in how to identify, manage and de-escalate these incidents. 

68. At VMCH Star of the Sea, PCWs would be rostered in this unit based on their ability and 

willingness to work in this environment. Staff who did not have the right attributes would 

be rostered in general care areas. Even then it was not unusual for PCWs to experience 

burnout and emotional fatigue from working in such an environment. We would rotate 

staff through the unit to the best of our ability. 

69. In this challenging environment of complex clinical care, staff would often be engaged 

in managing difficult family members dealing with grief, denial of their loved one’s 

condition, and having unrealistic expectations regarding care outcomes. PCWs were 

particularly exposed to this issue as they were most visible on the floor of the facility and 

would be approached to discuss resident care. The PCWs were required to refer any 

family enquiries to the RN. But they would often still bear the brunt of anxious, 

concerned or angry family members. 

70. VMCH invested in training and resources to ensure staff had appropriate skills and 

understood the Montessori model. While staff were engaged with the model, the 

principles were difficult to implement due to staff turnover, the need to back-fill staff to 

attend training, and complex resident behaviours. PCWs were constantly challenged in 

responding to resident care needs. 

 

Infection control 

 

71. Early in my career, before I entered the aged care sector, I worked as the Infection Control 

Consultant at the Royal Melbourne Hospital. This experience provided me with an 

advanced level of knowledge for the application of infection control in the aged care 

setting. 
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72. In accordance with the Accreditation Standards, aged care facilities were required to 

demonstrate adequate systems and processes to manage infection control. At the earliest 

stage of my career in aged care, this typically involved annual mandatory training in 

handwashing and other basic principles such as the application of standard and additional 

precautions to deal with exposure to body fluids and substances, as well as a policy and 

procedure framework addressing these principles. 

73. Over the years, this has evolved with increasing attention from regulators on managing 

respiratory infection and gastrointestinal infection outbreaks. There are now annual 

influenza vaccinations for staff and residents, detailed procedures for the lockdown of a 

facility and isolation of residents, and a requirement to maintain a stock of appropriate 

personal protective equipment (PPE). There has been a substantial increase in reporting 

requirements to regulators and staff training on these subjects. 

74. Periods of lockdown in response to respiratory and gastrointestinal outbreaks would 

place added pressure on staff, with residents isolated in their rooms, all meals to be 

provided to their rooms, increased emotional support provided to residents, and 

ultimately increased workload pressure on all levels of care staff. Further to this was the 

risk of staff illness requiring staff to take sick leave, and then the challenges of workforce 

management and covering shifts on the roster. 

75. Since the onset of the COVID-19 pandemic, I have seen these issues coming to a head 

with an even greater need for specific training regarding advanced PPE and lockdown 

procedures, screening of staff and visitors, workforce management issues, and 

extraordinary pressure and stress on staff. 

76. In my current role with the ANMF, I have supported members working in the aged care 

sector on many occasions with respect to issues such as unavailability of PPE in the 

workplace, inadequacy of infection control training, single site employment 

arrangements, underpayment of dual employment subsidies, and issues related to 

suspected exposure to COVID-19. In most instances these matters require significant 

emotional support and at times referral to support services such as counselling. 

77. While infection control has always been a part of aged care, the regulatory focus, 

compliance requirements, documentation, reporting and training around infection control 

and outbreaks have increased markedly in the last 20 years, and especially now as a result 

of the COVID-19 pandemic.   
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Independent living units (ILUs) 

 

78. Arcadia Essendon and Mayflower Brighton had ILUs as part of an integrated model of 

care. This is intended to facilitate a transition from independence to residential aged care 

for residents. There is a nurse call system which enables staff to respond to the ILUs if a 

call bell is activated. The units are like regular apartments and are not designed for the 

care of residents who are frail or disabled. 

79. The staff would respond to incidents in the ILUs, most commonly residents who had 

fallen, which sometimes resulted in injury and required assessment and transfer to 

hospital. Often this would require equipment from the aged care facility, such as the 

lifting hoist, to deal with the situation. 

 

Regulation and funding 

 

Aged Care Accreditation Standards 

 

80. The Accreditation Standards were replaced a couple of years ago by the Aged Care 

Quality Standards. They are based on similar concepts directed to ensuring the quality 

and safety of aged care services. The Accreditation Standards were in force for almost 

all of my time working in the sector. The Accreditation Standards were comprised of: 

(a) Management systems, staffing and organisational development; 

(b) Health and personal care; 

(c) Care recipient lifestyle; and 

(d) Physical environment and safe systems. 

81. The four standards were underpinned by 44 expected outcomes. 

82. The ‘health and personal care’ standard was, in my experience, the most complex 

standard to manage and maintain as the provider was required to satisfy the relevant 

expected outcomes for all residents in an environment when care needs are specific to 

the individual and are constantly changing. This has been an ongoing challenge in the 

aged care sector throughout my career. 

83. During my time as at Jewish Care and Lionsville, it became evident that resident care 

needs were increasing and becoming more complex. This was the case both with existing 

residents as they aged and with new residents as they were admitted. 
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84. The Accreditation Standards required the provider to have systems in place to effectively 

manage these multiple health issues for each individual resident. As a result, RNs and 

ENs have had to develop higher skills in areas such as resident assessment and 

documentation. A failure to demonstrate each of the outcomes for each of the residents 

would constitute non-compliance with the Accreditation Standards. 

85. While the accreditation process was conducted on a three-year cycle, providers were 

expected to maintain compliance 24 hours a day, 7 days per week and could be subject 

to unannounced visits by the then Aged Care Standards and Accreditation Agency 

(“ACSAA”). Such unannounced visits started in the early 2000s and contributed to me 

experiencing more stress and the feeling that ‘every day is accreditation day’, putting 

additional pressure on RNs and other staff.  While the regulator, residents and families 

should of course expect the facility to be meeting all standards at all times, minor 

problems will inevitability arise which might cause even the highest quality facility to be 

temporarily non-compliant. Absolute compliance at every moment is a very difficult 

expectation to meet.  

86. Often a critical point would be reached where the care needs of a resident escalated to a 

level where the care required could no longer be provided to them in a ‘low care’ 

environment. This would lead to complex discussions with residents and families 

regarding a transfer to a ‘high care’ facility (a nursing home). 

87. The Aged Care Act 1997 (“the Act”) provides for residents to have security of tenure in 

their residential agreement with the provider. The question of a transfer to a high care 

facility could not be forced by the provider as this might be a breach of the Act and the 

Accreditation Standards. Where residents and/or their families did not agree to a transfer 

to high care, the discussions were often very difficult.  

88. While I was at Lionsville, ACSAA was increasing the level of scrutiny over aged care 

services with more unannounced visits. 

89. During one unannounced visit, it was determined that the facility was deficient in the 

‘health and personal care’ standard with the main concerns being: 

(a) Care plans which did not accurately reflect residents’ care needs. In other words, 

residents’ needs were changing, but care reviews, clinical assessments and care 

planning were not keeping pace with the changes. 

(b) Staff were providing care to residents based on their day-to-day knowledge of the 

resident and not based on the documented assessments and care plans. 

(c) Staff needed more training and education with regard to clinical standards. 
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90. In order to address these issues, additional resources were engaged to deliver staff 

training, ENs were rostered ‘off the floor’ to review all residents (i.e. complete new 

assessments) and care plans were updated under the supervision of the RNs. Further, a 

full review and update of clinical policy and procedures was undertaken. 

91. The facility achieved full compliance with the Accreditation Standards at the subsequent 

review by ACSAA. However, the additional resources and rostering arrangements for 

nurses needed to be retained (and were retained) to ensure that the facility continued to 

maintain compliance. 

 

Aged Care Funding Instrument 

 

92. The current Aged Care Funding Instrument (“ACFI”) model is based on the principle of 

‘the higher the care needs, the higher the funding’. Paradoxically, residents with higher 

care needs tend to deteriorate rapidly and, sadly, die more quickly. This results in a higher 

turnover of residents as they pass away. The new residents entering care do not attract 

the same level of funding. 

93. In response to this turnover, staffing is continuously adjusted to manage the constant 

change in resident care needs. This often means a reduction in staffing. 

94. In addition to providing care to residents, RNs and ENs must assess the resident care 

needs at least monthly, or more frequently in response to changing care needs. As each 

assessment is completed, the care plan must be reviewed and updated accordingly. 

95. There is now also an increased pressure and expectation on PCWs to fully document and 

chart the care that has been provided so that this information can be used in completing 

the ACFI care assessments. This is not only about regulatory compliance, but also a way 

of maximising revenue from the ACFI. 

96. The ACFI consists of 12 questions about a resident’s assessed care needs, and two 

diagnostic sections, that require charting and assessment under three ‘funding domains’ 

of ADL, behaviour and complex health care. 

97. A failure to capture the changing care needs of residents with accurate and up to date 

charts, assessment and clinical notes might result in care plans not being reflective of 

resident care needs, potentially not complying with the Accreditation Standards, and not 

maximising funding under the ACFI. 
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98. The ongoing changes in care needs would consistently contribute to a high workload and 

pressure on RNs, ENs and PCWs to maintain care plans and compliance with the 

Accreditation Standards. 

 

Workforce implications 

 

99. In my experience, the aged care sector has always been heavily regulated and, over the 

last 15 years, aspects of that regulation have steadily increased. 

100. I saw the application of the Accreditation Standards evolve over time. While the 

accreditation process operated on a three year cycle, each facility would be scheduled 

one unannounced ‘support visit’ per year, while unannounced visits could occur at any 

time. The process then changed so that a scheduled audit could be taken at any time in a 

three-month window. This had an impact on staff, who would work in a constant state of 

nervous tension waiting for the visit to occur. Providers are reluctant to approve leave 

requests in periods when accreditation visits are expected because they want to ensure 

that they have their key staff and regular care staff on board at the time of the audit. 

101. The RNs played a key role in the accreditation process as their focus was to ensure all 

resident assessments and care plans are consistently up to date. Further, staff training was 

always an essential and key aspect of demonstrating compliance with the standards. 

102. There are a number of requirements under legislation which clinical staff, particularly 

RNs, must monitor to ensure compliance. Examples included requirements under the 

Aged Care Act 1997 (Cth), Occupational Health and Safety Act 2004 (Vic), Drugs, 

Poisons and Controlled Substances Act 1981 (Vic), Health Records Act 2001 (Vic) and 

Privacy Act 1988 (Cth). 

103. The implementation of effective quality management systems was always a fundamental 

aspect of monitoring day-to-day service provision while also ensuring compliance with 

the Accreditation Standards. In my roles, I was required to ensure that scheduled policy 

reviews and quality audits were completed and that corrective action was taken in 

response to any identified gaps. 

104. The RNs play a crucial role in this process and participate in clinical audits with the 

supervision and support of the facility’s Care Co-ordinator and quality support staff. 

105. Mandatory reporting requirements for incidents of elder abuse were introduced in about 

2007. It requires the reporting of suspected incidents of physical assault to the police and 

the Department of Health, and an investigation process. These reporting requirements 
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have now increased further with the recent introduction of the Serious Incident Response 

Scheme (SIRS). 

106. Since 2019, providers have also been required to make quarterly reports to the National 

Aged Care Mandatory Quality Indicator Program on three key quality indictors – 

pressure injuries, physical restraint and unplanned weight loss. Recently, two further 

indicators have been added – falls and major injury, and medication management. 

107. Similar data used to be collected by ACSAA, including at the time of audit or on an 

unannounced visit. 

108. All of these additional reporting requirements place additional pressure on RNs, who are 

the ones required to collate the data and file the reports. While some providers might give 

the RNs time off the floor to undertake such tasks, many providers expect RNs to 

complete this additional work in the course of their normal duties. 

 

The nursing care team 

 

109. The ‘care plan’ is the central pillar for the provision of care to residents in the aged care 

sector. Care planning was also a key outcome of the Accreditation Standards. It is the 

key point of reference for all levels of care staff with respect to the care to be provided 

to the resident. During the early years of my career it was largely the role of the RN to 

review residents’ care needs, complete assessments, and update care plans. The EN 

would support the assessment process under the supervision of the RN. 

110. When I was at Lionsville, the nurses would provide general care including assistance 

with ADLs, mediations, hygiene and room tidying. Assistance with meals was 

undertaken by PCWs who also managed the residents’ laundry needs. Many PCWs had 

no qualifications, but some of them had a Certificate III qualification. By this time, there 

was an increased focus on staff having a qualification, but it did not become widespread 

across the industry until after 2007. 

111. Over the years, the increasing complexity of residents’ co-morbidities, frailty and care 

needs has required the entire care team to adapt. There is now a much greater reliance on 

the ‘care team’ as a whole. RNs have to rely on PCWs to be observing changes in resident 

care needs and reporting these changes to the RNs. PCWs are expected to report to the 

RN about changes in skin integrity, wounds, oral intake, behaviour, and other signs and 

symptoms which might indicate a deterioration in condition such as fever, coughing and 

conscious state. 
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112. ENs are now supporting and supervising PCWs while also supporting the RNs by 

contributing more to clinical care such as wound care, monitoring diabetes and 

contributing to documented assessments. 

113. RNs are now working in a supervisory role, not dissimilar to that of a Nurse Unit Manager 

in the acute setting. RNs on the floor will ‘run the unit’ with responsibility for ensuring 

all staff are providing the care as prescribed by the care plans, and ensuring resident care 

is reviewed, assessments are initiated and completed, and care plans are updated as 

required. 

114. This represents a substantial change and increase in the expectations and work 

requirements of RNs, ENs and PCWs with respect to managing resident care over the 

past 15 to 20 years. 

115. There has been significant change in the health system generally and model of care in 

residential aged care, with an emphasis on reducing hospital admissions from residential 

aged care facilities and an expectation that residents will remain in the facility and be 

treated with their complex clinical care needs and end-of-life care. 

116. I have often reflected over the years that the residents now entering aged care have very 

similar complex clinical care needs to patients I nursed in the medical wards of hospitals 

in the late 1980s and 1990s. 

117. Currently in residential aged care, it is not uncommon to treat residents with intravenous 

therapy for antibiotics, syringe pumps for complex pain management, indwelling and 

suprapubic catheters, subcutaneous hydration and PEG feeds. This clinical management 

requires a level of complex nursing knowledge and skill that would be applicable to 

nursing patients in the acute hospital setting. 

118. Over the past 15 years, there has also been a significant shift in the approach to palliation 

of residents in aged care. Previously, residents were commonly transferred to hospital for 

end-of-life care, particularly if complex pain management was necessary. It is now 

expected that these residents should be palliated in their ‘home’ environment (i.e. the 

residential aged care facility). 

119. This trend has been supported and reinforced by a focus on Advanced Care Planning and 

honouring the wishes of residents and their families. This creates new challenges 

because, while we want to honour those wishes (e.g. to stay in the facility no matter 

what), it also presents significant challenges to the resources and skills of the facility. 

120. As a Manager at VMCH, I would try to tweak the staffing up a bit to support a palliating 

resident, and also try to bring in external expertise (e.g. regional Palliative Care Services 
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such as Barwon Health) where available.  But it inevitably calls for a greater level of 

knowledge and responsibility from the nurses of the facility, who will not be able to rely 

on external support throughout the whole of the palliation process. 

121. This expectation for end-of-life care to be provided at the aged care facility also 

contributes to what I observed to be higher levels of emotional stress for the nurses, and 

the PCWs who in most cases have not been provided with training and acquired the 

appropriate skills to deal with end-of-life care and the issues around death, grief, and 

providing emotional support to families and loved ones. 

122. This has necessitated the upskilling of PCWs with respect to providing end-of-life 

‘comfort care’ as the standard of such care is much higher than used to be expected of 

PCWs only 15 to 20 years ago. 

123. Ongoing training for RNs and ENs is required with respect to the pain management, 

subcutaneous hydration and clinical documentation required to manage palliative care 

and providing emotional support to families while consulting with them regarding the 

care of their loved one. 

124. RNs working in acute hospital settings ordinarily work in areas or wards of specific 

clinical disciplines such as specialist medical, specialist surgical, intensive care, 

oncology, midwifery, emergency and so on. The patient care pathway in these settings 

will have specific goal settings related to medical interventions and nursing interventions 

with the usual path being recovery leading to discharge. 

125. In the aged care setting, residents often have complex co-morbidities and there is no 

defined pathway leading to eventual recovery. The resident will often experience a 

gradual decline involving multiple clinical issues. Consequently, the RN in the aged care 

setting is required to apply a broad knowledge and skill base to deal with multiple clinical 

symptoms related to multiple co-morbidities. In this context, the resident care pathway 

is generally one of gradual decline with progression towards palliative care. 

126. The broad skill base required of an RN in aged care these days typically includes, but is 

not limited to, wound care, diabetes management, cardiac care, continence management, 

pain management, stoma care, nutrition and hydration, oral care, management of PEG 

tubes, skin integrity and bariatric care. In addition, it is not uncommon to provide care 

for residents with various forms of cancer. 

127. Residents with complex co-morbidities can display variable clinical symptoms at any 

time, requiring the RN to apply their broad clinical skills to the nursing assessment, 

intervention and review of the resident care plan. As the resident becomes more frail and 
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unwell, the cycle of nursing assessment and care planning speeds up and requires ever 

more frequent review by the RNs. This care planning and review cycle also relies on the 

regular observations and input from ENs and PCWs. 

128. The role of the EN in aged care has evolved over time as the system has continued to 

respond to the delivery of care in an ever more challenging environment. 

129. The inclusion of medication training modules in the Diploma of Nursing qualification 

(from about 2008 in Victoria) has increased the scope of the EN role. The role of the EN 

in undertaking the routine medication rounds has enabled the RN role to focus more on 

the assessment, care planning and management of resident care needs. 

130. The EN role has also expanded to support the care planning and assessment processes 

related to resident care under the supervision of an RN. ENs are also often required to 

take on a role of supervising PCWs. This has taken some ENs away from providing 

bedside care, and in such cases it has placed an even greater importance on the role and 

skill of the PCWs with respect to hands-on daily care needs. 

131. The breadth of conditions that nurses and PCWs have to deal with has been compounded 

by the number of younger people in aged care facilities. There are about 6,000 people 

under the age of 65 in Australian aged care facilities. This is the equivalent of around 60 

large aged care facilities. While the Commonwealth has promised to remove these 

younger residents from aged care facilities by 2025, I am sceptical that this will happen 

given there is nowhere for many of them to go. There are just not enough places available 

in supported independent housing or shared disability housing for all those people. 

132. There is a significant lack of residential services for younger people with disabilities 

related to complex neurological conditions such as Huntington’s disease and motor 

neurone disease. For example, at Arcadia Essendon I arranged the admission of 46 year 

old twins (male and female) with Huntington’s disease. Both twins were married with 

children. The clinical presentation varied between the two but typically included severe 

dyskinesia and cognitive impairment, with one twin being quite docile and other being 

quite aggressive. The female twin experienced a rapid decline and passed away within 

twelve months, the male twin demonstrated a slower decline and was in our care for about 

two years. Both residents presented unique challenges to the staff. Clinical challenges 

included severe mobility, behavioural and swallowing issues. 

133. The PCWs were challenged with respect to the daily provision of care and supporting 

ADLs, and the RNs with respect to clinical assessment and care planning, referral and 

access to specialist services such as speech therapy and physiotherapy. Ongoing training 
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and emotional support was required to assist the staff in caring for these two residents, 

and often we rotated staff to ensure they had a break from them. In addition to the care 

of the two residents, the staff also provided substantial emotional support to the families 

from the point of admission through to their decline and palliation. 

134. Throughout my career in aged care, the recruitment of experienced RNs was extremely 

challenging. A key reason for this has been the disparity in wages compared with nurses 

working in the acute public and private health sector, together with a disproportionate 

workload. 

135. In my experience, there are a significant number of staff who work for multiple 

employers and often far exceed a 76-hour fortnight. This is driven by the low wages in 

the aged care sector which do not meet the financial needs of many families. 

 

Medical care 

 

136. When I first started at Jewish Care, there was a GP consulting room in the facility with a 

GP attending two to three days per week. Most residents would manage their own 

appointments and attend the GP as they would if they were living in the community. 

137. Residents who were seriously unwell would require transfer to hospital to ensure they 

received appropriate care, as the care could often not be provided in the facility due to a 

lack of appropriate facilities and skill mix. Residents requiring palliative care were 

commonly transferred to hospital due to the inability to provide specific care in the 

facility, mostly related to complex pain management. As described above, more acute 

care and palliative care is now routinely provided in most residential aged care facilities. 

138. The increased care needs and declining health of residents has also increased the 

importance and reliance on GPs to attend aged care facilities to provide medical care and 

treatment. These GPs work in local practice and allocate time on a weekly basis. The 

increasing care needs have resulted in many GPs withdrawing from supporting aged care 

homes as they prioritise their practices. This places additional pressure on the RNs and 

ENs with respect to the nursing assessment of chronic health conditions, and also 

immediate assessment of acute health episodes which may result in transfers to hospital. 

This contributes to the increased expectation of the capability of the RN to adequately 

assess residents and make critical decisions regarding care interventions. 

139. Access to specialist medical services is also reliant on the clinical assessments of RNs 

who are usually the first to identify the need for such intervention. In line with the 
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increasing acuity and frailty of residents, there has been an increasing need to refer to 

specialist medical services and support groups such as geriatricians, wound specialists, 

dementia support services and Parkinson’s Victoria. This is another area in which there 

has been an increased reliance on RNs and an expansion of the scope of their role. 

140. The need for referral to these external services has increased over the years. Earlier in 

my career, it was generally the residents’ families who would take on the responsibility 

of arranging and taking residents to external specialists’ appointments. 

 

Qualifications and training 

 

141. When I started in the sector, there was no mandatory qualification for PCWs. As noted 

above, many of the staff had no qualifications at all. While qualifications are still not 

mandated, in my experience most aged care providers will no longer recruit unqualified 

PCWs. 

142. It was (and still is) the provider’s responsibility to ensure that staff are suitably trained in 

all aspects of their work. This was also required under the Accreditation Standards. 

143. Earlier in my career, on-the-job training typically consisted of fire and emergency 

procedures, hand hygiene and basic infection control, occupational health and safety, and 

resident privacy and dignity. Sometimes, further training about manual handling was also 

provided. 

144. More recently, on-the-job training has expanded to include topics such as culturally 

appropriate care, mandatory reporting (elder abuse), and first aid and CPR. 

145. Aged care facilities typically have a cohort of residents from culturally and linguistically 

diverse (“CALD”) backgrounds. This requires nurses and PCWs to be trained to cater for 

various cultural and religious needs. These needs would also be documented in the 

resident’s care plan. All nurses and PCWs play an important role in ensuring residents’ 

CALD needs are respected and that culturally appropriate care is provided. 

146. The documentation system (e.g. progress notes, care charts, doctors’ notes, medication 

orders and charts) used to be entirely paper based. 

147. Over the past 15 years, there have been significant advances in information technology 

systems to support resident care. At each of the aged care providers I have worked with 

since 2006, electronic clinical documentation systems have been implemented to replace 

paper-based systems. 
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148. The electronic documentation system requires all RNs, ENs and PCWs to document 

charts, progress notes, assessments and care plans on those systems. The staff generally 

use portable tablets to enter data at the privacy of the bedside while charts and 

assessments are completed. The system also provides for an electronic medication 

module, eliminating paper-based medication charts, with portable devices featured on the 

medication trolley.  

149. The portable devices have a number of other benefits with RNs using them for telehealth 

services. There is a pain management system which uses facial expressions to assess pain 

in residents who do not have the cognitive capacity to express their pain. These are 

important IT functions which support the role of the RN and EN in the clinical 

management of residents. 

150. These systems require a significant amount of staff training on an ongoing basis. 

 

 

ANDREW VENOSTA 
29 October 2021 
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STATEMENT OF CHRISTINE SPANGLER 
 

I, Christine Maree Spangler, of New South Wales 

say: 

1. I am a member of the Australian Nursing and Midwifery Federation.  

2. Where I refer to a conversation in this statement and I cannot remember the exact words 

used, I have stated my best memory of the words spoken, or the effect of what was said.  

Personal details 

3. My date of birth is . 

4. I live in Broken Hill with my husband. I am the main income earner, so I support the 

household. I own the house I live in. 

5. I work seven shifts per fortnight, ten hours per shift. 

6. My wages in aged care are not enough for us to retire on.  When I was paying off a loan, 

it was very difficult for us financially. We are just managing now. I do not have other 

sources of income. 

Work history and qualifications 

7. I have worked for 19 years at St Anne’s Nursing Home (St Anne’s) as an Assistant in 

Nursing (AIN).  I have not worked elsewhere in aged care. 

8. I have an Assistant in Nursing Aged Care Certificate III.  I have also done in-house training 

on: 
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a. Falls, Aged Care Quality Standard 3 

b. Restraint, Aged Care Quality Standard 8 

c. Enablement and Optimising Wellbeing, Aged Care Quality Standard 4 

d. Mobility and Dexterity, Aged Care Quality Standard 3 

e. High Impact/High Prevalence Risk Toolkit – Minimising Restrictive Practices 

f. Work Health and Safety, Aged Care Quality Standard 8 

g. Privacy and Confidentiality, Aged Care Quality Standard 1 

h. Infection Prevention and Control, Aged Care Quality Standard 3 

i. Delirium, Aged Care Quality Standard 3 

j. Quality Pain Management, Aged Care Quality Standard 3 

k. Fire Training 

l. Elder Abuse, Aged Care Quality Standard 8 

m. Sensory Loss, Aged Care Quality Standard 3 

n. Advocacy, Aged Care Quality Standard 6 

o. Continuous Improvement, Aged Care Quality Standard 8 

p. Documentation, Collaboration and Communication, Aged Care Quality 

Standards 1, 2 and 3 

q. Responding to the Abuse of Older People 

r. Social Inclusion and Support, Aged Care Quality Standard 4 

s. Partnering to Plan and Deliver Care, Aged Care Quality Standard 2 

t. Dementia, Aged Care Quality Standard 3 

u. LGBTI Older People, Aged Care Quality Standard 1 

v. Organisational/Clinical Governance (including open disclosure), Aged Care 

Quality Standard 8 

w. End of Life Care, Aged Care Quality Standards 2 and 3 

x. Management of Unexpected Deterioration, Aged Care Quality Standards 3 and 

8 

y. Bullying and Harassment, Aged Care Quality Standard 7 

z. Hazardous Manual Tasks, Aged Care Quality Standard 7 

aa. Customer Service in Care (including feedback and complaints), Aged Care Quality 

Standard 6 

bb. CPR Renewal, Aged Care Quality Standard 7 
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cc. Swallowing Difficulties and Choking, Aged Care Quality Standard 3 

dd. Skin Care and Wound Management (including pressure injuries), Aged Care 

Quality Standard 3 

ee. Cultural Diversity and Safety, Aged Care Quality Standard 1 

ff. Depression, Aged Care Quality Standard 3 

gg. Antimicrobial Stewardship, Aged Care Quality Standards 3 and 8 

hh. Continence, Aged Care Quality Standard 3 

ii. Oral and Dental Care, Aged Care Quality Standard 3 

jj. Sleep, Aged Care Quality Standard 3 

kk. Workplace Aggression, Aged Care Quality Standard 7 

ll. Malnutrition and Dehydration, Aged Care Quality Standard 3 

mm. Dignity and Respect in Aged Care, Aged Care Quality Standard 1 

nn. Living Environment, Aged Care Quality Standard 5 

oo. High Impact/High Prevalence Risk Toolkit – Medication Safety 

pp.  Manual Handling 

9. I work part-time. I am paid a base rate of $27.45 per hour. Under our enterprise 

agreement, the Southern Cross Care (Broken Hill) Limited, NSWNMA and the Broken Hill 

Town Employees’ Union Enterprise Agreement 2017-2020 (Agreement), I am classified as 

an ‘AIN Thereafter’.  So, I cannot progress to a higher classification (and a higher pay rate) 

unless there is a pay rise under the Agreement for my current classification. A copy of the 

Agreement is Annexure CMS 1. 

The role 

10. St Anne’s is owned by Southern Cross Care (Broken Hill) Ltd and is a large not-for-profit 

aged care employer in a rural town in New South Wales. 

11. It is a residential facility. At full capacity it has 121 residents. 

12. There are four wings (also called wards) over two floors.  There are about 30 residents in 

each wing.  The upstairs wing has a hospice room for palliative care.  Another wing has a 

respite room which allows community members who are carers to have aged or 

sometimes disabled residents stay with us for a period of time. The memory loss unit is 

on the bottom floor. 

13. In my wing there are 30 residents.  It is at full capacity at the moment. 
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14. I only work night shifts. Usually there are two staff responsible for the 30 residents on 

night shift. On a few occasions, I have had to be responsible for all 30 residents, for 

example when the other staff member has called in sick and could not be replaced. 

15. I have only worked night shift since approximately February 2020.  From when I started 

at St Anne’s to about February 2020, I only worked afternoon shift, but I found the 

workload too heavy and involved more mental fatigue, as the residents were more 

demanding at that time and there were not enough staff. So I applied to move to night 

shift. 

16. On night shift, I work with another AIN or Care Service Employee (CSE) in my wing. There 

is one Registered Nurse (RN) onsite for the whole facility. Sometimes the RN has to go to 

another building which is about 500 metres away, so she is not available to us at those 

times. 

17. On a typical night shift:  

a. I look after the residents, answer call bells, take them to the toilet, make sure all 

out-of-bed alarms are on for safety.  

b. We do a round. Out of the 30 residents, there are at least 22 who need attending. 

For example, they need to be repositioned or they need to have their continence 

aids checked and changed. In the morning at about 6:30 am, we do blood glucose 

level tests on residents that require them. 

c. Overnight, if the residents are thirsty, we get them a drink. If they are hungry, we 

ask what they want and get them a sandwich, a cup of tea or some biscuits. 

d. We assist the RN to sign out Schedule 8 drugs, if required. We also assist by taking 

observations and reporting back to the RN where required.  For example, if 

someone has had a fall or is very unwell, regular observations will be needed.  

e. Sometimes, there will be issues which take up a lot of time. For example, residents 

will have colds or gastroenteritis, or a resident has a fall. 

18. When I worked afternoon shifts, on a typical shift: 

a. We would shower, wash and dress the residents and ensure they get to the dining 

room for tea, make the beds, transfer residents with lifters as required, feed 

residents and assist with drinks. The majority of residents need assistance with 

feeding and drinks.  I would work with the other AINs on shift to deal with residents 

who needed two or sometimes three of us at a time to assist them with lifters for 
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toileting and getting into bed. Sometimes we would have to go to other wings for 

this too.  

b. A lot of things seemed to become more task-orientated rather than resident-

orientated. We were always rushing to meet the requirements of the wing, for 

example, to have a particular number of residents at the table by a set time for 

meals.  

19. It is stressful and challenging: 

a. If a resident is being difficult, or if they are dying or have a serious sickness and the 

family is there, it is full on.  

b. When you have residents who constantly buzz or scream out if they cannot find 

their buzzer.  Sometimes when you ask them what is wrong, they do not know or 

just have a question. 

c. When confused residents, who do not know why the lights are off, start getting 

dressed as they think it is daytime. 

d. When we are short staffed, and we cannot shower the resident on the day they 

are due to have a shower. If a resident is to be showered every second day and 

they miss one shower, it might be four days between showers for them. 

e. At the moment, we do not have anything that tells us (except the annunciator 

panel on the wall at the nurses’ station) that someone has got out of bed. If we 

cannot see the annunciator panel or do not see the resident get up, then we do 

not know they are out of bed. This is stressful, as there is a risk of falls. 

20. I enjoy making residents feel comfortable and meeting their needs.  I enjoy seeing the 

residents feel satisfied. It is great when you can go home knowing you have done a good 

job to the best of your ability. Unfortunately I often do not feel this way because we have 

been short staffed and very busy. 

Nature of the work 

21. Night shift has changed. On the top floor, there used to only be three staff across two 

wings. One of them would have to go and help in the other wing to do the rounds, or the 

RN would have to come and help.  Given the increasing demands on the RN and the other 

staff, this has changed for the time being at least. We now have two staff per wing plus 

the RN. 
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22. It is very stressful when we are short staffed. It might be the other wing who is short 

staffed, so we have to help them do their round as well as our own. We are effectively 

trying to look after 60 people between us, including answering all the buzzers and making 

sure everyone gets the care they need. 

23. We have residents from diverse backgrounds, including First Nations residents.  There are 

no specialist activities to cater for these residents at the moment. 

24. The needs of residents and the care provided to them includes: 

a. Wound care: If it is simple wound care, like just taking off and replacing a bandage, 

then I can do it. If it is complex, the RN or an Enrolled Nurse (EN) has to do it.  This 

is something I do a fair bit as residents will have wounds from pressure areas and 

falls. If it is a new wound or a new skin tear, an RN or EN has to look at it first. If it 

is a simple dressing, they will tell me what to do and I will do it.  If it is more 

complex, they will do it.  They then review it every couple of days and tell me what 

to do, for example, put on a fresh bandage. 

b. Medication: This is done by the RN or an EN. 

c. Pain management: If a resident is in pain, we will report it to the RN or an EN. If 

they just need something simple, like a heat pack, we can provide it.  An RN or EN 

has to assess them first to see what the pain is and what it requires. 

d. Infection control and prevention: If a resident has a cold, or there is gastroenteritis 

going around, there will be a personal protective equipment (PPE) station outside 

the room door with aprons, masks, goggles, and infection control bags. There is 

usually a sign on the door of the resident’s room to signify the need for infection 

control methods. 

e. Food, nutrition and hydration: Some residents will ask for a drink overnight (such 

as cordial or a cup of tea), which I will get for them. If they are hungry, I can make 

them a sandwich or toast, or give them some biscuits. 

f. Continence care: There is one pad bag initially made available per resident per day. 

The bags have one pad for day shift, one for afternoon shift and one for night shift.  

This is three pads for 24 hours. In my experience, about 90% of the time, this is not 

enough. If a resident is incontinent of faeces a lot, they simply need more pads. 

We are always asking for more pads. We usually get them but we always have to 

ask. They cost a lot of money and it can put pressure on the budget if we go 
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through a lot of them. We are sometimes told by management that we are using 

too many, and we have to explain that it is simply because the residents need 

them. 

g. Dementia care: On night shift, residents can sometimes get confused between 

night and day. They can want to get up and get dressed to go out. We have had to 

have some residents sleep in the lounge room because they scream all night about 

things or continually trying to get out of bed. Sometimes residents think they can 

get up and walk home when they cannot walk at all. If necessary for their safety, 

and only if their family and a doctor agree, we can set up two cot sides on the bed. 

Otherwise, we cannot stop them from getting up. 

h. Mobility and falls: 

i. On night shift, there are floor alarms activated. Residents who are at a high 

risk of falls have their beds lowered to the ground, and the floor mat is 

connected to the annunciator panel at the nurses’ station, which alerts us 

when they get out of bed. Quite a few residents have this in the facility. 

The problem is that, if we are at the other end of the wing, we cannot see 

or hear the annunciator panel. We have no portable alarm or phone. This 

is dangerous, as the residents can fall. I am very nervous about this and 

have to keep going back to the nurses’ station from whatever I am doing 

to check the annunciator panel. 

ii. Many residents have crash mats so that, if and when they do fall out of 

bed, they are less likely to injure themselves. If they do fall, we will pick 

them up and get them back into bed. Sometimes we use a lifter for this. 

Otherwise two of us can lift the lighter residents. 

iii. When residents are using walking frames, we have to have a carer assisting 

them, otherwise they can walk into things. 

i. Social support: If a resident is really upset, one of us will sit with them and talk to 

them about their situation.  Sometimes they are confused and this can be 

frightening for them. 

j. Quality of life: We do everything we can to maintain the quality of residents’ lives 

as much as possible and make sure that all their needs are met. At a recent 

accreditation audit, it was found that we were not meeting some of the aged care 
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Accreditation Standards. When we are short staffed, we cannot meet all of the 

residents’ needs. When we have to rush, things are going to get missed. 

k. More co-morbidities and greater acuity: 

i. Acuity is higher than it used to be. People tend to stay at home for longer 

because of the home care packages. So by the time they get to us, their 

needs are a lot higher. Residents can be admitted straight from hospital, 

sometimes with not long left to live. 

ii. Residents generally have higher care needs now, compared to when I 

started at St Anne’s. They need to call for assistance more frequently. 

Residents and their families generally have higher expectations than they 

used to about the standard of service. 

25. The skills I have developed to deal with residents’ care needs include greater compassion, 

a greater empathy for families, and a better understanding of their expectations.  I have 

also learned some better communication skills in dealing with residents’ families and the 

managers of the facility. 

26. There is more paperwork now than ever before, but it is now all on computers. St Anne’s 

has implemented a new system called Telstra Health. It is like a large phone that you click 

onto yourself and that you enter everything into for each resident you see.  We were told 

the phone would give us more time with the residents, but it has not had that kind of 

impact so far. We only have more time with the residents if there are more staff. The RNs 

and ENs have to do a lot of documentation like risk assessments, skin assessments and 

the documentation involved in admissions. 

27. The shift to person-centred care has had an impact, but we do not have enough time for 

as much person-centred care as there should be. Whether or not we can meet the 

residents’ expectations on any given day really depends on the staffing. If we are assisting 

someone in the shower and another resident wants to get out of bed immediately, we 

simply cannot be in two places at the same time. But the other resident expects to be able 

to get out of bed when they want to. We just have to try to do our best. Everything seems 

to be rushed. 

28. When we start a shift, we have a handover from the afternoon staff so we know what 

might be expected of us and if there is anything in particular that we need to look out for. 

For example, we might be told that a resident’s blood pressure is playing up and we need 
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to take notes. During the day, there is usually an RN or EN on each ward but that does not 

always happen.  If there is no EN on a ward, the RN has to do the medication round and 

the other tasks the EN would do, in addition to the work that the RN normally has to do 

anyway. 

29. I experience more violence from residents than I used to in the past. Residents are coming 

to us in a more acute state which can often involve a high degree of distress. If they come 

to us from the hospital, they or their families might expect the facility to be like a medical 

ward. But we are not set up like that. The GP might only attend the facility once a week. 

Skills and responsibility 

30. When I first started at St Anne’s, they asked whether I had done my Certificate III or had 

an intention of doing one.  That does not happen anymore.  There is now no expectation 

to have a Certificate III to work in aged care at St Anne’s. The staff now have less formal 

training.  When I did my Certificate III, the course duration was 12-18 months. But now 

someone can just walk in off the street with no training or qualifications in aged care. The 

experienced AINs are required to train them on-the-job.  When I have to do this, it makes 

me go slower because I have to explain things along the way. It just adds to the time 

pressure.  

31. I have a fair bit of responsibility on night shift because it is only me and my partner.  If I 

need help, I will call the RN and ask her. But in some cases, like if I am caring for a resident 

who I have known for a long time, I will be able to pick up if something is not right with 

them. I try to build rapport with the residents over time by learning what they like and 

learning their idiosyncrasies. We really get to know the residents, they become like 

extended family. We know what they want and what they need. 

32. For example, a certain resident I have likes a small blanket around her feet and another 

blanket on the top. She has three biscuits out so she can reach them in the night if she 

wants to, and she likes her call bell in the right spot so she can reach it. Another resident 

I have likes his dimmer light on, the curtains closed, his mobile phone not charging 

overnight and the door closed. He tells me the weather every day.  He has a sound mind 

but cannot walk. Over time, you really get to know the person and what you need to do 

to meet their needs.   
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Work conditions 

33. While there are many parts of my job that I find satisfying, I also experience a lot of 

difficulties on a day-to-day basis. 

34. As described above, residents are coming to us in a much more acute condition. 

Problematic behaviours such as violence and verbal abuse are a lot more common than 

when I first started.  I have personally had my shoulder dislocated by a violent resident, 

and I needed surgery to fix it. I have been scratched, pinched and bitten. Sometimes a 

resident will ram their walker into you on purpose. On one occasion on an afternoon shift, 

I put a resident to bed and she slapped me on the face. I then put her roommate to bed 

and she slapped me on the other side of my face.   

35. I have spoken to my colleagues who work in the memory loss unit. One has had her wrist 

broken, another has been head butted. We sometimes have three staff members to look 

after the really difficult residents, but in some cases we really need four. The residents 

can also become violent with each other, so you have to intervene and bring the situation 

under control. 

36. The lack of staff is a constant problem. Sometimes they cannot replace staff who are on 

sick leave. If the staff member calls in sick at the last minute, sometimes they cannot find 

anyone to fill the shift. Given Broken Hill is in an isolated country area, we do not have 

agency staff.  There are some casual staff in the casual pool. But it is not a big group. 

37. COVID-19 has brought a number of further challenges. The residents cannot hear us 

sometimes because of the masks, and they worry that we are wearing the masks because 

they are sick. They prefer to see our faces. Many residents do not understand about 

COVID-19. 

38. It is very hard on visitors and families, especially during lockdowns. Families become upset 

about not being able to visit. One family member called the police and said we were 

holding his wife hostage due to the lockdown. He was very distressed. 

39. Implementing the restrictions on visitors, like requiring them to wear masks and only 

allowing them to visit the resident in their room, has been quite difficult in some cases. 

Some families have become upset because they cannot take a resident outside. Others 
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have refused to wear a mask, so we have had to refuse to let them visit. All of this has 

generated more work and increased the mental toll on the staff. It has been stressful. 

General observations 

40. I do not think my work is valued. I do not think people know the real circumstances of 

aged care work, unless they work in it. I want to be able to provide better, person-centred 

care for our residents. If we have more staff, we might able to do this. 

41. An increase in minimum wages would attract more staff to the sector. If there is an 

increase, I would probably continue to work in the sector for a longer period of time.  

42. I have been involved in enterprise bargaining at St Anne’s. I was one of two AINs who were 

bargaining representatives. It was very hard to bargain for wage rises. The employer just 

kept saying that ‘the funding bucket’ was limited and that the Federal Government would 

not give aged care providers any more money for wages.  

43. The Agreement ties our rate of pay to the minimum wages in the Nurses Award 2010, so 

any increase in those award rates would mean that I would get a higher wage.  

 

 

CHRISTINE SPANGLER 

29 October 2021 

11621



1

Fair Work Act 2009 
s.185—Enterprise agreement

Southern Cross Care (Broken Hill) Limited
(AG2017/5913)

SOUTHERN CROSS CARE (BROKEN HILL) LIMITED, NSWNMA 

AND THE BROKEN HILL TOWN EMPLOYEES’ UNION ENTERPRISE 

AGREEMENT 2017-2020 

Aged care industry

COMMISSIONER SAUNDERS NEWCASTLE, 21 DECEMBER 2017

Application for approval of the Southern Cross Care (Broken Hill) Limited, NSWNMA and 
The Broken Hill Town Employees’ Union Enterprise Agreement 2017-2020.

[1] An application has been made for approval of an enterprise agreement known as the
Southern Cross Care (Broken Hill) Limited, NSWNMA and The Broken Hill Town 
Employees’ Union Enterprise Agreement 2017-2020 (the Agreement). The application was 
made pursuant to s.185 of the Fair Work Act 2009 (the Act). It has been made by Southern 
Cross Care (Broken Hill) Limited. The Agreement is a single enterprise agreement.

[2] The Employer has provided written undertakings (the Undertakings). A copy of the 
Undertakings is attached in Annexure A to this decision. I am satisfied that the effect of 
accepting the Undertakings is not likely to: 

(a) cause financial detriment to any employee covered by the Agreement; or

(b) result in substantial changes to the Agreement.

[3] The views of each person who the Fair Work Commission knows is a bargaining 
representative for the Agreement have been sought in relation to the Undertakings.

[4] Pursuant to subsection 190(3) of the Act, I accept the Undertakings.

[5] Subject to the Undertakings, I am satisfied that each of the requirements of ss.186, 
187, 188 and 190 as are relevant to this application for approval have been met.

[6] The Australian Nursing and Midwifery Federation, the New South Wales Nurses and 
Midwives’ Association and the Broken Hill Town Employees’ Union being bargaining 
representatives for the Agreement, have given notice under s.183 of the Act that they want the 

[2017] FWCA 6943

DECISION
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Agreement to cover them. In accordance with s.201(2) I note that the Agreement covers the 
organisations.

[7] The Agreement is approved and, in accordance with s.54 of the Act, will operate from 
28 December 2017. The nominal expiry date of the Agreement is 30 June 2020.

COMMISSIONER

Printed by authority of the Commonwealth Government Printer

<Price code J, AE426686  PR599000>
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Annexure A

IN THE FAIR WORK COMMISSION 

FWC MA TIER No: 
[AG2017/5913] 

Applicant: 
Southern Cross Care (Broken Hill) limite,d 

, . 

Section 185 - Application for approval of a single enterprise agreement 

Undertaking - Section 190 

• • 6• : · - • • • • . ,...._,_ . ·.~· .. ~~ ... : :,. . · ~ 

I, Sharon Williams, Acting Chief Executive Officer, of Southern Cross Care (Broken Hill) 
Limited (Facility), give the following undertakings with respect to the Southern Cross Care 

(Broken Hill) Limited, NSWNMA and The Broken Hill Town Employees' Union Enterprise 

Agreement 2017 - 2020 (Agreement): 

1. I have the authority given to me by the board of the Facility to provide these 

undertakings with respect to the application before the Fair Work Commission 

(Commission). 

Abandonment of Employment 

2. Notwithstanding clause 34.12 of the Agreement, if an employee's employment is 

terminated at. the employer's initiative, the Facility shall provide notice of termination 
in accordance with the National Employment Standards (NES). 

Time Off in lieu (TO ILl 

3. Notwithstanding Clause 17.6(a)(i), of the Agreement, a Nurse undergoing pre-

registration assessment will be permitted to take TOIL at the applicable overtime 

rate. 

Casual Load jnq and weekenq wor1< 

4. Notwithstanding Clause 18.4(b) of the Agreement, a Nurse undergoing pre-

registration assessment. employed on a casual basis, shall be entitled to the 
applicable casual loading in addition to weekend penalties. 

These undertakings are provided on the basis of queries raised by the Commission in the 

application before the Commission. 

Signature: . .£ {j)JJi..~ 
Date: Q.Q It a / I 7 

T I 
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PART 1 - PRELIMINARIES 
 
1. INTRODUCTION 

This Agreement is made under section 172 of the Fair Work Act 2009. 

(a) SCCBH will take the necessary steps to seek approval of this Agreement 
under section 186 of the Act. 

(b) SCCBH will formally advise the Unions when the Agreement is made in order 
for the Unions to apply under section 183 of the Fair Work Act 2009 to be 
covered by the agreement. 

(c) It is the intention of this agreement that the Unions will be covered by this 
Agreement.  

2. TITLE 

This Agreement shall be known as the Southern Cross Care (Broken Hill) Limited, 
NSWNMA and The Broken Hill Town Employees’ Union Enterprise Agreement 2017 - 
2020 and throughout is referred to as “this Agreement”. 

3. PARTIES BOUND 

This Agreement shall be binding according to its terms upon the following:  

(a) Southern Cross Care (Broken Hill); 

(b) The Broken Hill Town Employees’ Union; 

(c) New South Wales Nurses and Midwives’ Association; 

(d) Australian Nursing and Midwifery Federation (NSW Branch); and  

(e) all those employees of SCCBH performing work within the classifications 
contained in this agreement and employed in a residential aged care facility in 
NSW. 

4. COMMENCEMENT  

The agreement will commence 7 days after the date of approval by the Fair Work 
Commission. 

5 EXPIRY 

This Agreement shall have a nominal expiry date of 30 June 2020. 

6. DEFINITIONS 

Where a term of this Agreement has a corresponding definition in the Act, the 
Regulations or the NES, the definition in the Act, the Regulations or the NES shall 
apply.  Any such terms that are also defined in this Agreement are defined for the 
convenience only of the parties and shall be overridden to the extent of any 
inconsistency with the definition found in the Act, the Regulations or the NES. 
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For the purposes of this Agreement: 

Act means the Fair Work Act 2009 (as amended). 

Base rate of pay (refer to section 16 of the Act) means a rate of pay for a period 
worked (however the rate is described) that does not include incentive-based 
payments and bonuses, loadings, monetary allowances, penalty rates or any other 
similar separately identifiable entitlements. 

Board means the Nursing and Midwifery Board of Australia and shall also be taken to 
mean a reference to the Australian Health Practitioner Regulation Authority as 
appropriate/applicable. 

De facto partner means:  

(a) a person who, although not legally married to the employee, lives with the 
employee in a relationship as a couple on a genuine domestic basis (whether 
the employee and the person are of the same sex or different sexes); and  

(b) includes a former de facto partner of the employee. 

Employment classifications mean those set out in Schedule A to this Agreement 
and shall apply as if they had been reproduced in full in this clause. 

FWC means Fair Work Commission. 

Immediate Family means: 

(a) a spouse, a former spouse, de facto partner, child, parent, grandparent, 
grandchild or sibling of the employee; or  

(b) a child, parent, grandparent, grandchild or sibling of a spouse or de facto 
partner of the employee.  

NES means the National Employment Standards as amended from time to time. 

Ordinary Pay includes: the base rate of pay; any applicable over-agreement 
payments for ordinary hours of work; and Climatic & Isolation Allowance.  It does not 
include, shift or weekend penalties. 

Regulations means the Fair Work Regulations 2009 associated with the Fair Work 
Act 2009 (as amended from time to time). 

SCCBH means Southern Cross Care (Broken Hill) 

Union or Unions means the Broken Hill Town Employees’ Union; the New South 
Wales Nurses and Midwives’ Association; and the Australian Nursing and Midwifery 
Federation (NSW Branch). 

7. COMPLETE AGREEMENT 

7.1 Other than individual agreements reached in accordance with Clause 8 - Agreement 
Flexibility, this Agreement is intended to cover all matters pertaining to the 
employment relationship.  In this regard, it represents a complete statement of the 
mutual rights and obligations between SCCBH and the employees to the exclusion 
(to the extent permitted by law) of other laws, awards, agreements (whether 
registered or unregistered), custom and practice and like instruments or 
arrangements. 
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7.2 Notwithstanding clause 7.1, the NES will prevail over the content of this Agreement, 
to the extent of any inconsistency or omission.  

8. AGREEMENT FLEXIBILITY  

8.1  SCCBH and an employee covered by this enterprise agreement may agree to make 
an individual flexibility arrangement to vary the effect of terms of the agreement if: 

(a) the agreement deals with 1 or more of the following matters: 

(i)  arrangements about when work is performed;  

(ii)  overtime rates; 

(iii)  penalty rates; 

(iv)  allowances;  

(v)  leave loading; and 

(b) the arrangement meets the genuine needs of SCCBH and the employee in 
relation to 1 or more of the matters mentioned in paragraph (a); and 

(c) the arrangement is genuinely agreed to by SCCBH and the employee. 

8.2  The must ensure that the terms of the individual flexibility arrangement: 

(a) are about permitted matters under section 172 of the Fair Work Act 2009; and 

(b) are not unlawful terms under section 194 of the Fair Work Act 2009; and 

(c) result in the employee being better off overall than the employee would be if 
no arrangement was made. 

8.3  SCCBH must ensure that the individual flexibility arrangement: 

(a) is in writing; and 

(b) includes the name of SCCBH and the employee; and 

(c) is signed by SCCBH and the employee and if the employee is under 18 years 
of age, signed by a parent or guardian of the employee; and 

(d) includes details of:  

(i) the terms of the enterprise agreement that will be varied by the 
arrangement; and 

(ii) how the arrangement will vary the effect of the terms; and 

(iii) how the employee will be better off overall in relation to the terms and 
conditions of his or her employment as a result of the arrangement; 
and  

(e) states the day on which the arrangement commences. 

8.4  SCCBH must give the employee a copy of the individual flexibility arrangement within 
14 days after it is agreed to. 

8.5  SCCBH or the employee may terminate the individual flexibility arrangement: 
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(a)  by giving no more than 28 days written notice to the other party to the 
arrangement; or 

(b)  if SCCBH and the employee agree in writing - at any time. 

9. NATIONAL EMPLOYMENT STANDARDS  

9.1 It is the intention of this Agreement that the NES, as they may be varied from time to 
time, shall apply to the employees the subject of this Agreement.  Any provisions of 
the NES that are also referred to or set out in this Agreement are for the convenience 
only of the parties. 

9.2 Where the NES provides, or is varied to provide, a condition or entitlement more 
favourable (to the employee) in a particular respect than that set out in this 
Agreement, the condition or entitlement set out in this Agreement shall be overridden 
to the extent that it is less favourable than the NES. 

9.3 Where after the commencement of this Agreement, the NES are varied to remove a 
condition or entitlement referred to or set out in this Agreement, the condition or 
entitlement referred to or set out in this Agreement shall have no effect. 

9.4 Where after the commencement of this Agreement, the NES are varied to provide a 
condition or entitlement less favourable (to the employee) in a particular respect than 
that referred to or set out in this Agreement, the condition or entitlement referred to or 
set out in this Agreement shall be overridden to the extent that it is more favourable 
than the NES as varied. 

9.5 Clauses 9.3 and 9.4 will not apply with respect to: 

(a) Schedule B - Pay, Other Rates and Allowances; and  

(b) Clause 22.2 - Paid Personal/Carer’s Leave.  

10. AVAILABILITY OF AGREEMENT 

SCCBH must ensure that copies of this Agreement and the NES are available to all 
employees to whom they apply, such as on a notice board which is conveniently 
located at or near the workplace or through electronic means, whichever makes them 
more accessible. 

PART 2 - ENGAGEMENT 

11. EMPLOYEE ENGAGEMENT 

11.1 Minimum Employment Period:   

(a) Employees (other than casual employees) will be on a period of probation for 
the first six months of employment (12 months for small business) for the 
purpose of determining the employee’s suitability for ongoing employment. 

(b) At any time during the probation period, SCCBH or the employee can 
terminate the employment by providing written notice in accordance with 
clause 34 – Termination of Employment. 

(c) Employees will not be protected from unfair dismissal where they are 
terminated within the probation period ending at the earlier of: 
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(i) the time when the person is given notice of the dismissal; or 

(ii) immediately before the dismissal. 
 

11.2 Full-time Employees:  A full-time employee is one engaged as such and whose 
ordinary hours of work average 38 hours per week.   

11.3 Part-time Employees: 

(a) A part-time employee is an employee who is engaged to work less than an 
average of 38 ordinary hours per week and whose hours of work are 
reasonably predictable. 

(b) Before commencing part-time employment, SCCBH and the employee will 
agree in writing the guaranteed minimum number of hours to be worked and 
the rostering arrangements which will apply to those hours. 

(c) Reasonable additional hours may be worked in accordance with clause 14 - 
Hours. 

(d) Review of Part-time Hours: At the request of an employee, the hours 
worked by the employee will be reviewed annually.  Where the employee is 
regularly working more than their guaranteed minimum number of hours then 
such hours shall be adjusted by SCCBH, and recorded in writing to reflect the 
hours regularly worked.  

(i) The hours worked in the following circumstances will not be 
incorporated in the adjustment: 

(A) if the increase in hours is as a direct result of an employee 
being absent on leave, such as for example, annual leave, long 
service leave, maternity leave, workers compensation; and  

(B) if the increase in hours is due to a temporary increase in hours 
only due, for example, to the specific needs of a resident or 
client. 

(e) Any adjusted guaranteed minimum number of hours resulting from a review 
identified in sub-clause 11.3(d) should, however, be such as to readily reflect 
roster cycles and shift configurations utilised at the workplace.  

11.4 Casual Employees: 

(a) A casual employee is one who is engaged as such on an hourly basis 
otherwise than as a full-time employee or a part-time employee.  

(b) Casual Conversion 

(i) A casual employee who has been rostered on a regular and 
systematic basis over a period of 26 weeks has the right to request 
conversion to permanent employment:  

(A) on a full-time contract where the employee has worked on a 
full-time basis throughout the period of casual employment; or 

(B) on a part-time contract where the employee has worked on a 
part-time basis throughout the period of casual employment.  

(ii) SCCBH may consent to or refuse the request, but shall not 
unreasonably withhold agreement to such a request.  Such contract 
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would generally be on the basis of the same number of hours as 
previously worked, subject to the following: 

(iii) The hours worked in the following circumstances will not be 
incorporated in a consent and conversion: 

(A) where the increase in hours is as a direct result of an employee 
being absent on leave, such as for example, annual leave, long 
service leave, parental leave, workers compensation; and/or  

(B) where the increase in hours is due to a temporary increase in 
hours, for example, due to the specific needs of a resident. 

(iv) The guaranteed minimum number of hours resulting from a casual 
conversion should reflect roster cycles and shift configurations utilised 
in the workplace. 

(v) Casual conversion will not apply where a casual has covered 
absences of permanent employees that are expected to return to work. 

11.5 Trainees: 

Trainees shall be employed in accordance with the provisions set out in Schedule D 
to this Agreement. The rates contained in Schedule D will move in accordance with 
changes to the Trainee rates at Schedule E – National Training Wage in the 
Miscellaneous Award 2010 as they vary from time to time. 

11.6 Recognition of Service and Experience 

(a) From the time of commencement of employment, an employee has three 
months in which to provide documentary evidence to SCCBH detailing any 
other relevant service or experience not disclosed at the time of 
commencement. This evidence, in the absence of other documentary 
evidence, may take the form of a statutory declaration. 

(b) Until such time as the employee furnishes any such documentation 
contemplated in sub-clause (a), SCCBH shall pay the employee at the level for 
which proof has been provided. 

(c) If within three months of commencing employment an employee does provide 
documentary evidence of other previous relevant service or experience not 
disclosed at the time of commencement, SCCBH shall pay the employee at the 
appropriate rate as and from the date of commencement that would have been 
paid from that date had the additional evidence been provided at that time. 

(d) If an employee provides documentary evidence of other previous relevant 
service or experience not disclosed at the time of commencement after the said 
three months period, the employee shall be paid a rate appropriate for the 
previous relevant service or experience then proved, but only from the date of 
providing that evidence to SCCBH. 

(e) An employee who is working in the same classification for more than one 
organisation shall notify SCCBH within one month of the end of each quarter of 
their hours worked with those other employers in the last quarter. 

(f) An employee who is entitled to progress to the next year of service or 
experience (by reason of hours worked with other employers) as and from a 
particular date must provide proof of that entitlement within three months of that 
entitlement arising.  If that proof is so provided, the employee shall be paid at the 
higher rate as and from the date they were entitled to progress to the next year 
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of service or experience.  If the proof is provided outside that three-month 
period, the employee shall be paid at the higher rate only from the date that 
proof is provided. 

(g) A registered nurse or enrolled nurse who has trained outside New South Wales 
shall be paid as a registered nurse or enrolled nurse as from the date she or he 
notifies SCCBH in writing that she or he is eligible for registration or enrolment 
as a registered nurse or enrolled nurse; provided that she or he makes 
application for registration within seven days after being so notified that she or 
he is eligible for registration. 

(h) For the purpose of progression based on service and experience an employee 
must complete 1976 hours of work including any Annual Leave taken during the 
year. 

11.7 Re-grading of Employee Classification 

(a) Where the nature of the work undertaken by an employee changes, such that 
the majority of the work regularly performed is work of a type normally 
associated with a higher classification, the employee may apply to have their 
position reclassified to the higher classification. 

(b) An application for re-grading by an employee must be made in writing. 

(c) SCCBH must respond to the request in writing within 3 weeks, indicating 
whether the application is approved or denied. Where denied the response must 
provide reasons.  

(d) Changes in work by themselves may not lead to a change in an employee’s 
substantive classification. Factors with a bearing on the decision may include 
whether the changes: 

(i) involve the exercise of skills, responsibility and/or autonomy normally 
undertaken at a higher classification; 

(ii) are permanent or temporary; and/or 

(iii)    involve work at a higher classification or not (e.g. simply performing  
more work at the same classification or different work at the same 
classification  would not qualify for re-grading)  

11.8 National Criminal History Record Check 

(a) It is a condition of employment that employees, contractors and volunteers, 
who have, or are reasonably likely to have access to care recipients undergo 
a National Criminal History Record Check, commonly known as a Police 
Check on commencement of employment and at any other time as directed 
by SCCBH.  

(b) SCCBH will pay the cost of renewal of Police Checks for employees required 
to undergo such checks. 

(c) New employees will be required to pay for their initial Police Check before 
commencing employment. 

 
11.9 Supported Wage 

(a) Employees who because of the effects of a disability are eligible for a 
supported wage under the terms of this Agreement shall be employed in 
accordance with the provisions set out in Schedule C to this Agreement. The 
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minimum rates and percentages contained in Schedule C will move in 
accordance with changes to the Supported Wage provisions in the Aged Care 
Award 2010 as they vary from time to time. 

12. PAY AND PAYMENT 

12.1 Full-Time and Part-Time Employees 

(a) The base rates of pay in the appropriate employment classification for full-
time employees and for part-time employees shall be the hourly rates of pay 
set out in the Table’s in Schedule B to this Agreement. 

(i) Notwithstanding the above, the base rate of pay for AINs will be as set 
out in Table 1 or 3.5% higher than the AIN rates in the Nurses Award 
2010, whichever is the greater. 

(ii) The base rate of pay for nurses in Table 1 is inclusive of a buy-out of one 
week’s annual leave for all nursing classifications which equates to 
1.92% of the base rate of pay. 

(iii) The base rate of pay for non-nursing employees, employed prior to 28 
September 2012 will be as set out in Table 2A. This rate is 99% of the 
appropriate rate in Table 2 in consideration for receiving one additional 
week of annual leave.  

(b) The base rates of pay in this agreement will comply with the requirements of 
Section 206 of the Act. 

(c) Full-Time Employees have the benefit of all of the other entitlements set out in 
this Agreement. 

(d) Part-Time Employees have the benefit of all of the other entitlements set out 
in this Agreement on a pro rata basis in the same proportion as their ordinary 
hours of work bear to full-time hours  

12.2 Casual Employees 

(a) The base rates of pay in the appropriate employment classification for casual 
employees shall be the hourly rates of pay set out in the Table’s in Schedule 
B to this Agreement. In addition, a casual loading of 25% will apply. 

(b) Where it is expressly stated in this Agreement that overtime payments and 
public holiday payments are to be made to casual employees, such payments 
shall be taken to be inclusive of and not in addition to the casual loading 
referred to in this sub-clause.  

(c) For weekend work, casual employees are entitled to the penalty rates in 
accordance with Clause 18 - Shift and Weekend Work.  

(d) A casual employee will be paid shift allowances calculated on the ordinary 
pay excluding the casual loading with the casual loading component then 
added to the penalty rate of pay.  

(e) Casual employees have the benefit of all of the other entitlements set out in 
this Agreement, which are applicable to casual employees, on a pro rata basis 
in the same proportion as their ordinary hours of work bear to full-time hours. 

(f) A casual employee’s entitlement to long service leave is governed by the 
provisions of the Long Service Leave Act 1955 (NSW). 
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(g) Clauses that do not apply to casual employees include: Clause 15 - Rosters; 
Clause 21 - Annual Leave; Clause 26 - Repatriation Leave. 

12.3 Trainees 

(a) The base rates of pay in the appropriate employment classification for 
trainees shall be the hourly rates of pay set out in Schedule D to this 
Agreement.  

(b) The rates contained in Schedule D will move in accordance with changes to 
the Trainee rates at Schedule E – National Training Wage in the 
Miscellaneous Award 2010 as they vary from time to time. 

12.4 Payment of Wages 

(a) Wages shall be paid fortnightly or where mutually agreed, monthly. 

(b) Employees shall have their wages paid by direct deposit or electronic transfer 
into one account with a bank or other financial institution as nominated by the 
employee.  Wages shall be deposited by SCCBH in sufficient time to ensure 
that wages are available for withdrawal by employees by the close of 
business on pay day.  Where the wages are not available to the employee by 
such time due to circumstances beyond SCCBH’s control, SCCBH shall not 
be held accountable for such delay. 

(c) Where the services of an employee are terminated with due notice, all 
moneys owing shall be paid upon cessation of employment, but in the case of 
termination without due notice, within three working days. 

(d) Where SCCBH has overpaid an employee, SCCBH shall notify the employee 
in writing of such overpayment and how such overpayment is made up, and 
may recover such amounts, with the agreement of the employee as to the 
amount of the overpayment and method of such recovery.  This sub-clause 
authorises the use of deductions from wages for the purpose of such 
recovery. All such deduction from wages must be authorised in writing by the 
employee. 

12.5 Particulars of Wages 

(a) On pay day each employee shall be provided with a pay slip in electronic form 
or hardcopy which complies with the relevant provisions of the Act. (See 
Regulation 3.46 of the Fair Work Regulations 2009 replicated below): 

(i) the employer’s name; and  

(ii) the employee’s name; and  

(iii) the period to which the pay slip relates; and  

(iv) the  date  on  which  the  payment  to  which  the  pay  slip relates was 
made; and  

(v) the gross amount of the payment; and  

(vi) the net amount of the payment; and  

(vii) any amount paid to the employee that is a bonus, loading, allowance, 
penalty rate, incentive-based payment or other separately identifiable 
entitlement; and  
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(viii) on and after 1 January 2010 the Australian Business Number (if any) of 
SCCBH. 

(b) If an amount is deducted from the gross amount of the payment, the pay slip 
must also include the name, or the name and number, of the fund or account 
into which the deduction was paid.  

(c) If the employee is paid at an hourly rate of pay, the pay slip must also include:  

(i) the rate of pay for the employee’s ordinary hours (however described); 
and  

(ii) the number of hours in that period for which the employee was employed 
at that rate; and  

(iii) the amount of the payment made at that rate.  

(d) If the employee is paid at an annual rate of pay, the pay slip must also include 
the rate as at the latest date to which the payment relates.  

(e) If SCCBH is required to make superannuation contributions for the benefit of 
the employee, the pay slip must also include:  

(i) the amount of each contribution that SCCBH made during the period to 
which the pay slip relates, and the name, or the name and number, of 
any fund to which the contribution was made; or  

(ii) the amounts of contributions that SCCBH is liable to make in relation to 
the period to which the pay slip relates, and the name, or the name and 
number, of any fund to which the contributions will be made. 

(f) SCCBH shall, upon written request from an employee, provide a record of that 
employees’ current accrued leave entitlements. 

13. REMUNERATION PACKAGING 

13.1 Where agreed between SCCBH and an employee, SCCBH may introduce 
remuneration packaging.  The terms and conditions of such a package may make 
provision for a salary greater than that contained in the salary band. The package 
overall shall not be less favourable than the entitlements otherwise available under 
this Agreement on a global or overall basis and shall be subject to the following 
provisions: 

(a) SCCBH shall ensure that the structure of any package complies with taxation 
and other relevant laws; 

(b) SCCBH shall confirm in writing to the employee the classification level and the 
current salary payable as applicable to the employee under this Agreement; 

(c) SCCBH shall advise the employee in writing of his or her right to choose 
payment of that salary referred to in sub-clause (b) above instead of a 
remuneration package; 

(d) SCCBH shall advise the employee, in writing, that all Agreement conditions, 
other than the salary and those conditions as agreed in sub-clause (e) below 
shall continue to apply; 

(e) when determining the remuneration package, the non-salary fringe benefit 
shall be in accordance with relevant Australian Taxation Office legislation; 
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(f) a copy of the agreement shall be made available to the employee; 

(g) the employee shall be entitled to inspect details of the payments made under 
the terms of this agreement; 

(h) the configuration of the remuneration package shall remain in force for the 
period agreed between the employee and SCCBH; 

(i) where at the end of the agreed period the full amount allocated to a specific 
benefit has not been utilised any unused amount shall be paid as salary which 
will be subject to usual taxation requirements; 

(j) remuneration packaging is only offered on the strict understanding and 
agreement that in the event existing taxation law is changed regarding Fringe 
Benefit Tax or personal tax arrangements, and that change may impact on 
this agreement, all salary packaging arrangements may, at the discretion of 
SCCBH, be terminated.  Upon termination in these circumstances the 
employee’s rate of pay will revert to the rate of pay that applied immediately 
prior to a salary packaging agreement made pursuant to this clause, or the 
appropriate Agreement rate of pay whichever is greater; 

(k) where changes are proposed to salary packaging arrangements other than to 
flow on wage increases, or salary packaging arrangements are to be 
cancelled for reasons other than legislative requirements, then SCCBH and/or 
the employee must give three months’ notice of the proposed change; 

(l) in the event that an employee ceases to be employed by SCCBH this 
agreement will cease to apply as at the date of termination and all leave 
entitlements due on termination shall be paid at the rates in accordance with 
sub-clause (b) above.  Any outstanding benefit shall be paid on or before the 
date of termination; and 

(m) any pay increases granted to employees under this Agreement shall also 
apply to employees subject to remuneration packaging arrangements within 
this clause. 

14. HOURS 

14.1 Reasonable Additional Hours 

All hours worked over an average of 38 ordinary hours per week, will be deemed to 
be additional hours.  All hours worked by part-time employees beyond their 
guaranteed minimum number of hours will be treated as additional hours for the 
purpose of this subclause. From time to time, full time employees may be required to 
work a reasonable amount of additional hours. Part time employees may be asked, 
but not required, to work a reasonable number of additional hours. All additional 
hours worked will be paid in accordance with this Agreement. 

An employee may not be required to work additional hours in circumstances where 
the working of additional hours would result in the employee working hours which are 
unreasonable having regards to (refer to section 62 of the Act): 

(a) any risk to employee health and safety from working the additional hours; 

(b) the employee's personal circumstances, including family responsibilities; 

(c) the needs of the workplace or enterprise in which the employee is employed;  
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(d) whether the employee is entitled to receive overtime payments, penalty rates 
or other compensation for, or a level of remuneration that reflects an 
expectation of, working additional hours;  

(e) any notice given by SCCBH of any request or requirement to work the 
additional hours;  

(f) any notice given by the employee of his or her intention to refuse to work the 
additional hours;  

(g) the usual patterns of work in the industry, or the part of an industry, in which 
the employee works;  

(h) the nature of the employee's role, and the employee's level of responsibility;  

(i) whether the additional hours are in accordance with averaging terms included 
under section 63 in a modern award or enterprise agreement that applies to 
the employee, or with an averaging arrangement agreed to by SCCBH and 
employee under section 64;  

(j) any other relevant matter.  

14.2 Arrangement of Hours 

(a) The ordinary hours of work, exclusive of meal times, shall not exceed an 
average of 38 hours per week. 

(b) The hours of work prescribed in sub-clause (a) may be arranged as follows: 

(i) 76 hours per fortnight to be arranged so that each employee shall not 
work their ordinary hours on more than ten days in the fortnight; or 

(ii) 152 hours in a 28 calendar-day cycle to be arranged so that each 
employee shall not work their ordinary hours on more than 20 days in 
the 28 calendar-day cycle; or 

(iii) 152 hours in a 28 calendar-day cycle to be arranged so that each 
employee shall not work their ordinary hours on no more than 19 days 
with the twentieth day taken as an accrued paid day off (ADO); or 

(iv) as otherwise agreed in writing between SCCBH and the employee. 

(c) Employees will be free from duty for not less than 2 full days in each week or 
4 full days in each fortnight or 8 full days in each 28 day cycle. Where 
practicable days off will be consecutive. These days are referred to as 
“Rostered Days Off” (RDO’s). 

(d) Each shift shall consist of no more than 10 hours of work at ordinary time (not 
including unpaid breaks). 

(e) An employee shall not work more than seven consecutive shifts unless the 
employee requests and SCCBH agrees. 

(f) Except for meal breaks and the periods not worked in broken shifts, all time 
from the commencement to the cessation of duty each shift shall count as 
working time. 

(g) (i) A Director of Nursing (DON) shall be entitled to be free from duty for not 
less than nine days in each 28 consecutive days, being 8 rostered days 
off and one additional day off.. 
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 (ii) Where SCCBH and the DON agree, up to five (5) of the additional 
days off may be accumulated and taken in conjunction with the 
employee’s annual leave or at another agreed time.. 

 (iii) A DON shall, where practicable, inform SCCBH by giving not less than 
seven days' notice of the days he or she proposes to be free from duty; 
provided that such days shall be subject to the approval of SCCBH, and 
such approval shall not be unreasonably withheld. 

(h) SCCBH will ensure there is provision for handover between Registered 
Nurses at the commencement of each shift to inform of any changes to a 
residents health status.   

14.3  Minimum Starts 

The following minimum starts will apply to employees, except with respect to: Clause 
33 - Disciplinary Matters; Clause 34 - Termination of Employment; Clause 38 - 
Attendance at Meetings; and Clause 39 - Training. 

(a) Full-time employees shall receive a minimum payment of four hours for each 
shift in respect of ordinary hours of work. 

(b) Part-time and casual employees shall receive a minimum payment of three 
hours for each shift. 

14.4 Allocated Days Off (ADO) 

(a) A full-time employee whose ordinary hours of work are arranged in 
accordance with sub-clause 14.2(b)(iii) shall be entitled to an ADO in each 
cycle of 28 days . The ordinary hours of work on each of those days shall be 
arranged to include a proportion of one hour on the basis of 0.4 of one hour 
for each 8-hour shift worked which shall accumulate towards the employee’s 
allocated day off duty on pay. 

(b) A full-time employee’s ADO shall be determined by mutual agreement 
between the employee and SCCBH having regard to the needs of the place of 
employment or sections thereof.  Such ADO shall, where practicable, be 
consecutive with the rostered days off.  Provided that, ADO’s shall not be 
rostered on public holidays. 

(c) Where SCCBH and the employee agree, up to five (5) ADO’s may be 
accumulated and taken in conjunction with the employee’s annual leave or at 
another agreed time. 

(d) Where more than 5 days have been accumulated, SCCBH may require the 
employee to: 

(i) take the ADO’s within 3 months; or 

(ii) be paid out the ADO’s at ordinary pay. 

(e) No time towards an ADO shall accumulate during periods of workers’ 
compensation, unpaid parental leave, long service leave, any period of unpaid 
leave or annual leave. 

(f) Credit towards an ADO shall continue to accumulate whilst an employee is on 
paid personal/carers’ leave.  Where an allocated day off duty falls during a 
period of personal/carers leave, the employee’s available sick leave shall not 
be debited for that day. 
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(g) Employees entitled to ADO’s shall continue to accrue credits towards them in 
respect of each day those employees are absent on leave in accordance with 
clause 19 - Public Holidays. 

(h) An employee will be paid for any accumulated ADOs, at ordinary pay, on the 
termination of their employment for any reason. 

(i) By agreement with SCCBH an employee may cash out any accumulated 
ADO’s at ordinary pay. 

14.5 Broken Shifts 

(a) An employee may agree to work broken shifts at any time for any duration. 

(b) An employee may be required to work broken shifts in the following 
circumstances: 

(i) in an emergency – including an employee absence; or 

(ii) up to and including a 4 week continuous period for circumstances 
other than those covered by subclauses 14.5(b)(i).  

(A) Where an employee has served a period of broken shifts in 
accordance with subclause (ii) the employee shall not be required 
to serve a further period on broken shifts until he or she has been 
off broken shifts for a period equivalent to the previous period on 
broken shifts. 

(c) A “broken shift” for the purposes of this sub-clause means a single shift 
worked by an employee that includes one or more breaks other than a meal 
break. 

(d) Where the time between the commencement and termination of the broken 
shift exceeds 12 hours all work performed beyond that 12 hours will be paid at 
double ordinary time. 

(e) An employee must receive a minimum break of 10 hours between broken 
shifts rostered on successive days. 

(f) Where a broken shift is worked, an employee shall receive an allowance 
equivalent to half an hour of their ordinary pay per shift. 

(g) Payment for a broken shift shall be at ordinary pay with penalty rates and shift 
allowances in accordance with Clause 18 - Shift and Weekend Work, with 
shift allowances being determined by the commencing time of the broken 
shift. 

15. ROSTERS 

15.1 (a) SCCBH shall make available for each employee, in a form accessible to the 
employee, a roster which includes the following information: 

(i) the ordinary hours of work for each employee; and 

(ii) ADO’s where applicable. 

(b) The roster shall be displayed two weeks prior to the commencing date of the 
first working period in any roster subject to sub-clause (c). 

(c) The roster and changes to the roster may be communicated to an employee 
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in a range of ways including: hard copy in a place conveniently accessible to 
an employee; telephone; direct contact; mail; email; text message or 
facsimile.  

(d) Sub-clause (a) shall not make it obligatory for SCCBH to display any roster of 
ordinary hours of work for casual or relieving employees. 

15.2 (a) Notwithstanding clause 15.1, a roster may be altered at any time: 

(i)  so as to enable the service of the organisation to be carried on; 

(A) where another employee is un-expectedly absent from duty; or  

(B) in the event of an emergency. 

(ii) where SCCBH and the employee/s affected agree.  

15.3 Vacant or additional shifts. 

(a) Where vacant or additional shifts require filling, SCCBH will use its best 
endeavours to comply with the following principles: 

(i) Subject to clause 15.3(a)(ii), part-time employees will, where practical, 
be offered additional shifts first. 

(ii) All parties to this Agreement recognise the need to maintain a viable 
and sustainable pool of casual employees.  

(iii) SCCBH will be mindful of the need for employees to maintain 
appropriate rest periods. 

16. BREAKS 

16.1 Two separate ten-minute tea breaks (in addition to meal breaks) shall be allowed 
each employee on duty during each ordinary shift of 7.6 hours or more. Where an 
employee works 4 hours or more but less than 7.6 hours, the employee shall be 
allowed one 10-minute tea break.  Subject to agreement between SCCBH and the 
employee, the two ten-minute tea breaks may alternatively be taken as one 20-
minute tea break, or by one ten-minute tea break with the employee allowed to 
proceed off duty ten minutes before the completion of the normal shift finishing time. 
Such tea break(s) shall count as working time. 

16.2 (a) Employees shall not be required to work more than 5 hours without a meal 
break.  Such meal break shall be of between 30 and 60 minutes’ duration and 
shall not count as time worked. 

(b) Where an employee requests in writing, in accordance with the provisions of 
Clause 8 – Agreement Flexibility and SCCBH agrees, an employee may work 
up to six hours without a meal break. 

16.3 Notwithstanding the provisions of sub-clause 16.2, an employee required to work in 
excess of 10 hours in a shift shall be entitled to a 60-minute meal break.  Such time 
shall be taken as either two thirty-minute meal breaks or one 60-minute meal break, 
subject to agreement between SCCBH and the employee. 

16.4 An employee must receive the following breaks between shifts: 

(a) 8 hours: 

(i) between ordinary rostered shifts, which are not broken shifts; and/or 
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(ii) where reasonable additional hours are worked which are not overtime 
hours; and 

(b) 10 hours where overtime is worked or where broken shifts are worked on 
successive days. 

17. OVERTIME 

17.1 Overtime is paid in the following circumstances: 

(a) Where a full time employee:  

 (i) works in excess of their ordinary hours; 

 (ii) works in excess of 10 hours per shift; 

 (iii)  works on a rostered day off. 

(b) Where a part time employee: 

(i)  works in excess of 10 hours per shift; and/or 

(ii) works in excess of 76 hours per fortnight, where employed by the 
fortnight; and/or  

(iii) works in excess of 152 hours per four weekly period, where employed 
on a four weekly basis; and/or 

(iv) works on a rostered day off.   

(c) Where a casual employee: 

(i)  works in excess of 10 hours per shift; and/or 

(ii) works in excess of 76 hours per fortnight. 

 (d) Where an employee is deprived of part or their break between shifts as 
required by clause 16.4. 

17.2 Overtime shall be paid at the base rate of pay in accordance with the following:  

(a) Overtime shall be paid at double time;  

(b) Public Holidays - Overtime shall be paid double time and one-half; 

(c) Overtime rates under this clause will be in substitution for and not cumulative 
upon the shift and weekend penalties prescribed in clause 18 - Shift and 
Weekend Work and the casual loading in clause 12.2(a); and 

(d) Overtime penalties do not apply to Directors of Nursing; Deputy Directors of 
Nursing; Assistant Directors of Nursing and Hostel Supervisors (CSE 5). 

17.3 Where the next shift is due to commence before the employee has had their break, 
one of the following will apply: 

(a) The employee will be released prior to, or after the completion of their shift to 
permit them to have their break without loss of pay for the working time 
occurring during such absence; or 

(b) If at the request of SCCBH an employee works without their break, they shall 
be paid until they are released from duty at overtime rates. Once released 
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from duty such employees shall be entitled to be absent from work until they 
have had their break without loss of pay for working time occurring during 
such an absence. 

17.4 With the exception of employees working broken shifts, employees who are recalled 
to work overtime after leaving SCCBH's place of work shall be paid a minimum of 
four hours at the applicable overtime rate for each time so recalled.  The 4 hour 
minimum payment only applies where overtime is payable for any of the work for 
which the employee is recalled to perform. Provided that, except in unforeseen 
circumstances, an employee shall not be required to work the full four hours if the 
tasks they were recalled to perform are completed within a shorter period. 

(a) An employee recalled to work overtime shall be reimbursed reasonable travel 
expenses incurred in respect of the recall to work. 

(b) Provided that where an employee elects to use his or her own vehicle the 
employee shall be paid the per kilometre allowance set out in Item 6 of Table 
3 of Schedule B to this Agreement. 

17.5 For the purposes of assessing overtime, each day shall stand alone, provided that 
where any one period of overtime is continuous and extends beyond midnight, all 
overtime hours in this period shall be regarded as if they had occurred within the one 
day. 

17.6 An employee and SCCBH may agree to the employee taking time off instead of being 
paid for a particular amount of overtime that has been worked by the employee on the 
following basis: 

(a) (i) Employees other than Assistants in Nursing and Trainee Enrolled 
Nurses. Time off in lieu of overtime is taken on the basis of hour for 
hour at ordinary pay. 

Example: One hour off for each hour of overtime worked.  

(ii) Assistants in Nursing and Trainee Enrolled Nurses. The period of time 
off that an employee is entitled to take is equivalent to the overtime 
payment that would have been made. 

Example: An employee who worked 2 overtime hours at the rate of time 
and a half is entitled to 3 hours’ time off. 

(b) Time off in lieu of overtime must be taken at a mutually agreed time within 4 
months after the time it is worked. 

(c) If the time off has not been taken within the period of 4 months, SCCBH must pay 
the employee for the overtime, in the next pay period following those 4 months, at 
the overtime rate applicable to the overtime when worked. 

(d) If, on the termination of the employee’s employment, time off for overtime worked 
by the employee has not been taken, SCCBH must pay the employee for the 
overtime at the overtime rate applicable to the overtime when worked. 

(e) SCCBH must maintain records of all time in lieu of overtime owing and taken 
by employees. 

(f) with the exception of clause 17.6(g) employees cannot be compelled to take 
time off in lieu of overtime and SCCBH cannot be compelled to agree to 
provide the employee with time off in lieu of overtime. 

(g) A full time employee required to work on a rostered day off, may elect to be 
paid at overtime rates for all hours worked on that day, or take the equivalent 
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number of hours as time in lieu, on a day which shall be mutually agreed with 
SCCBH. 

(h) Where no election is made the employee shall be paid overtime rates in 
accordance with this Agreement. 

18. SHIFT AND WEEKEND WORK 

18.1 Employees shall be paid the following penalties, calculated on their ordinary pay, for 
shifts rostered in accordance with the following. Provided that part time and casual 
employees shall only be entitled to the additional rates where their shifts commence 
prior to 6:00a.m., or finish subsequent to 6:00 p.m.: 

(a) 10% for afternoon shift commencing after 10:00 am and before 1:00 pm. 

(b) 12.5% for afternoon shift commencing at or after 1:00 pm and before 4:00 pm. 

(c) 15% for night shift commencing at or after 4:00 pm and before 4:00 am. 

(d) 10% for night shift commencing at or after 4:00 am and before 6:00 am. 

(e) The shift penalties above do not apply to Directors of Nursing; Deputy 
Directors of Nursing and Assistant Directors of Nursing. 

18.2 In addition to applicable shift penalties in clause 18.1, casual employees will also be 
entitled to the casual loading calculated on their base rate of pay.  

18.3 Employees shall be paid the following penalties for ordinary hours of work occurring 
on a Saturday or a Sunday: 

(a) for work between midnight on Friday and midnight on Saturday - time and one 
half. 

(b) for work between midnight on Saturday and midnight on Sunday: 

(i) Nursing Classifications; and Non-nursing classifications employed on 
and from 28 September 2012 - time and three-quarters 

(ii) Non-nursing classifications employed prior to 28 September 2012 - 
Double time 

18.4 Weekend penalties shall be in substitution for, and not cumulative upon: 

(a) the shift penalties prescribed in sub-clause 18.1; and 

(b) the casual loading at subclause 12.2(a) for all employees other than 
Assistants in Nursing and Enrolled Nurses who shall be entitled to the casual 
loading calculated on their ordinary rate of pay and then added to the 
weekend penalty 

19. PUBLIC HOLIDAYS 

19.1 Public holidays are provided for in the NES. This clause contains additional 
provisions. 

19.2 SCCBH may request an employee to work on a particular public holiday. An 
employee who, without the consent of SCCBH or without reasonable cause, such as 
personal/carers leave, is absent from work on a public holiday after agreeing to work 
on a public holiday, is not entitled to any payment for such public holiday. 
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19.3 The employee may refuse the request (and take the day off) if the employee has 
reasonable grounds for doing so. In determining whether an employee has 
reasonable grounds for refusing a request to work on a public holiday regard must be 
had to the matters set out in section 114 of the Act.  This Agreement expressly 
contemplates that SCCBH will require work on public holidays, or particular public 
holidays, and the parties acknowledge that the nature of the work performed by the 
employee, the type of employment (for example, whether full-time, part-time, casual 
or shift work) and the nature of SCCBH’s workplace or enterprise (including its 
operational requirements) will require work on public holidays, or particular public 
holidays. 

19.4 Public holidays shall be allowed to employees without loss of ordinary pay. 

19.5 (a) For the purposes of this agreement, the following shall be deemed to be 
public holidays:  

(i) New Year's Day; Australia Day; Good Friday; Easter Saturday; Easter 
Sunday; Easter Monday; Anzac Day; Queen's Birthday; Labour Day; 
Christmas Day; Boxing Day; 

(ii) any other day, or part-day, declared or prescribed by or under a law of 
a State or Territory to be observed generally within the State or 
Territory as a public holiday, other than a day or part-day, or a kind of 
day or part-day, that is excluded by the regulations from counting as a 
public holiday; and 

Local Public Holiday 

(iii) any other day, or part-day, declared or prescribed by or under a law of 
a State or Territory to be observed within a region of the State or 
Territory, as a public holiday, other than a day or part-day, or a kind of 
day or part-day, that is excluded by the regulations from counting as a 
public holiday 

(b) If, under (or in accordance with a procedure under) a law of a State or 
Territory, a day or part-day is substituted for a day or part-day that would 
otherwise be a public holiday because of subclause 19.5(a), then the 
substituted day or part-day is the public holiday. 

Additional Public Holiday 

(c) Where, in accordance with clause 19.5(a)(iii): 

(i) a full day is proclaimed and observed as a local public holiday, within 
the calendar year and within the area in which the facility is situated, 
that day will be substituted for the day on which August Bank Holiday 
is observed;  

(ii) no local public holiday is proclaimed and observed within the calendar 
year and within the area in which the facility is situated a full day will 
be observed as a public holiday on the day on which the August Bank 
Holiday is observed;   

(ii) a part of a day is proclaimed and observed as a local public holiday 
within the calendar year and within the area in which the facility is 
situated a full day will be substituted and observed as an Additional 
Public Holiday to be taken on the day on which the August Bank 
Holiday is observed.  
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(d) SCCBH and the employees may agree to substitute another day for a public 
holiday observed at 19.5. 

 19.6 An employee who is required to and does work on any public holiday prescribed in 
this clause shall be paid in lieu of all other shift penalties (except broken shift 
allowances), weekend penalties, casual loading and part-time loading, as follows: 

(a) Nursing classifications; and Non-Nursing classifications employed on or 
from 28 September 2012: 

(i) Full-time Employees:  Time and one half for all ordinary time worked 
in addition to the weekly rate.  Alternatively, if the employee elects, 
half-time extra for all time worked in addition to the weekly rate and 
have one ordinary working day added to be taken in conjunction with 
the period of annual leave. 

(ii) Part-time Employees:  Double and a half for all time worked on the 
public holiday, although where the time worked by agreement is less 
than the rostered shift, the balance of the rostered shift will be paid at 
ordinary pay.  Alternatively, if the employee elects, half-time extra for 
all time worked in addition to the weekly rate and have the equivalent 
number of hours worked added to be taken in conjunction with the 
period of annual leave. 

(iii) Casual Employees:  Double time and one-half the basic rate of pay 
for casuals for all time worked.  Such payment shall be taken to be 
inclusive of and not in addition to the casual loading referred to in sub-
clause 12.2(a). 

(b) Non-Nursing classifications employed prior to 28 September 2012: 

(i) Full-time Employees - will be paid Double time for all ordinary time 
worked, in addition to the weekly rate. Alternatively, if the employee 
elects, single time extra for all time worked in addition to the weekly 
rate and have one ordinary working day added to be taken in 
conjunction with the period of annual leave.  

(ii) Part-time Employees - will be paid triple time for all time worked on 
the public holiday, although where the time worked by agreement is 
less than the rostered shift, the balance of the rostered shift will be 
paid at ordinary pay. Alternatively, if the employee elects, double time 
for all time worked and have the equivalent number of hours worked 
added to be taken in conjunction with the period of annual leave.   

19.7 The elections referred to in clause 19.6 are to be made in writing by the employee, by 
no later than 1 January each year for that year, and may only be changed within that 
year with the agreement of SCCBH.. 

20. ALLOWANCES 

20.1 In Charge Allowance 

(a) A registered nurse who is designated by SCCBH to be in charge during the day, 
evening or night of a residential aged care facility shall be paid in addition to his 
or her appropriate salary, whilst so in charge, the per shift allowance set out in 
Item 2 (for less than 100 beds) or Item 3 (for 100 or more beds) of Table 3 of 
Schedule B to this Agreement. 
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(b) A registered nurse who is designated by SCCBH to be in charge of a shift in a 
section of a residential aged care facility shall be paid in addition to his or her 
appropriate salary, the per shift allowance set out in Item 4 of Table 3 of 
Schedule B to this Agreement. 

(c) This sub-clause shall not apply to registered nurses holding classified positions 
of a higher grade than a registered nurse. 

20.2 Vehicle/Travelling Allowance 

(a) An employee sent for duty to a place other than his or her regular place of 
duty shall be paid for all excess travelling time at the appropriate rate of pay 
and reimbursed excess travelling expenses. 

(b) Where an employee is called upon and agrees to use his or her private 
vehicle for official business, the employee shall be paid the per kilometre 
allowance set out in Item 5 of Table 3 of Schedule B to this Agreement The 
payment will be based on the most direct available route between work 
locations, excluding travel to and from the employee’s home to the first place 
of work and return to home at the end of his or her duties.  This allowance will 
be revised each year in line with movements to the vehicle allowance in 
clause 15.7(a) of the Aged Care Award 2010. 

(c) Where an employee is required to use public transport for travel on official 
business such employee is to be reimbursed actual expenses incurred for 
such travel, excluding travel from the employee’s home to the first place of 
work and return to home at the cessation of his or her duties. 

(d) No payment shall be made under sub-clauses 20.2(b) and (c) unless SCCBH 
is satisfied that the employee has incurred expenditure for such travel. 

20.3 Uniforms Allowance 

(a) Subject to the following sub-clauses sufficient suitable and serviceable 
uniforms or other items of clothing or equipment shall be supplied free of cost, 
to each employee required to wear them.  An employee to whom a new 
uniform or part of a uniform has been supplied by the organisation, who fails 
to return the corresponding article last supplied, shall not be entitled to have 
such article replaced without payment for it at a reasonable price, in the 
absence of a satisfactory reason for the loss of such article or failure to 
produce such uniform or part thereof. 

(b) Upon termination, an employee shall return any uniform or equipment or part 
thereof supplied by the organisation, which is still in use by the employee, 
immediately prior to leaving. 

(c) In lieu of supplying a uniform, where required, to an employee, SCCBH shall pay 
the employee the weekly allowance set out in Item 7 of Table 3 of Schedule B 
to this Agreement. 

(d) In lieu of supplying special-type shoes, where required, to an employee, SCCBH 
shall pay the employee the weekly allowance set out in Item 8 of Table 3 of 
Schedule B to this Agreement. 

(e) In lieu of supplying a cardigan or jacket, where required, to an employee 
SCCBH shall pay the employee the weekly allowance set out in Item 9 of Table 
3 of Schedule B to this Agreement. 
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(f) In lieu of supplying stockings, where required, SCCBH shall pay the employee 
the weekly allowance set out in Item 10 of Table 3 of Schedule B to this 
Agreement. 

(g) In lieu of supplying socks, where required, to an employee SCCBH shall pay 
the employee the weekly allowance set out in Item 11 of Table 3 of Schedule B 
to this Agreement. 

(h) If, in any facility, the uniforms of an employee are not laundered at the 
expense of the facility, the sum per week set out in Item 12 of Table 3 of 
Schedule B to this Agreement shall be paid to the said employee.  

(i) An employee who works less than thirty-eight hours per week shall be entitled 
to the allowances prescribed by this clause in the same proportion as the 
average hours worked each week bears to thirty-eight ordinary hours. 

(j) Each employee whose duties require them to work out of doors shall be 
supplied with overboots.  Sufficient raincoats shall also be made available for 
use by these employees. 

(k) Each employee whose duties require them to work in a hazardous situation 
with or near machinery shall be supplied with appropriate protective clothing 
and equipment. 

(l) (i) Laundry allowance shall not be paid to any employee on absences 
exceeding one week.  

(ii) All other allowances in this clause will not be paid to employees during 
absences on: 

(A) Workers Compensation; Long Service Leave and periods of 
leave without pay; and 

(B) Personal/Carers leave beyond 3 weeks. 

20.4 On Call Allowance 

(a) An employee who at the request of SCCBH, agrees to be on call, that is, the 
employee agrees to make themselves ready and available to return to work at 
short notice whilst off duty, shall be paid the allowance, for each period of 24 
hours or part thereof, set out in Item 13 of Table 3 of Schedule B to this 
Agreement. 

(b) An employee who is directed to remain on call during a meal break shall be 
paid the meal break allowance set out in Item 14 of Table 3 of Schedule B to 
this Agreement, provided that no allowance shall be paid if, during a period of 
24 hours, including such period of on call, the employee is entitled to receive 
the allowance prescribed in sub-clause 20.4(a). 

(c) Where an employee on call in accordance with sub-clause 20.4(a), leaves the 
residential aged care facility and is recalled to duty, she or he shall be 
reimbursed all reasonable fares and expenses actually incurred. Where in 
these circumstances the employee elects to use his or her own vehicle the 
employee shall be paid the per kilometre allowance set out in Item 6 of Table 
3 of Schedule B to this Agreement. 

(d) This subclause shall not apply to a Director of Nursing, Deputy Director of 
Nursing, Assistant Director of Nursing or CSE 5 employee. 
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20.5 Climatic & Isolation Allowance – Nursing Classifications Only    

(a) This clause shall only apply to Nursing employees employed prior to 28 
September 2012. 

(b) Eligible employees will be paid the weekly allowance set out in Item 22 of 
Table 3 of Schedule B to this Agreement in addition to the salary to which 
they are otherwise entitled. 

(c) The allowance prescribed by this clause is not cumulative. 

(d) Except for the computation of overtime the allowances prescribed by this 
clause shall be regarded as part of salary for the purposes of this Agreement. 

(e) An employee who works less than thirty-eight hours per week shall be entitled 
to the allowances prescribed by this clause in the same proportion as the 
average hours worked each week bears to thirty-eight ordinary hours. 

20.6 Continuing Education Allowance 

(a) A registered nurse or enrolled nurse who holds a continuing education 
qualification in a clinical field, in addition to the qualification leading to 
registration or enrolment, shall be paid an allowance subject to the conditions 
set out in this clause. 

(b) The qualification must be accepted by SCCBH to be directly relevant to the 
competency and skills used by the employee in the duties of the position. 

(c) The allowance is not payable to Deputy Directors of Nursing or Directors of 
Nursing unless it can be demonstrated to the satisfaction of SCCBH that more 
than fifty per cent of the employee’s time is spent doing clinical work. 

(d) The allowance is not payable to Clinical Nurse Specialists, Clinical Nurse 
Consultants or Clinical Nurse Educators. 

(e) A registered nurse or enrolled nurse holding more than one relevant 
qualification is only entitled to the payment of one allowance, being the 
allowance of the highest monetary value. 

(f) The employee claiming entitlement to a continuing education allowance must 
provide evidence to SCCBH that they hold that qualification. 

(g) A registered nurse who holds a relevant postgraduate certificate in a clinical 
field (not including a hospital certificate) that is accepted by SCCBH to be 
directly relevant to the competency and skills used by the registered nurse in 
carrying out the duties of the position shall be paid the weekly allowance set 
out in Item 15 of Table 3 of Schedule B to this Agreement. 

(h) A registered nurse who holds a relevant postgraduate diploma or degree in a 
clinical field (other than a nursing undergraduate degree) that is accepted by 
SCCBH to be directly relevant to the competency and skills used by the 
registered nurse in carrying out the duties of the position shall be paid the 
weekly allowance set out in Item 16 of Table 3 of Schedule B to this 
Agreement. 

(i) A registered nurse who holds a relevant master’s degree or doctorate in a 
clinical field that is accepted by SCCBH to be directly relevant to the 
competency and skills used by the registered nurse in carrying out the duties 
of the position shall be paid the weekly allowance set out in Item 17 of Table 3 
of Schedule B to this Agreement. 
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(j) An enrolled nurse who holds a relevant certificate IV qualification in a clinical 
field (not including a certificate IV qualification which has the effect of 
upgrading the qualification leading to enrolment) that is accepted by SCCBH 
to be directly relevant to the competency and skills used by the enrolled nurse 
in carrying out the duties of the position shall be paid the weekly allowance 
set out in Item 18 of Table 3 of Schedule B to this Agreement. 

(k) The allowances set out in sub-clauses 20.6(g), (h), (i) and (j) are not included 
in the employee’s ordinary pay and will not constitute part of the all-purpose 
rate. 

(l) A registered nurse or enrolled nurse who is employed on a part-time or casual 
basis shall be paid these allowances on a pro rata basis. 

(m) The rates for these allowances shall be adjusted in accordance with increases 
in other wage-related allowances contained in this Agreement. 

20.7 Higher Duties  

(a) Subject to clauses 20.7(b), (c) and (d), an employee who is called upon to 
relieve or act in a position of a higher classification, shall be entitled to receive 
the minimum rate applicable for such higher classification for that period. 

(b) The provisions of sub clause (a) of this clause shall not apply where the 
employee of the higher classification is off duty by reason of his/her additional 
day’s off duty as a consequence of working a 38 hour week. 

(c) Further, the provisions of sub-clause (a) of this clause shall not apply where a 
Director of Nursing is absent from duty for a period of three working days or 
less for any reason other than in accordance with subclause (b) of this clause. 

(d) Subject to sub-clauses (b) and (c) above, the provisions of sub-clause (a) shall 
not apply where a day worker is being relieved and is absent from duty for a 
period of three consecutive working days or less which have been rostered in 
advance. 

20.8 Meal Allowance 

(a) An employee who works overtime for more than two hours and such overtime 
goes beyond 7:00 a.m., 1:00 p.m., and 6:00 p.m. shall, at the option of 
SCCBH, be supplied with a meal or shall be paid, as the case may be: 

(i) the amount for breakfast set out in Item 19 of Table 3 of Schedule B to 
this Agreement; 

(ii) the amount for lunch set out in Item 20 of Table 3 of Schedule B to this 
Agreement; 

(iii) the amount for the evening meal set out in Item 21 of Table 3 of 
Schedule B  to this Agreement. 

20.9 Flexibility Allowance 

(a) This clause applies only to non-nursing employees employed prior to 28 
September 2012 

(b) In recognition of the increased flexibility to work arrangements and the 
anticipated productivity gains brought about by this Agreement, each 
employee who works a shift in excess of five hours on any one day shall 
receive an allowance of an amount as set out in Item 23 of Table 3 - Other 
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Rates and Allowances for each shift so worked. Such allowance will be paid 
as a flat rate per shift and will not be paid for any other purpose of the award, 
nor will it be increased at any time. 

20.10 Medication Allowance 

Where an AIN or a CSE 2 level 2 undertakes medication duties during a shift they will 
be entitled to receive the medication allowance at item 24 of Table 3 of Schedule B to 
this Agreement for each hour they perform those duties. Where the medication duties 
take up the majority of the shift they will receive the allowance for the full shift. The 
allowance is paid as a flat rate per hours worked and will not apply for any other 
purpose of the Agreement.  

PART 3 - LEAVE 

21. ANNUAL LEAVE 

21.1 (a) Employees are entitled to annual leave in accordance with the provisions of 
the NES (refer to Chapter 2, Part 2-2, Division 6 of the Act).  

(b) For the purposes of the NES a shiftworker is defined as: 

(i) an employee who is regularly rostered to work their ordinary hours 
outside Monday to Friday, 6am to 6pm; and/or  

(ii) an employee who works for more than four ordinary hours on 10 or 
more weekends. 

(c) The entitlement to paid annual leave accrues progressively during a year of 
service according to the employee's ordinary hours of work, and accumulates 
from year to year 

(d) Casual employees have no entitlement to annual leave. 

21.2 Accrual of Annual Leave 

(a) Nursing Employees; and Non-Nursing employees employed on or from 
28 September 2012: 

(i) are entitled to 4 weeks paid annual leave. 

(ii) who are shiftworkers are entitled to one week of Annual Leave in 
addition to that provided in clause 21.2(a)(i)  

(b) Non-Nursing Employees employed prior to 28 September 2012:  

(i) are entitled to 5 weeks Annual Leave and will be paid 99% of the 
appropriate rate of pay in schedule B to this Agreement. 

(ii) who are shift workers are entitled to one week of Annual Leave in 
addition to that provided in clause 21.2(b)(i) and will be paid 99% of 
the appropriate rate of pay in Schedule B to this Agreement. 

21.3 Payment of Annual Leave 

(a) If an employee takes annual leave during a period, the annual leave shall be 
paid at the employee’s base rate of pay for the employee’s ordinary hours of 
work in the period. 

(b) An employee going on leave may elect to be paid: 
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(i) prior to commencing such leave; or 

(ii) through their normal pay cycle. 

(c) Once the leave has commenced the election cannot be changed unless 
SCCBH agrees. 

(d) If when the employment of an employee ends, the employee has a period of 
untaken paid annual leave, SCCBH must pay the employee the amount that 
would have been payable to the employee had the employee taken that 
period of leave. 

(e) Annual leave loading, if any, shall be paid in accordance with clause 21.6. 

21.4 Taking of Annual Leave 

(a) An employee is entitled to take an amount of annual leave during a particular 
period if: 

(i) at least that amount of annual leave is credited to the employee; and 

(ii) SCCBH has authorised the employee to take the annual leave during 
that period. 

(b) In the taking of leave, the employee shall make written application to SCCBH, 
giving timely notice of the desired period of such leave. 

(c) SCCBH will utilise its best endeavours to respond to an application for annual 
leave made by an employee within a reasonable time. It is understood that in 
certain periods of peak demand such as Christmas, Easter, school holidays 
and long weekends, SCCBH may require more notice and further time in 
which to approve leave requests. 

(d) Annual leave shall be taken in an amount and at a time which is approved by 
SCCBH, subject to the operational requirements of the workplace. SCCBH 
shall not unreasonably withhold or revoke such approval. 

(e) Excessive accumulated annual leave:  An employee must take an amount 
of annual leave during a particular period if: 

(i) reasonably directed to do so by SCCBH; 

(ii) at the time the direction is given, the employee has more than 8 weeks 
annual leave credited to him or her or 10 weeks for a shiftworker; and 

(iii) the amount of annual leave left to the employees credit is at least 6 
weeks. 

21.5 Cashing out of Annual Leave 

(a) Annual leave credited to an employee may be cashed out by agreement, 
subject to the following conditions: (refer to section 93 of the Act) 

(i) paid annual leave must not be cashed out if the cashing out would 
result in the employee’s remaining accrued entitlement to paid annual 
leave being less than 4 weeks; and  

(ii) each cashing out of a particular amount of paid annual leave must be 
by a separate agreement in writing between SCCBH and the 
employee; and  
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(iii) the employee must be paid at least the full amount that would have 
been payable to the employee had the employee taken the leave that 
the employee has forgone.  

21.6 Annual Leave Loading 

(a) In addition to their Annual Leave payment, an employee will be paid the 
higher of:  

(i) an annual leave loading of 17.5% of their Annual Leave; or  

(ii) the weekend and shift penalties the employee would have received 
had they not been on leave during the relevant period. 

(b) The Annual Leave loadings in clause 21.6(a) are not payable for days which 
have been added to be taken in conjunction with annual leave in accordance 
with the election provisions of clause 19 - Public Holidays or for purchased 
additional leave in accordance with clause 21.9. 

(c) Shift allowances and weekend penalties are not payable for public holidays 
which occur during a period of annual leave. 

21.7 Annual Leave and Service 

A period of annual leave does not break an employee’s continuity of service and 
annual leave counts as service for all purposes. 

21.8 Payment of Annual Leave on Termination 

If, when the employment of an employee ends, the employee has a period of untaken 
paid annual leave, SCCBH must pay the employee the amount that would have been 
payable to the employee had the employee taken that period of leave.  

21.9  Purchased Additional Leave (PAL) 

(a) SCCBH may offer permanent employees the opportunity to “purchase” an 
additional one week of leave each year in exchange for a proportional 
reduction in their salary over 12 months and within each financial year and is 
treated as leave without pay.  

(b) An employee wishing to purchase additional leave must enter into a written 
agreement with SCCBH which shall include: 

(i) an election at the beginning of each financial year (i.e. at 1 July each 
year); 

(ii) agreement that the employee's salary will be reduced by 1.92% for the 
period of the agreement; and  

(iii) authority for SCCBH to withhold an amount of money, from any 
monies owing to SCCBH for PAL taken but not accrued by the final 
pay within the financial year or at termination.    

(c) Annual leave entitlements shall be exhausted before the employee's PAL can 
be accessed.    

(d) All PAL must be used within each financial year (i.e. by 30 June each year). If 
any PAL is not used by the final pay within the financial year, or the employee 
wishes to cease the arrangement, the foregone salary (if any) will be re-
credited and paid to the employee.  
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(e) Superannuation entitlements will be calculated on the pre-reduction salary 
and leave loading shall not apply to PAL.  

22. PERSONAL/CARER’S LEAVE AND COMPASSIONATE LEAVE 

22.1 (a) Employees are entitled to personal/carer’s leave and compassionate leave in 
accordance with the provisions of the NES (refer to Chapter 2, Part 2-2, 
Division 7 of the Act). 

(b) Casual employees have no entitlement to paid personal/carer’s leave or 
compassionate leave, but do have an entitlement to unpaid leave. 

22.2 Entitlement to paid Personal/Carers Leave 

(a) For each year of service with SCCBH, an employee is entitled to 10 days of 
paid personal/carer's leave. 

(b) An employee's entitlement to paid personal/carer's leave accrues 
progressively during a year of service according to the employee's ordinary 
hours of work, and accumulates from year to year. 

22.3 Taking of Personal/Carer’s Leave 

An employee may take paid personal/carer's leave:  

(a) where the employee is not fit for work because of a personal illness, or 
personal injury, affecting the employee; or  

(b) to provide care or support to a member of the employee’s immediate family, 
or a member of the employee’s household, who requires care or support 
because of:  

(i) a personal illness, or personal injury, affecting the member; or  

(ii) an unexpected emergency affecting the member. 

22.4 Payment of Paid Personal/Carer’s Leave 

If an employee takes a period of paid personal/carer’s leave, SCCBH must pay the 
employee at the employee’s base rate of pay for the employee’s ordinary hours of 
work in the period. 

22.5 Personal/Carers Leave on Public Holidays 

If the period during which an employee takes paid personal/carer's leave includes a 
day or part-day that is a public holiday in the place where the employee is based for 
work purposes, the employee is taken not to be on paid personal/carer's leave on 
that public holiday. 

22.6 Cashing out of Paid Personal/Carer’s Leave 

(a) An employee is entitled to cash out an amount of paid personal/carer's leave 
credited to the employee provided: 

(i) SCCBH authorises the employee to forgo the amount of paid 
personal/carer's leave. SCCBH has complete discretion; and  

(ii) paid personal/carer's leave must not be cashed out if the cashing out 
would  result in the employee's remaining accrued entitlement to paid 
personal/carer's leave being less than 15 days; and  
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(iii) each cashing out of a particular amount of paid personal/carer's leave 
must be by a separate agreement in writing between SCCBH and the 
employee; and  

(iv) the employee must be paid at least the full amount that would have 
been payable to the employee had the employee taken the leave that 
the employee has forgone.  

22.7 Unpaid Carer’s Leave 

(a) An employee is entitled to 2 days unpaid carer’s leave for each occasion 
when a member of the employee’s immediate family, or a member of the 
employee’s household, requires care or support because of: 

(i) a personal illness, or personal injury, affecting the member; or 

(ii) an unexpected emergency affecting the member. 

(b) An employee may take unpaid carer’s leave as: 

(i) a single continuous period of up to 2 days; or 

(ii) any separate periods agreed with SCCBH. 

(c) An employee is entitled to unpaid carer’s leave for a particular occasion only if 
the employee cannot take an amount of paid personal/carer’s leave. 

22.8 Compassionate Leave 

(a) An employee is entitled to 2 days of compassionate leave for each occasion 
when a member of the employee's immediate family, or a member of the 
employee's household:  

(i) contracts or develops a personal illness that poses a serious threat to 
his or her life; or  

(ii) sustains a personal injury that poses a serious threat to his or her life; 
or  

(iii) dies.  

(b) An employee may take compassionate leave as: 

(i) a single continuous period of 2 days: or 

(ii) 2 separate periods of 1 day each; or 

(ii) any separate periods agreed with SCCBH. 

22.9 Payment for Compassionate Leave 

(a) If an employee takes a period of paid compassionate leave, SCCBH must pay 
the employee, other than a casual employee, at the employee’s base rate of 
pay for the employee’s ordinary hours of work in the period. 

(b) Casual employees are entitled to unpaid compassionate leave. 

22.10 Notice and Evidence Requirements 

(a) To be entitled to leave under clause 22 an employee must give SCCBH notice 
of the period, or expected period of the leave:  
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(i) as soon as reasonably practicable (which may be at a time before or 
after the leave has started) that the employee is (or will be) absent 
from his or her employment; 

(b) SCCBH may require an employee to give SCCBH evidence that would satisfy 
a reasonable person that the leave was taken for a permissible reason or 
occasion. 

(c) To be entitled to personal leave during the period, the employee may be 
required to give SCCBH as soon as reasonably practicable (which may be at 
a time before or after the personal leave has started) either: 

(i) a medical certificate from a medical practitioner stating that in their 
opinion, the employee was, is, or will be unfit for work during the 
period because of a personal illness or injury; or 

(ii) a statutory declaration made by the employee stating that the 
employee was, is, or will be unfit for work during the period because of 
a personal illness or injury. 

(d) To be entitled to carer’s leave during the period, the employee may be 
required to give SCCBH as soon as reasonably practicable (which may be at 
a time before or after the carer’s leave has started) either: 

(i) a medical certificate from a medical practitioner stating that in their 
opinion the member requires or required care and support during the 
period due to personal illness or injury; or 

(ii) a statutory declaration made by the employee stating that the 
employee requires or required leave during the period to provide care 
or support to the member because the member requires or required 
care or support during the period because of personal illness, or injury, 
of the member or an unexpected emergency affecting the member. 

(e) To be entitled to compassionate leave during the period, the employee may 
be required to give SCCBH as soon as reasonably practicable (which may be 
at a time before or after the compassionate leave has started): 

(i) a medical certificate from a medical practitioner stating that in their 
opinion the member is suffering from an illness or injury that poses a 
serious threat to the member’s life; or 

(ii) a statutory declaration made by the employee stating that the 
employee requires or required leave during the period due to the death 
of the member. 

22.11 Service 

(a) A period of paid personal/carer’s leave or compassionate leave does not 
break an employee’s continuity of service and counts as service for all 
purposes. 

(b) A period of unpaid personal/carer’s leave does not break an employee’s 
continuity of service, but does not count as service. 

23. COMMUNITY SERVICE LEAVE 

23.1 Employees are entitled to community service Leave in accordance with the 
provisions of the NES (refer to Chapter 2, Part 2-2, Division 8 of the Act). 
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23.2  Eligible community service activities 

(a)  entitle an employee, acting reasonably, to be absent from employment for 
periods including: 

(i) time when the employee engages in the activity; 

(ii) reasonable travelling time associated with the activity; 

(iii) reasonable rest time immediately following the activity. 

(b)  include: 

(i)  jury service (including attendance for jury selection) that is required by 
or under a law of the Commonwealth, a State or a Territory; or 

(ii)  a voluntary emergency management activity; or 

(iii)  an activity prescribed in regulations made for the purpose of section 
109(4) of the Act. 

23.3 Jury Service 

(a) There is no limit on the amount of unpaid jury service leave an employee can 
take in a 12 month period of employment. 

(b) Employees, other than casuals, are entitled to be paid: 

(i) for the first 10 days when absent from work in one or more periods to 
attend jury service re a particular jury service summons. 

(ii) the difference between what the employee received as jury service 
pay and the base rate of pay for the employee’s ordinary hours of work 
in the period or periods. 

(c) Where the duration of jury service re a particular jury service summons 
exceeds 10 days, SCCBH agrees to assist the employee as far as is 
reasonably practical to maintain their regular income. The assistance may 
include: flexibility of rosters; access to Annual Leave and/or Long Service 
Leave.  

(d) SCCBH may require the employee to provide evidence that would satisfy a 
reasonable person: 

(i) that the employee took all necessary steps to obtain any amount of 
jury service pay to which they were entitled; and 

(ii) of the total amount of jury service pay, paid or payable to the 
employee.    

(e) No payment is required where evidence is required by SCCBH and not 
provided by the employee. 

23.4 Voluntary emergency management activity (VEMA) 

(a) An employee engages in a VEMA if: 

(i) they voluntarily participate; 

(ii) the activity involves dealing with an emergency or natural disaster; 
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(iii) they are a member of, or have a member like association with a 
recognised emergency management body (REMB); and 

(iv) the REMB requests their participation. 

24. PARENTAL LEAVE 

24.1 Employees are entitled to parental leave in accordance with the provisions of the 
NES (refer to Chapter 2, Part 2-2, Division 5 of the Act). 

24.2 Paid parental leave 

(a) Full-time and part-time employees may claim paid parental leave at ordinary 
pay, from the date the parental leave commences in the following 
circumstances: 

(i) first claim: where eligible for unpaid parental leave; and 

(ii) second and subsequent claims: where an employee having returned to 
work from a period of parental leave has completed 3 months of 
continuous service prior to each claim.  

(b) For the purposes of the calculation of “ordinary pay” for paid parental leave 
purposes, an employee will be paid the higher of: 

 (i) The average of the ordinary hours actually worked by the employee in 
the 12 month period ending at the commencement of parental leave; 
or 

 (ii) The ordinary hours worked by the employee at the time of the 
commencement of parental leave.  

(c) Paid parental leave includes: 

(i) 9 weeks paid maternity leave for the birth mother; 

(ii) 9 weeks paid adoption leave for the initial primary carer of the adopted 
child; and  

(iii)  2 week paid partner leave. 

(d) Paid partner leave will be payable to: 

(i) the father; or  

(ii) partner of the birth mother; or 

(iii) partner of the initial primary carer of an adopted child. 

(e) Partner includes same-sex and de facto partner but does not include former 
de facto partners. 

(f) Any period of “paid no safe job leave” taken by an employee pursuant to the 
“Transfer to a Safe Job” provisions of the Act shall be deducted from the 
employee’s entitlement to paid maternity leave. 
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25. LONG SERVICE LEAVE 

25.1 An employee’s entitlement to long service leave shall be in accordance with the 
provisions of this Agreement and the Long Service Leave Act 1955 (NSW) provided 
that should there be any inconsistency between that legislation and the provisions of 
this Agreement these provisions shall prevail to the extent the Agreement entitles 
employees to long service leave in excess of the employees’ entitlement to long 
service leave under the Long Service Leave Act (1955) NSW. 

25.2. NURSING CLASSIFICATIONS 
 

(a) For the purposes of clause 25.2 only, any reference to employee or 
employees means nursing classification employees only.  

(b) Each employee, other than those covered by clause 25.2(c) shall be entitled 
to two months long service leave on ordinary pay after ten years' service; 
thereafter additional long service leave shall accrue on the basis of five 
months long service leave for each ten years' service. This additional leave 
may be taken on a pro-rata basis each five years after completing the initial 
10 year period of service. 

(c) Notwithstanding clause 25.1 and clause 25.2(b) employees who previously 
nominated to continue to receive Long Service Leave entitlements in 
accordance with subclauses 25.2(c)(i)-(iii) will continue to receive those long 
service entitlements. 

(i) After ten years’ continuous service with SCCBH employees shall be 
entitled to two months’ long service leave on full pay; after 15 years’ 
continuous service to an additional one month’s long service leave on 
full pay; and for each five years’ continuous service thereafter to an 
additional one and one-half months’ long service leave on full pay. 

(ii) All service of five or more years shall be counted as one and one-half 
times the actual time served. 

(iii)  This clause applies only to the accrual of long service leave. 

 (d) Employees who have completed at least 5 years’ service and less than 7 
years’ service will be entitled to pro rata long service leave where the 
Employee’s services are terminated by SCCBH for any reason other than the 
employee's serious and wilful misconduct, or by the employee on account of 
illness, incapacity or domestic or other pressing necessity, or by reason of the 
death of the employee, he/she shall be entitled to be paid a proportionate 
amount on the basis of two months for ten years’ service. 

(e) Where an employee has been granted a period of long service leave prior to 
the coming into force of this Agreement, the amount of such leave shall be 
debited against the amount of leave due under this Agreement. 

(f) Employees of SCCBH previously covered by long service leave provisions or 
arrangements contained in industrial instruments or State legislation will have 
their long service leave accrued entitlement carried over but the accrual and 
access to long service leave entitlements from the date of transfer shall be in 
accordance with this Agreement. 

e.g.  an employee with 15 years continuous service under an industrial instrument 
or State legislation at the time of transfer may have an accrued entitlement of 
3 months long service leave. From this time onwards employees would 
accrue their entitlements in accordance with this Agreement, at the rate of 2.5 
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months for each five years’ service as the continuity of service for long service 
leave purposes is not affected by the entering into of this Agreement. Thus, 
after 20 years continuous service the employee would be entitled to 5.5 
months long service leave, made up of 3 months under the previous industrial 
instrument or State legislation and a further 2.5 months under this Agreement. 

25.3 NON-NURSING CLASSIFICATIONS 

(a) For the purposes of clause 25.3 only, any reference to employee or 
employees means non-nursing classification employees only.  

(b) Employees shall be entitled to 13 weeks long service leave on full pay after 
ten years’ service; thereafter additional long service leave shall accrue on the 
basis of 6.5 week's leave for each consecutive period of 5 years completed 
service. 

(c) Where the services of an employee with at least five years’ service as an 
adult are terminated by SCCBH for any reason other than the employee's 
serious and wilful misconduct, or by the employee on account of illness, 
incapacity or domestic or other pressing necessity, or by reason of the death 
of the employee, the entitlement to be paid shall be a proportionate amount 
calculated on the basis of 13 weeks for ten years’ service 

(d) Long service leave shall not be granted in a period of less than one month 
unless SCCBH and the employee so agree. 

25.4  The following clauses 25.5, 25.6, 25.7, 25.8, 25.9 and 25.10 apply to Nursing and 
Non-Nursing Employees. 

25.5 The calculation of payment due to an employee will be in accordance with the Long 
Service Leave Act 1955 (NSW). 

25.6 Employees are entitled to take their long service leave on a pro rata basis after 7 
years of continuous service.  

25.7 (i) SCCBH shall give to each employee at least one month's notice of the date 
from which it is proposed that the employee’s long service leave shall be 
given and taken.  Long service leave shall be taken as soon as practicable 
having regard to the needs of the workplace, or where SCCBH and the 
employee agree, such leave may be postponed to an agreed date. 

(ii) Where SCCBH and the employee agree in writing that the taking of a period 
of leave be postponed at the request of an employee to an agreed future date, 
the period of leave at the time of the agreement being made will, when taken, 
be paid at the rate applicable at the time of the agreement. 

25.8 For the purpose of Long Service Leave service shall: 

(a) mean continuous service with SCCBH; 

(b) not include any period of leave without pay except in the case of employees 
who have completed at least ten years’ service (any period of absence 
without pay being excluded there from) in which case service shall include 
any period without pay not exceeding six months taken after 1 June, 1980; 

(c)  include half the period of Long Service Leave taken where an employee 
elects to take Long Service Leave at half the appropriate pay in accordance 
with clause 25.9. 
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25.9 (a) With the agreement of SCCBH, an employee may take long service leave on 
half their appropriate pay, thereby increasing the period of paid leave which 
can be taken.  For example an employee who is eligible for 13 weeks paid 
long service leave can take 26 weeks paid long service leave at half their 
appropriate pay. 

(b) During a period of long service leave on half their appropriate pay, the accrual 
of annual leave and personal/carers leave will be on the basis of half the 
ordinary hours of work. 

25.10 (a) On the termination of employment of an employee, otherwise than by his or 
her death, SCCBH shall pay to the employee the monetary value of all long 
service leave accrued and not taken at the date of such termination and such 
monetary value shall be determined according to the appropriate pay payable 
to the employee at the date of such termination. 

(b) Where an employee who has acquired a right to long service leave, or after 
having had five years' service and less than ten years' service dies, the 
employees personal representative shall, upon request, be entitled to receive 
the monetary value of the leave not taken or which would have accrued to 
such employee had his or her services terminated and such monetary value 
shall be determined according to the appropriate pay payable to the employee 
at the time of his or her death. 

26. REPATRIATION LEAVE 

26.1 Employees who are ex-servicemen or ex-service women may be granted special 
leave in one or more periods up to a maximum of 6½ working days in any period of 
twelve months without deduction from annual or sick leave credits for the following 
purposes in connection with an accepted war-caused disability or in connection with 
an application to the Repatriation Department for a disability to be so accepted: 

(a) to attend a hospital or clinic or visit a medical officer in that regard; 

(b) to attend a hospital, clinic or medical officer or to report for periodical 
examination or attention; 

(c) to attend limb factories for the supply, renewal and repair of artificial 
replacements and surgical appliances. 

26.2 Employees are to provide SCCBH with documentary evidence as to the attendance 
prior to the payment of special leave being granted. 

27. LEAVE WITHOUT PAY 

27.1 By agreement between SCCBH and a permanent employee, an employee may be 
granted a period of leave without pay.  

27.2 The period of leave without pay will not break the continuity of service of the 
employee but will not count for the purpose of: 

(a) accruing annual leave or personal/carers leave, incremental progression, and 
public holidays;  

(b) accruing long service leave, except in the case of employees who have 
completed at least ten years’ service (any period of absence without pay 
being excluded therefrom) in which case service shall include any period 
without pay not exceeding six months taken after 1 June, 1980; 
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(c) the qualifying period for paid and unpaid parental leave; and 

(d) the calculation of notice and severance pay in accordance with clause 34 - 
Termination of Employment and clause 32 - Redundancy. 

28. CEREMONIAL LEAVE 

An employee who is legitimately required by Aboriginal and Torres Strait Islander 
tradition to be absent from work for Aboriginal ceremonial purposes will be entitled to 
up to ten working days unpaid leave in any one year, with the approval of SCCBH. 

29. NATURAL DISASTER LEAVE 

29.1 Where a permanent employee is unable to attend work because of a natural disaster, 
i.e. bushfire or flood, they will be entitled to be paid ordinary pay for the shift they 
would otherwise have worked on that day. This entitlement will apply once per 
calendar year and is not cumulative from year to year. 

29.2  SCCBH may require the employee to provide evidence to support their claim. 

30 FAMILY AND DOMESTIC VIOLENCE  

30.1  Definitions 

(a) Family and Domestic Violence includes acts or threats of violence, not 
including acts of self-defence, committed by a current or former spouse of the 
victim, by a person with whom the victim shares a child in common, by a 
person who is cohabitating with or has cohabitated with the victim, by a 
person who is or has been in a continuing social relationship of a romantic or 
intimate nature with the victim, or a person who is or has continually or at 
regular intervals lived in the same household as the victim.  

(b)  Family and Domestic Violence includes physical, sexual, financial, verbal or 
emotional abuse by a family member. 

(c) An employee may, for the purposes of this clause, be required to produce 
suitable evidence of Family and Domestic Violence, such as documents 
issued by the Police Service, a Court, a Doctor, a Domestic Violence Support 
Service, a Lawyer or counselling professional or by statutory declaration.  

30.2 Measures  

(a) No adverse action will be taken against an employee on the basis of being the 
victim of Family and Domestic Violence.  

(b) All personal information concerning Family and Domestic Violence will be kept 
confidential in line with SCCBH’s Privacy Policy and relevant legislation.  

(c) SCCBH will identify a contact within the organisation with whom the employee 
can make contact for the purposes of this clause. 

(d)  Upon receipt of a reasonable request from an employee who has satisfied the 
criteria of this clause, SCCBH will, subject to operational requirements 
facilitate flexible working arrangements, which may include:  

(i) changes to working times and to work location; 

(ii) changes to telephone numbers and/or email addresses. 
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(iii) any other appropriate measure including those available under existing 
provisions for family friendly and flexible work arrangements.  

(e) An employee experiencing family and domestic violence may be referred to 
the Employee Assistance Program (EAP) and/or other local resources that 
include professionals trained specifically in family and domestic violence. 

30.3 Leave 

(a) A full time or part time employee who has established evidence of being the 
victim of Family or Domestic Violence with SCCBH may utilise the following 
leave entitlements for medical appointments, legal proceedings and other 
activities related to Family and Domestic Violence.   

(i) Personal/Carer’s Leave provided the employee maintains a reserve of 
at least 1 week; 

(ii) Where leave entitlements in sub-clause (i) above are exhausted 
SCCBH shall grant up to 3 days’ special leave on ordinary pay per 
calendar year to be used for absences from the workplace; 

(iii) Where leave entitlements in sub-clauses (i) & (ii) above are exhausted 
SCCBH shall permit access to unused Annual Leave and when 
exhausted unpaid leave. 

(b) Casual employees will be entitled to unpaid Family and Domestic leave. 

(c) This leave may be taken as consecutive or single days or as a fraction of a 
day: 

(d)  An employee who supports a person experiencing family and domestic 
violence may use their existing carer’s leave, and if exhausted, annual leave 
and if exhausted unpaid leave to accompany the person on activities related 
to the family and domestic violence, or to mind the children of the person. 

PART 4 - OTHER PROVISIONS 

31. CONSULTATION  

31.1 Consultation regarding major workplace change 

SCCBH to notify  

(a) Where SCCBH has made a definite decision to introduce major changes in 
production, program, organisation, structure or technology that are likely to 
have significant effects on employees, SCCBH must notify the employees 
who may be affected by the proposed changes and their representatives, if 
any, which may be the union. 

(b) Significant effects include termination of employment; major changes in the 
composition, operation or size of SCCBH’s workforce or in the skills required; 
the elimination or diminution of job opportunities, promotion opportunities or 
job tenure; the alteration of hours of work; the need for retraining or transfer of 
employees to other work or locations; and the restructuring of jobs. Provided 
that where this Agreement makes provision for alteration of any of these 
matters an alteration is deemed not to have significant effect.  
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31.2 SCCBH to discuss change   

(a) SCCBH must discuss with the employees affected and their representatives, if 
any, the introduction of the changes referred to in clause 31.1, the effects the 
changes are likely to have on employees and measures to avert or mitigate 
the adverse effects of such changes on employees and must give prompt 
consideration to matters raised by the employees and/or their representatives 
in relation to the changes.  

(b) The discussions must commence as early as practicable after a definite 
decision has been made by SCCBH to make the changes referred to in 
clause 31.1.  

(c) For the purposes of such discussion, SCCBH must provide in writing to the 
employees concerned and their representatives, if any, which may be the 
union, all relevant information about the changes including the nature of the 
changes proposed, the expected effects of the changes on employees and 
any other matters likely to affect employees provided that SCCBH is not 
required to disclose confidential information the disclosure of which would be 
contrary to SCCBH’s interests.   

31.3. Consultation regarding changes to regular rosters or ordinary hours of work 

(a) Where SCCBH proposes to change an employee’s regular roster or ordinary 
hours of work, SCCBH must: 

(i) provide information about the change to the employee or employees 
affected; and 

(ii) invite the employee or employees affected to give their views about 
the impact of the change, including any impact in relation to their 
family or caring responsibilities; and 

(iii) consider any views given by employees about the impact of the 
change. 

(b) SCCBH or an employee may appoint a representative for the purposes of this 
clause. 

(i) The identity of the representative must be advised to the other party. 

(c) The obligations under sub-clause (a) shall be read in conjunction with the 
other agreement provisions concerning the scheduling of work and notice 
requirement, including but not limited to Clause 14 - Hours and Clause 15 - 
Rosters. 

(d) This clause is to be read in conjunction with other provisions in this 
Agreement concerning the scheduling of work and notice requirements. 

(e)  The requirement to consult under this clause does not apply where an 
employee has irregular, sporadic or unpredictable working hours.  

32. REDUNDANCY 

32.1 For the purposes of this clause, “continuous service” shall be interpreted in the same 
manner as “service of a worker” is interpreted in the Long Service Leave Act 1955 
(NSW) as at the date this Agreement comes into operation.  Periods of leave without 
pay, including parental leave without pay, do not break the continuity of service of an 
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employee but are not to be taken into account in calculating length of service for the 
purposes of this clause. 

32.2 Redundancy occurs where SCCBH has made a definite decision that SCCBH no 
longer wishes the job the employee has been doing to be done by anyone and this is 
not due to the ordinary and customary turnover of labour. 

32.3 Unless the FWC subsequently orders otherwise pursuant to sub-clause 32.4, where 
the employment of an employee is to be terminated for the reason set out in sub-
clause 32.2, SCCBH shall pay, in addition to other payments due to that employee, 
the following retrenchment pay in respect of the following continuous periods of 
service:  

(a) Where the employee is under 45 years of age, SCCBH shall pay the 
employee in accordance with the following scale: 

Minimum Years of Service Retrenchment Pay 

Less than 1 year Nil 
1 year and less than 2 years 4 weeks’ pay 
2 years and less than 3 years 7 weeks’ pay 
3 years and less than 4 years 10 weeks’ pay 
4 years and less than 5 years 12 weeks’ pay 
5 years and less than 6 years 14 weeks’ pay 
6 years and over 16 weeks’ pay. 

(b) Where the employee is 45 years of age or over, SCCBH shall pay the 
employee in accordance with the following scale: 

Minimum Years of Service Retrenchment Pay 

Less than 1 year Nil 
1 year and less than 2 years 5 weeks’ pay 
2 years and less than 3 years 8.75 weeks’ pay 
3 years and less than 4 years 12.5 weeks’ pay 
4 years and less than 5 years 15 weeks’ pay 
5 years and less than 6 years 17.5 weeks’ pay 
6 years and over 20 weeks’ pay 

(c) "Weeks’ pay" means the rate of pay for the employee concerned at the date 
of termination, and shall include in addition to the ordinary pay any over-
agreement payments and the following, if applicable: 

(i) shift and weekend penalties as prescribed in clause 18 - Shift and 
Weekend Work; 

(ii) broken shift allowance as prescribed in clause 14.5 - Broken Shifts; 

(iii) climatic and isolation allowances as prescribed in clause 20.9 - 
Climatic and Isolation Allowance.  

32.4 Subject to an application by SCCBH and further order of the FWC, SCCBH may pay 
a lesser amount (or no amount) of retrenchment pay than that contained in sub-
clause 32.3. The FWC shall have regard to such financial and other resources of 
SCCBH as the FWC thinks relevant, and the probable effect paying the amount of 
retrenchment pay in sub-clause 32.3 will have on SCCBH. Provided that where a 
Deputy Director of Nursing or Assistant Director of Nursing has their position made 
redundant and they are offered an alternative position at a lower rate of pay which 
they do not accept, they shall be paid the full entitlement contained in sub-clause 
32.3 and SCCBH may not make application to the FWC under this sub-clause. 
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33. DISCIPLINARY MATTERS  

33.1. In all dealings with employees, which may lead to a disciplinary outcome, including 
termination, SCCBH commits to the principles of procedural fairness, natural justice 
and the right to a support person. 

33.2 An employee required to attend a disciplinary meeting will be entitled to ordinary pay 
for the duration of meeting. 

34 TERMINATION OF EMPLOYMENT 

34.1 Prior to reaching any decision to terminate the employment of an employee on 
grounds other than would justify summary dismissal, SCCBH will: 

(a) inform the employee that the termination of their employment is being 
considered; 

(b) advise the employee of the reasons for termination; and 

(c) provide the employee with an opportunity to show cause why their 
employment should not be terminated. 

34.2 An employee shall be given reasonable time to respond, and shall be provided with 
details of any relevant material. Where a meeting is held with the employee, the 
employee is entitled to have a support person present. The support person may be 
e.g. a co-worker, a workplace union delegate, an officer of the union, a family 
member, or any other person.  

34.3 Subject to subclauses 34.4 to 34.9, employment, other than the employment of a 
casual, will be terminated by SCCBH or the employee only on the provision of the 
applicable notice as set out in clause 34.10, or by the payment by SCCBH, or 
forfeiture by the employee, of wages in lieu of notice.  

34.4 SCCBH may, without notice, summarily dismiss an employee at any time for serious 
misconduct or wilful disobedience.  Payment is up to the time of dismissal only.   

34.5 Provided that employment may be terminated by part of the period of notice 
specified, and part payment or part forfeiture, in lieu of the period of notice specified. 

34.6 In respect of any forfeiture by the employee of wages in lieu of notice, the employee 
may at any time authorise SCCBH to deduct from his or her wages payable up to, or 
on termination, relevant wages payable in lieu of notice. Should SCCBH not receive 
such an authorisation from the employee and make the applicable deduction in 
whole, SCCBH may forthwith recover from the employee such outstanding payment 
or sum or amount payable or owing by the employee pursuant to this clause in any 
court of competent jurisdiction.  

34.7 The requirement for an employee to provide notice under this clause shall not apply 
in circumstances where the employee is entitled to bring the employment to an end 
because of the actions of SCCBH, for example, because of a repudiatory breach of 
the employment contract by SCCBH. 

34.8  In respect of the requirement for SCCBH to provide or pay notice under this clause, 
nothing in this clause shall exclude the application of Subdivision C of Division 11 of 
Part 2-2 of the Fair Work Act 2009. 

34.9  Except in the case of summary dismissal, it is the intention of this clause that both 
SCCBH and the employee provide appropriate notice upon termination, or pay or 
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forfeit such notice in wages. The application and interpretation of this clause shall 
give this intention full effect. 

34.10 Notice of termination 

(a) (i)  Period of Continuous Service     Minimum Period of Notice  

1 year or less      1 week 

More than 1 year but not more than 3 years  2 weeks 

More than 3 years but not more than 5 years  3 weeks 

More than 5 years     4 weeks 

(ii) A Director of Nursing; Deputy Director of Nursing; Assistant Director of 
Nursing and a Care Service Employee Grade 5 - four weeks’ notice. 

(b) Employees (other than casuals) aged 45 years or older will be entitled to an 
additional one week’s notice if the employee has completed at least two years 
continuous service for SCCBH. 

(c) Casuals are to be given notice to the end of the current shift worked. 

34.11 SCCBH will give the employee a statement signed by SCCBH stating the period of 
employment and when the employment was terminated if the employee requests. 

34.12 Abandonment of Employment 

Where an employee is absent from work for a continuous period of three working 
days without the consent of SCCBH, and without notification to SCCBH, SCCBH 
shall be entitled to inform the employee by written correspondence that unless the 
employee provides a satisfactory explanation for her or his absence within three days 
of the receipt of such a request, the employee will be considered to have abandoned 
employment. 

35. LABOUR FLEXIBILITY AND MIXED FUNCTIONS 

35.1 SCCBH may direct an employee to carry out such duties as are within the limits of 
the employee's skill, competence and training. 

35.2 SCCBH may direct an employee to carry out such duties and use such tools and 
equipment as may be required, provided the employee possesses the relevant skills 
and competence to perform such tasks. Where the employee does not possess such 
skills and competence, appropriate training shall be facilitated. 

35.3 Any direction issued by SCCBH pursuant to sub-clauses 35.1 and/or 35.2 shall be 
consistent with SCCBH's responsibility to provide a safe and healthy working 
environment for employees, and SCCBH's duty of care to residents and/or clients. 

35.4 Where SCCBH has decided there is no longer a requirement for a Deputy Director of 
Nursing or an Assistant Director of Nursing to be appointed in a workplace, SCCBH 
shall ensure that the workload previously performed by that nurse manager is 
adequately allocated to other management employees, and that the workloads of all 
other nurses on the nursing care roster within that workplace will remain consistent 
with their substantive role, duties and classifications. 
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36. WORKLOAD MANAGEMENT 

36.1 The parties to this agreement acknowledge that employees and management have a 
responsibility to maintain a balanced workload and recognise the adverse effects that 
excessive workloads may have on employee/s and the quality of resident/client care. 

36.2 To ensure that employee concerns involving excessive workloads are effectively 
dealt with by Management the following procedures should be applied: 

(a) In the first instance, employee/s should discuss the issue with their immediate 
supervisor and, where appropriate, explore solutions. 

(b) If a solution cannot be identified and implemented, the matter should be 
referred to an appropriate senior manager for further discussion. 

(c) If a solution still cannot be identified and implemented, the matter should be 
referred to the Facility Manager for further discussion. 

(d) The outcome of the discussions at each level and any proposed solutions 
should be recorded in writing and fed back to the effected employees. 

(e) At each of the steps above the parties should aim to agree on a reasonable 
time frame for response. 

36.3 Workload management must be an agenda item at meetings of employees on at 
least a quarterly basis.  Items in relation to workloads must be recorded in the 
minutes of the meeting, as well as actions to be taken to resolve the workloads 
issue/s.  Resolution of workload issues should be based on the following criteria 
including but not limited to: 

(a) Clinical assessment of residents’ needs; 

(b) The demand of the environment such as facility layout; 

(c) Statutory obligation, (including, but not limited to, workplace health and safety 
legislation; 

(d) The requirements of nurse regulatory legislation; 

(e) Reasonable workloads; 

(f) Accreditation standards;  

(g) Replacement of employees on leave; and 

(h) Budgetary considerations. 

36.4 If the issue is still unresolved, the employee/s may advance the matter through 
Clause 44 - Grievance and Disputes Resolution Procedures. Arbitration of workload 
management issues may only occur by agreement of all parties. 

37. SUPERANNUATION 

37.1 SCCBH will make superannuation contributions into an approved Superannuation 
Fund nominated by the employee in accordance with the Superannuation Guarantee 
(SG) legislation as varied from time to time.  

37.2 An employee will nominate one approved fund to which all statutory superannuation 
contributions shall be paid. 
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37.3 Should an employee fail to nominate a fund, SCCBH will choose a default fund into 
which contributions shall be paid under this Agreement. A default fund must offer a 
My Super product and for the purpose of this Agreement includes the following: 

(a) Catholic Super; 

(b) Health Employees' Superannuation Trust Australia (H.E.S.T.A.); 

(c) First State Super; or 

(d) any agreed complying superannuation fund; provided that SCCBH shall not 
unreasonably withhold agreement unless it establishes good and proper 
reasons for the withholding of agreement. 

37.4 The superannuation contributions will be paid at ordinary pay, which for the purpose 
of this Agreement includes ordinary time worked on public holidays and public 
holiday loadings. 

37.5 Contributions: 

SCCBH shall make, in respect of qualified employees, superannuation contributions 
into an approved fund on a monthly basis. With respect to casual employees, 
contributions shall be remitted at least quarterly. 

 
37.6 Salary Sacrifice to Superannuation 

(a) An employee can elect to sacrifice a portion of salary to superannuation.  
Such election must be made prior to the commencement of the period of 
service to which the earnings relate and be in accordance with relevant 
legislation. 

(b) Salary sacrifice to superannuation means the option of making additional 
superannuation contributions by electing to sacrifice a portion of the gross 
earnings (pre-tax dollars).  This will give the effect of reducing the taxable 
income by the amount for salary sacrifice. 

(c) SCCBH will not use any amount that is salary sacrificed by an employee to 
count towards SCCBH’s obligation to pay contributions under the SG 
legislation.  

(d) Contributions payable by SCCBH in relation to the SG legislation shall be 
calculated by reference to the salary which would have applied to the 
employee under this Agreement in the absence of any salary sacrifice. 

(e) Any additional superannuation contributions made in accordance with this 
clause shall be paid into the same superannuation fund that receives 
SCCBH’s SG contributions.  

(f) Any allowance, penalty rate, overtime payment for unused leave entitlements, 
other than any payments for leave taken whilst employed, shall be calculated 
by reference to the salary which would have applied to the employee in the 
absence of any salary sacrifice to superannuation.  Payment for leave taken 
whilst employed will be at the post-salary sacrificed amount 

38. ATTENDANCE AT MEETINGS 

Wherever possible, SCCBH will hold meetings within the employee’s ordinary hours. 
Any employee required by SCCBH to attend meetings outside the employee's 
ordinary hours shall be entitled to receive their base rate of pay for the actual time 
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spent in attendance at such meetings with a minimum payment of one hour. In lieu of 
receiving payment, employees may, with the agreement of SCCBH, be permitted to 
be free from duty for a period of time equivalent to the period spent in attendance at 
such meetings. Such time spent shall not be viewed as overtime for the purposes of 
this Agreement. 

39. TRAINING 

39.1 Employees will be given on-going training as necessary, relevant to their roles and 
responsibilities.  Delivery of training may be via a variety of means including but not 
limited to face to face, on the job and e-learning. The organisation will facilitate 
access to the appropriate resources to undertake the training provided  and the skills 
necessary to utilise those resources.  

39.2 Each employee shall provide to SCCBH details of their attendance at training and 
SCCBH shall keep a record of this attendance. 

39.3 Upon termination of the employee’s employment SCCBH shall provide to the 
employee a written statement of the hours of training attended by the employee. 

39.4 Where practicable, such training shall be provided to employees during their normal 
rostered hours of work.  Where this is not practicable: 

(a) Employees shall attend training outside their normal rostered working hours 
when required to do so by SCCBH; 

(b) SCCBH shall provide employees with two (2) weeks’ notice of the requirement 
to attend training outside of their normal rostered working hours; 

(c) Notwithstanding Clause 17 - Overtime, attendance at such training shall be 
paid ordinary pay for the period of training. 

(d) SCCBH requiring an employee to attend training shall also pay to the 
employee ordinary pay for time travelling to and from a period of training 
referred to in sub-clause (c) that is in excess of the time normally taken for 
that employee to attend work. 

(e) When receiving travelling time as set out in sub-clause (d), an employee using 
his or her own vehicle for attendance at such training shall be paid the per 
kilometre allowance set out in Item 6 of Table 3 of Schedule B to this 
Agreement.  

(f) Training provided outside the normal rostered hours of work shall be arranged 
so as to allow full-time employees to have at least eight or ten hours off-duty 
before or after training and the end or beginning of their shift, whichever is 
applicable as set out in Clause 14.2 - Arrangement of Hours.  Where 
practicable, similar arrangements should also be made available to all other 
employees. 

(g) Any training undertaken by an employee that occurs at a workplace is not 
intended to replace or supplement staffing levels and the normal levels of 
service delivery at such a workplace. 

(h) Notwithstanding clause 14.3 - Minimum Starts, Clause 17 - Overtime will not 
apply where attendance at such training is outside the normal rostered 
working time of part-time and casual employees and where it interrupts the 
applicable eight or ten hour break between shifts. 
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40. CONTINUING PROFESSIONAL DEVELOPMENT (CPD) 

40.1 SCCBH commits to the professional development of employees where it is within the 
scope of the employee’s role and is deemed to meet the needs of SCCBH. 

40.2 SCCBH will assist to facilitate access to professional development opportunities by 
allowing flexibility of rostering and applications for leave.  Where such professional 
development is reasonable, approval will be subject to the operational needs of the 
facility. 

41. AMENITIES 

41.1 The minimum standards as set out in all relevant Work Health and Safety legislation 
shall be met in the provision of amenities to employees. 

41.2 Such amenities may include: 

(a) change rooms and lockers; 

(b) meal room; 

(c) facilities for boiling water, warming and refrigerating food and for washing and 
storing dining utensils; 

(d) rest room; 

(e) washing and bathing facilities; 

(f) sanitary conveniences; and 

(g) safe and secure workplace. 

41.4 This clause does not create legal rights or obligations in addition to those imposed 
upon the parties by legislation referred to in this clause. 

42. INSPECTION OF LOCKERS 

Lockers may only be opened for inspection in the presence of the employee but in 
cases where the employee neglects or refuses to be present or in any circumstances 
where notice to the employee is impracticable, such inspection may be carried out in 
the absence of the employee by an officer of SCCBH and an employee 
representative where practicable, otherwise by any two officers appointed by SCCBH 
for that purpose. 

43. REQUESTS FOR FLEXIBLE WORKING ARRANGEMENTS 

43.1 Employees are entitled to request flexible working arrangements in accordance with 
the provisions of the NES (refer to Chapter 2, Part 2-2, Division 4 of the Act). 

43.2 Where any of the following circumstances apply to the employee, the employee may 
request SCCBH for a change in working arrangements relating to those 
circumstances: 

(a) the employee is the parent, or has responsibility for the care, of a child who is 
of school age or younger; 

(b) the employee is a carer (within the meaning of the Carer Recognition Act 
2010); 
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(c) the employee has a disability; 

(d) the employee is 55 or older; 

(e) the employee is experiencing violence from a member of the employee’s 
family; 

(f) the employee provides care or support to a member of the employee’s 
immediate family, or a member of the employee’s household, who requires 
care or support because the member is experiencing violence from the 
member’s family. 

43.3  The employee is not entitled to make the request unless: 

(a)  for an employee other than a casual employee—the employee has completed 
at least 12 months of continuous service with SCCBH immediately before 
making the request; or 

(b)  for a casual employee—the employee: 

(i) is a long term casual employee of SCCBH immediately before making 
the request; and 

(ii) has a reasonable expectation of continuing employment by SCCBH on 
a regular and systematic basis. 

43.4  The request must: 

(a)  be in writing; and 

(b)  set out details of the change sought and of the reasons for the change. 

43.5  SCCBH must give the employee a written response to the request within 21 days, 
stating whether SCCBH grants or refuses the request. 

44. GRIEVANCE AND DISPUTE RESOLUTION PROCEDURES 

44.1 Unless otherwise stated the terms “party” or “parties” referred to in this clause means 
those included within Clause 3 – Parties Bound. 

44.2 This dispute resolution procedure will apply to disputes about: 

(a) any matters arising in the employment relationship, except matters relating to 
the actual termination of employment of an employee; 

(b) threatened termination, with the exception that the arbitration provisions in 
subclause 44.6 do not apply unless the parties agree.  Further, the parties 
rights are reserved during this process and SCCBH may exercise their right to 
terminate the employee in accordance with this agreement;   

(c) matters in relation to the NES; 

(d) matters arising under this agreement; and 

(e) whether SCCBH had reasonable business grounds under subsection 65(5) of 
the Act - (requests for flexible working arrangements) or 76(4) of the Act - 
(requests for extending unpaid parental leave). 

44.3 SCCBH or an employee may appoint another person, organisation or association 
(e.g. Union or Aged & Community Services NSW & ACT) to accompany and/or 
represent them for the purposes of this clause. 
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44.4 In the event of a dispute the parties will initially attempt to resolve the matter at the 
workplace level, including, but not limited to: 

(a) the employee and his or her supervisor discussing the matter; and 

(b) if the matter is still not resolved the parties arranging further discussions 
involving more senior levels of management (as appropriate). 

44.5 If a dispute is unable to be resolved at the workplace, in accordance with subclause 
44.4, a party to the dispute may refer the matter to the FWC or other appropriate 
statutory tribunal. 

44.6 The parties agree that the FWC shall have the power to do all such things as are 
necessary for the just resolution of the dispute including: 

(a) mediation, conciliation and, with the exception of disputes arising under 
clause 36 – Workload Management, arbitration; and 

(b) arbitration, for disputes arising under clause 36 – Workload Management, 
only with the agreement of the parties.  

44.7 While the dispute resolution procedure is being conducted, work must continue in 
accordance with this agreement and the Act. Subject to applicable work health and 
safety legislation, an employee must not unreasonably fail to comply with a direction 
by SCCBH to perform work, whether at the same or another workplace that is safe 
and appropriate for the employee to perform. 

45. BULLYING & HARASSMENT 
 

45.1 Parties to this agreement acknowledge a shared commitment to the provision of a 
safe, flexible and respectful workplace, free from all forms of bullying and 
harassment, where everyone is required to treat each other with dignity, courtesy and 
respect. 

 
45.2 In achieving this objective, SCCBH shall have in place a Bullying & Harassment 

Policy and Procedure that aligns with relevant legislation and ensure that everyone 
complies with its terms and conditions. 

46. UNION DELEGATES 

46.1  SCCBH recognises the right of all employees to join a union, to access meaningful 
union representation, to participate collectively in workplace issues, and to 
collectively bargain through their union. 

46.2 SCCBH will recognise one delegate from the Broken Hill Town Employees’ Union 
and one delegate from the New South Wales Nurses and Midwives’ Association in 
each workplace, upon receipt of written notification from each of the respective 
Unions.  

46.3 SCCBH will recognise one alternate delegate from each union who may act in a 
delegate’s absence upon written notification from each of the respective Unions.  

46.4 A delegate will be released from work to attend union business in accordance with 
the following: 

(a) up to five (5) days per calendar year to attend training facilitated by the Union 
to increase awareness and knowledge of workplace issues and/or 
consultative mechanisms and/or statutory entitlements and obligations, which 
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will contribute to a more productive, aware and harmonious workplace 
environment;  

(b) up to three (3) days paid leave per calendar year (at ordinary pay) to attend  
to union business;  

(c) a minimum of four (4) weeks’ written notice, or less by agreement, must be 
provided to SCCBH of a request to attend such union business.  The notice 
must specify the time and nature of the union business; and 

(d) subject to operational requirements SCCBH shall not unreasonably refuse 
such a request. 

46.5 The nominated alternate delegate from each union may share the entitlement at 
clause 46.4(a) and (b) with one delegate subject to clauses 46.4(c) and (d). 

46.6 A delegate may access leave without pay, Annual Leave or Long Service Leave, for 
the purposes of attending the training referred to in 46.4(a). 

46.7 A delegate will be provided with reasonable access to telephone, internet, email, 
facsimile, photocopying, notice boards and meeting facilities (where available) for the 
purpose of carrying out work as a delegate. 
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'Caring (or the Aged' 

SIGNATURE PAGE ON BEHALF OF: 

SOUTHERN CROSS CARE (BROKEN HILL) LIMITED 

Signed for and on behalf of Southern Cross Care (Broken Hill) Limited 

Dated this 281
h day of November, 2017 

Judith Hoare 
Human Resource Manager 
Box 695, P.O. Broken Hill NSW 2880 

 

 
   

  ~ 
Name and Address of Witness 

Judith Hoare as the Human Resource Manager is authorised to sign on behalf of 
Southern Cross Care(Broken Hiii)Limited 

PO BOX 695, Broken Hill NSW 2880 • Ph: (08) 8080 1850 • Fax (08) 8080 1888 
Web: www.sccbh.com.au • Email: office@sccbh.com.au 

ABN 4771 B 250 645 • ACN 128 056 502 
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Brett Howard Holmes 
General Secretary 
New South Wales Nurses and 
Midwives' Association; and 

Branch Secretary 
Australian Nursing & Midwifery Federation 
New South Wales Branch 
50 O'Dea Ave 
WATERLOO NSW 2017 

Coral Vicky Levett 
President 
New South Wales Nurses and 
Midwives' Association, and; 

President 
Australian Nursing & Midwifery Federation 
New South Wales Branch 
50 O'Dea Ave 
WATERLOO NSW 2017 

 

 
 

Authority to sign Agreement on behalf of employees is in accordance with Rule 34 of the 
Rules of the New South Wales Nurses and Midwives' Association and Rule 40 of the Rules 
of the Australian Nursing & Midwifery Federation and as bargaining representative in 
accordance with the Fair Work Act 2009. 
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EXECUTION: 

Signed for and on behalf of The Broken Hill Town Employees' Union by its duly authorised 

o~~er: 

S1gned: ---
Print Full Name: Rosslyn Ann Ferry 

Position: Secretary 

Authority: _ 

Signed by witness: ...    
Print Full Name: Teena Louise Pascoe 

Address: 

Date: 6 December 2017 

_._ 
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SCHEDULE A - EMPLOYMENT CLASSIFICATIONS 

This Schedule contains the following employment classifications and definitions: 

I. GENERAL EMPLOYMENT CLASSIFICATIONS 

II. NURSES’ EMPLOYMENT CLASSIFICATIONS 
_________________________________________________________________________ 

I. GENERAL EMPLOYMENT CLASSIFICATIONS 

The following employment classifications and definitions apply to this Agreement: 

1. CARE SERVICE EMPLOYEES 

1.1 Care Service Employee New Entrant means an employee with less than 500 hours 
work experience in this industry who performs basic duties under direct supervision.  Such 
employees perform routine functions requiring understanding of clear rules and procedures. 
Work is performed using established practices, procedures and instructions including 
compliance with documentation requirements as determined by SCCBH. Problems should 
be referred to a more senior employee.  Indicative tasks an employee at this level may 
perform are as follows: 

Care Stream: Carry out simple tasks under supervision to assist a higher grade Care 
Service Employee attending to the personal needs of residents. 

Maintenance Stream: General labouring assistance to higher grade employees in 
the full range of gardening and maintenance duties. 

1.2 Care Service Employee Grade 1 means an employee who has 500 hours work 
experience in the industry or who has or can demonstrate relevant prior experience, 
acceptable to SCCBH, which enables the employee to work effectively at this level.  A Junior 
Employee (less than 18 years) when classified at this grade may be paid as a new entrant.  
An employee who works under limited direct and/or indirect supervision individually or in a 
team environment.  Employees at this level work within established guidelines including 
compliance with documentation requirements as determined by SCCBH.  In some situations 
detailed instructions may be necessary.  Indicative tasks an employee at this level may 
perform are as follows: 

Care Stream: Provide assistance to residents in carrying out simple personal care 
tasks which shall include but not be limited to: supervise daily hygiene eg assisting 
with showers or baths, shaving, cutting nails; lay out clothes and assist in dressing; 
make beds and tidy rooms; store clothes and clean wardrobes; assist with meals.  
Provide assistance to a higher Grade Care Service Employee in attending to the 
personal care needs of a resident. 

Maintenance Stream: Performance of labouring duties associated with gardening 
and general maintenance activities, including but not limited to: sweeping; hosing; 
garbage collection and disposal; keeping the outside of buildings clean and tidy; 
mowing lawns and assisting the gardener in labouring. 

1.3 Care Service Employee Grade 2 means  

(a) Level One. An employee with 500 hours’ work experience or who has or can 
demonstrate relevant prior experience, acceptable to SCCBH, which enables the 
employee to work effectively at this level. An employee who works individually or in a 
team environment, is responsible for the quality of their own work, and works under 
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limited and/or indirect supervision, including compliance with documentation 
requirements as determined by SCCBH.  Indicative tasks an employee at this level 
may perform are as follows: 

Care Stream: Provide a wide range of personal care services to residents, in 
accordance with Commonwealth and State Legislative requirements, and in 
accordance with the resident’s Care Plan, including but not limited to:  

 applying topical creams; 

 massaging with or without liniments (i.e. Deep Heat and Vicks); 

 simple wound dressing;  

 implementation of continence programs as identified in the Care Plan;  

 attend to routine urinalysis, blood pressure, temperature and pulse checks;  

 blood sugar level and other checks to assist and support diabetic residents in 
the management of their insulin and diet, recognising the signs of both Hyper 
and Hypo-Glycaemia;  

 recognise, report and respond appropriately to changes in the condition of 
residents, within the skills and competence of the employee and the policies 
and procedures of the organisation;  

 assist in the development and implementation of resident care plans;  

 assist in the development and implementation of programs of activities for 
residents, under the supervision of a Care Service Employee Grade 3 or 
above, or a Diversional Therapist. This may include Individual time with 
residents including talking, reading, playing games etc. and attending, 
assisting and supervising at social outings.  

 Drive a Sedan or Utility. 

Maintenance Stream: Undertake a wide range of tasks including but not limited to: 

 basic repairs to buildings, equipment, appliances, and similar items not calling 
for trades skills or knowledge.   

 Perform gardening duties;  

 Attend to indoor plants, conduct recycling and re-potting schedules; 

 Provide advice on planning and plant maintenance.  

 Carry out physical inspections of property and premises and report; 

 Work with and undertake limited coordination of the work of other 
maintenance workers.   

 Where no tradesperson is employed, an employee at this level may be called 
upon to perform tasks falling within the scope of trades skills, provided the 
time involved in performing such work, is paid at the rate of Care Service 
Employee Grade 3.      .   

(b) Level Two. An employee will be entitled to progress to the Level Two rate for all 
hours and duties performed in the care stream in accordance with the following 
conditions. The employee must: 
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(i) be employed as a CSE 2; and 

(ii) have completed the SCCBH medication course; and  

(iii) (A) have a minimum of 1 year experience working in the Care Stream; and 
possess a Certificate III in Aged Care or a Certificate III in a similar 
field acceptable to SCCBH; or 

(B) have a minimum of 2 years’ experience working in the Care Stream. 

 An employee at this level may be required to: 

 perform duties beyond those required of a CSE 2 level 1, in accordance with 
Commonwealth and State Legislative requirements, and in accordance with 
the Resident’s Care Plan; and/or  

 assist and support residents with and/or administer medications to residents. 
Medication duties may include but are not limited to the use of dose 
administration aids and prescribed: topical ointments; eye drops; nasal 
sprays; ear drops; liquids; inhalations; and patches. 

1.4 Care Service Employee Grade 3 means: 

(a) an employee who holds either a Certificate Level III in Aged Care Work or other 
appropriate Qualifications/Experience acceptable to SCCBH, who works under 
limited and/or indirect supervision and: 

(i) is designated by SCCBH as having the responsibility for leading and/or 
supervising the work of other employees; or 

(ii) is required to work individually and has been designated by SCCBH as having 
overall responsibility for the development, coordination and implementation of 
programs of activities for residents. 

(b) An employee who holds appropriate Trade Qualifications and is required to act on 
them.   

Employees at this level may be required to plan, direct, and train other employees and 
comply with documentation requirements as determined by SCCBH and assist in the 
development of budgets.  Indicative tasks an employee at this level may perform are as 
follows: 
 
Care Stream: Coordinate and direct the work of employees.  Schedule work programs on a 
routine and regular basis.  Develop and implement programs of activities for residents. 
Facilitate group and individual recreational activities for residents to address individual 
needs. Assist in developing and displaying a monthly ‘Activities Program’ that reflects the 
abilities and preferences of residents. Observe, identify and report variations in residents’ 
abilities and/or condition. Participate in case conferences as required. Liaise with service 
providers to facilitate the achievement of clients’ leisure and recreational pursuits. 
Responsible for the provision of hairdressing services to residents and for ordering the 
appropriate products in line with resident’s individual needs. Develop resident care plans. 
Drive a Minibus or Larger Vehicle.  

Maintenance Stream: Carry out maintenance, repairs, gardening and other tasks falling 
within the scope of trades skills.  Undertake the more complicated repairs to equipment and 
appliances calling for trades skills.  Coordinate and direct the work of employees performing 
gardening duties.  Schedule work programs on a routine and regular basis. 
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1.5 Care Service Employee Grade 4 means: 

(a) An employee who is appointed to the position; and 

(b) holds a Certificate IV in Aged Care Work or other appropriate 
qualifications/experience acceptable to SCCBH and is required to act on them; and 

(c)  is designated by SCCBH as having the responsibility for leading and/or supervising 
the work of others in excess of that required for a CSE 3; and 

(d) is required to work individually with minimal and/or indirect supervision. 

Employees at Grade 4 may be required to exercise any/all managerial functions in relation to 
the operation of the care service and comply with documentation requirements as 
determined by SCCBH.  Indicative tasks an employee at this level may perform are as 
follows. 

Care Stream: Overall responsibility for the provision of personal care to residents.  
Coordinate and direct the work of employees.  Schedule work programs. 

Maintenance Stream: Coordinate and direct the work of employees performing gardening 
duties.  Schedule gardening work programs and if required, let routine service contracts 
associated with gardening. 

1.6 Care Service Employee Grade 5 

This grade shall only apply to employees having responsibility for supervision of the care 
service (e.g. Hostel Supervisor).  An employee who may be required to have and use any 
additional qualifications than would be required for a grade 4 employee.  Employees at this 
level may be required to exercise any/all managerial functions in relation to the operation of 
the care service and comply with documentation requirements as determined by SCCBH  

1.7 Other 

“Maintenance Supervisor (Tradesperson)” means an employee who has trade 
qualifications and has overall responsibility for maintenance at the place of employment and 
may be required to supervise other maintenance employees. 

“Maintenance Supervisor (Otherwise)” means an employee who is required to perform 
maintenance duties as required and who may be required to supervise other maintenance 
employees and has overall responsibility for maintenance at the place of employment. 

2. CLERICAL & ADMINISTRATIVE EMPLOYEES 

2.1 Grading Guidelines 

(a) The classification criteria in this schedule provide guidelines to determine the 
appropriate classification level of persons employed pursuant to this agreement. In 
determining the appropriate level, consideration must be given to both the 
characteristics and typical duties/skills. 

(b) The characteristics are the primary guide to classification as they indicate the level of 
basic knowledge, comprehension of issues, problems and procedures required and 
the level of supervision or accountability of the position. The totality of the 
characteristics must be read as a whole to obtain a clear understanding of the 
essential features of any particular level and the competency required. 
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(c) The typical duties/skills are a non-exhaustive list of duties/skills that may be 
comprehended within the particular level. They are an indicative guide only and at 
any particular level employees may be expected to undertake duties of any level 
lower than their own. Employees at any particular level may perform/utilise one such 
duty/skill, or many of them, depending on the particular work allocated. 

(d) The key issue to be looked at in properly classifying an employee is the level of 
competency and skill that the employee is required to exercise in the work they 
perform, not the duties they perform per se. It will be noted that some typical 
duties/skills appear in more than one level, however when assigning a classification 
to an employee this needs to be done by reference to the specific characteristics of 
the level. For example, whilst word processing and copy typing are first specifically 
mentioned at Level 2 in terms of typical duty/skill, it does not mean that as soon as 
an employee operates a word processor or typewriter they automatically become 
Level 2. They would achieve a Level 2 classification when they have achieved the 
level of skill and competency envisaged by the characteristics and the relevant 
indicative duty(ies)/skill(s) of a Level 2. Level 1 in this structure is to be viewed as the 
level at which employees learn and gain competence in the basic clerical skills 
required by SCCBH, which in most cases would lead to progression through the 
classification structure as their competency and skills increase and are utilised. 

2.2 Grades:   

(a) All employees shall be graded in one of the following grades and informed 
accordingly in writing within 14 days of appointment to the position held by the 
employee and subsequent graded positions. 

(b) An employee shall be graded in the grade where the principal function of his or her 
employment, as determined by SCCBH, is of a clerical nature and is described in this 
clause.  

2.3 Clerical & Administrative Employee Grade 1  

(a) The employee may work under direct supervision with regular checking of progress. 

(b) An employee at this grade applies knowledge and skills to a limited range of tasks.  
The choice of actions required is clear. 

(c) Usually work will be performed within established routines, methods and procedures 
that are predictable, and which may require the exercise of limited discretion. 

(d) Indicative tasks an employee at this level may perform are as follows: 

Information Handling:  Receive and distribute incoming mail; receive and dispatch 
outgoing mail; collate and dispatch documents for bulk mailing; file and retrieve 
documents 

Communication:  Receive and relay oral and written messages; complete simple 
forms. 

Enterprise:  Identify key functions and personnel; apply office procedures. 

Technology:  Operate office equipment appropriate to the tasks to be completed; 
open computer file, retrieve and copy data; close files. 

Organisational:  Plan and organise a personal daily work routine. 

Team:  Complete allocated tasks. 
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Business Financial:  Record petty cash transactions; prepare banking documents; 
prepare business source documents. 

2.4 Clerical & Administrative Employee Grade 2 

(a) The employee may work under routine supervision with intermittent checking. 

(b) An employee at this grade applies knowledge and skills to a range of tasks.  The 
choice of actions required is usually clear, with limited complexity in the choice. 

(c) Work will be performed within established routines, methods and procedures, which 
involve the exercise of some discretion and minor decision making. 

(d) Indicative tasks an employee at this level may perform are as follows: 

Information Handling:  Update and modify existing organisational records; remove 
inactive files; copy data on to standard forms. 

Communication:  Respond to incoming telephone calls; make telephone calls; draft 
simple correspondence. 

Enterprise:  Provide information from own function area; re-direct inquiries and/or 
take appropriate follow-up action; greet visitors and attend to their needs. 

Technology:  Operate equipment; identify and/or rectify minor faults in equipment; 
edit and save information; produce document from written text using standard format; 
shutdown equipment. 

Organisational:  Organise own work schedule; know roles and functions of other 
employees. 

Team:  Participate in identifying tasks for team; complete own tasks; assist others to 
complete tasks. 

Business Financial:  Reconcile invoices for payment to creditors; prepare 
statements for debtors; enter payment summaries into journals; post journals to 
ledger. 

2.5 Clerical & Administrative Employee Grade 3 

(a) The employee may work under limited supervision with checking related to overall 
progress. 

(b) An employee at this grade may be responsible for the work of others and may be 
required to co-ordinate such work. 

(c) An employee at this grade applies knowledge with depth in some areas and a broad 
range of skills. Usually work will be performed within routines, methods and 
procedures where some discretion and judgement is required. 

(d) Indicative tasks an employee at this level may perform are as follows: 

Information Handling:  Prepare new files; identify and process inactive files; record 
documentation movements. 

Communication:  Respond to telephone, oral and written requests for information; 
draft routine correspondence; handle sensitive inquiries with tact and discretion. 
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Enterprise:  Clarify specific needs of client/other employees; provide information and 
advice; follow-up on client/employee needs; clarify the nature of a verbal message; 
identify options for resolution and act accordingly. 

Technology:  Maintain equipment; train others in the use of office equipment; select 
appropriate media; establish document structure; produce documents. 

Organisational:  Co-ordinate own work routine with others; make and record 
appointments on behalf of others; make travel and accommodation bookings in line 
with given itinerary. 

Team:  Clarify tasks to achieve group goals; negotiate allocation of tasks; monitor 
own completion of allocated tasks. 

Business Financial:  Reconcile accounts to balance; prepare bank reconciliations; 
document and lodge takings at bank; receive and document payment/takings; 
dispatch statements to debtors; follow up and record outstanding accounts; dispatch 
payments to creditors; maintain stock control records. 

2.6 Clerical & Administrative Employee Grade 4 

(a) The employee may be required to work without supervision, with general guidance on 
progress and outcomes sought.  Responsibility for the organisation of the work of 
others may be involved. 

(b) An employee at this grade applies knowledge with depth in some areas and a broad 
range of skills. There is a wide range of tasks, and the range and choice of actions 
required will usually be complex. 

(c) An employee at this grade applies competencies usually applied within routines, 
methods and procedures where discretion and judgement is required, for both self 
and others. 

(d) Indicative tasks an employee at this level may perform are as follows: 

Information Handling:  Categorise files; ensure efficient distribution of files and 
records; maintain security of filing system; train others in the operation of the filing 
system; compile report; identify information source(s) inside and outside the 
organisation. 

Communication:  Receive and process a request for information; identify information 
source(s); compose report/correspondence. 

Enterprise:  Provide information on current service provision and resource allocation 
within area of responsibility; identify trends in client requirements. 

Technology:  Maintain storage media; devise and maintain filing system; set printer 
for document requirements when various setups are available; design document 
format; assist and train network users; shutdown network equipment. 

Organisational:  Manage diary on behalf of others; assist with appointment 
preparation and follow up for others; organise business itinerary; make meeting 
arrangements; record minutes of meeting; identify credit facilities; prepare content of 
documentation for meetings. 

Team:  Plan work for the team; allocate tasks to members of the team; provide 
training for team members. 

Business Financial:  Prepare financial reports; draft financial forecasts/budgets; 
undertake and document costing procedures. 
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2.7 Clerical & Administrative Employee Grade 5 

(a) The employee may be supervised by professional employees and may be 
responsible for the planning and management of the work of others. 

(b) An employee at this grade applies knowledge with substantial depth in some areas, 
and a range of skills, which may be varied or highly specific. The employee may 
receive assistance with specific problems. 

(c) An employee at this grade applies knowledge and skills independently and non-
routinely. Judgement and initiative are required. 

(d) Indicative tasks an employee at this level may perform are as follows: 

Information Handling:  Implement new/improved system; update incoming 
publications; circulate publications; identify information source(s) inside and outside 
the organisation. 

Communication:  Obtain data from external sources; produce reports; identify need 
for documents and/or research. 

Enterprise:  Assist with the development of options for future strategies; assist with 
planning to match future requirements with resource allocation. 

Technology:  Establish and maintain a small network; identify document 
requirements; determine presentation and format of document and produce it. 

Organisational:  Organise meetings; plan and organise conference. 

Team:  Draft job vacancy advertisement; assist in the selection of employees; plan 
and allocate work for the team; monitor team performance; organise training for 
team. 

Business Financial:  Administer PAYE salary records; process payment of wages 
and salaries; prepare payroll data. 

(e) Any employee paid on a classification/grade carrying a higher wage rate as at 10 
November, 1998 shall have the difference between the higher rate and the new 
agreed grade/rate preserved whilst remaining to undertake the duties associated with 
the classification held prior to the date referred to above. 

 Clerks who are paid at a grade above that of Grade 5 as at 10 November, 1998 shall 
have the difference between that grade, inclusive of the 1998 State Wage Case 
Increase, and the new agreed grade preserved whilst employed in a clerical position 
with SCCBH. 

II. NURSES’ EMPLOYMENT CLASSIFICATIONS 

The following employment classifications and definitions apply to this Agreement: 

Assistant in Nursing means a person, other than a registered nurse, trainee or enrolled nurse 
or Care Service Employee who is employed in nursing duties in a residential aged care facility. 
An Assistant in Nursing may also be required to assist and support residents with medications 
within a delegated or assigned range of duties, subject to legislative requirements.  

Assistant in Nursing - Team Leader means an employee who holds either a Certificate 
Level III in Aged Care Work or other appropriate Qualifications/Experience acceptable to 
SCCBH who is designated by SCCBH as having the responsibility for leading and/or 
supervising the work of other Assistants in Nursing. 
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Assistant Director of Nursing means: 

(a) A person appointed as such in any sized facility and includes a person appointed as 
the nurse in charge during the evening or night in a facility where the adjusted daily 
average of occupied beds is not less than 150.   

(b) A person appointed as such to a position approved by SCCBH including persons 
appointed to be in charge of a ward or group of wards. 

Clinical Nurse Consultant means a registered nurse appointed as such to the position, who 
has had at least five years' post registration experience and who has in addition approved post 
registration nursing qualifications relevant to the field in which they are appointed or such other 
qualifications or experience deemed appropriate by SCCBH. 

Clinical Nurse Educator means a registered nurse with relevant post registration certificate 
qualifications or experience deemed appropriate by SCCBH, who is required to implement and 
evaluate educational programmes at the residential aged care facility.  The Clinical Nurse 
Educator shall cater for the delivery of clinical nurse education at the residential aged care 
facility. The Clinical Nurse Educator may also be responsible for new employee orientation at 
the residential aged care facility.  A nurse will achieve Clinical Nurse Educator status on a 
personal basis by being required by the residential aged care facility to provide the educational 
programmes detailed above.  Nothing in this clause shall affect the role carried out by the 
Clinical Nurse Specialist as a specialist resource and the Clinical Nurse Consultant in the 
primary role of clinical consulting, researching etc. 

Clinical Nurse Specialist means: 

(a) In residential aged care facilities where there are 250 or more beds: 

A registered nurse with specific post registration qualifications and twelve months 
experience working in the clinical area of her or his specified post registration 
qualification; or a registered nurse with four years post registration experience in a 
specific clinical area and working in the clinical area of her or his specified post 
registration experience. 

(b) In residential aged care facilities where there are less than 250 beds: 

A registered nurse with specific post registration qualifications and twelve months 
experience working in the clinical areas of her or his specified post registration 
qualification. 

Deputy Director of Nursing means a registered nurse appointed to assist the Director of 
Nursing in the management of a Nursing Home and take a shared responsibility for the 
clinical care of residents when SCCBH deems that assistance is required.  

Director of Nursing means a registered nurse who is appointed in accordance with the 
requirements of the Public Health Act 2010 as being responsible for the overall care of the 
residents of the nursing home. The Director of Nursing must hold minimum necessary 
qualifications as required by the Public Health (General) Regulation 2002.  

Enrolled Nurse (with Notation) means an Enrolled Nurse registered by the Board as an 
Enrolled Nurse with the notation “does not hold a Board Approved qualification in medicines 
administration”.  An Enrolled Nurse with notation performs the duties and has the skills of an 
Enrolled Nurse however is not authorised to administer medication. 

Enrolled Nurse (EN) means a nurse enrolled with the Board and is authorised to administer 
medications. An Enrolled Nurse may be required to lead and/or supervise the work of others. 

Nurse includes Registered Nurses, Enrolled Nurses and Assistants in Nursing. 
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Nurse Educator means a registered nurse with a post registration certificate, who has relevant 
experience or other qualifications deemed appropriate by SCCBH, and who is appointed to a 
position of Nurse Educator.  A Nurse Educator shall be responsible for the development, 
implementation and delivery of nursing education programmes within a residential aged care 
facility or group of residential aged care facilities. Nurse education programmes shall mean 
courses conducted such as post registration certificates, continuing nurse education, orientation 
programmes including new graduate programmes, post enrolment courses for  enrolled nurses 
and where applicable general employee development courses. 

(a) A person appointed to a position of Nurse Educator who holds relevant tertiary 
qualifications in education or tertiary post graduate specialist clinical nursing 
qualifications shall commence on the 3rd year rate of the salary scale. 

(b) A person appointed as the sole nurse educator for a group of residential aged care 
facilities shall be paid at the 3rd year rate of the salary scale. 

Incremental progression for Nurse Educators shall be on completion of 12 months satisfactory 
full-time equivalent service, provided that progression shall not be beyond the 3rd year rate 
unless the person possesses the qualifications detailed in paragraphs (a) and (b).  Persons 
appointed to the 3rd year rate by virtue of those paragraphs shall progress to the 4th year rate 
after completion of 12 months satisfactory full time service. 

Nurse Practitioner means a registered nurse appointed as such and who is authorised by 
the Board, pursuant to Section 19A of the Nurses Act 1991, to practice as a Nurse 
Practitioner. 

Registered Nurse (RN) means a person registered by the Board as such. 

Senior Nurse Educator means a registered nurse with a post registration certificate or 
appropriate qualifications, who has, or is working towards, recognised tertiary qualifications 
in education or equivalent and has demonstrated experience and skills in the field of 
education, and who is appointed to a position of Senior Nurse Educator.  A Senior Nurse 
Educator shall be responsible for one or more Nurse Educators in the planning, co-
ordination, delivery and evaluation of educational programmes such as post registration 
certificate courses, continuing nurse education, orientation programmes including new 
graduate programmes, post enrolment courses for enrolled nurses and where applicable 
general employee development courses either in a residential aged care facility or in a group 
of residential aged care facilities.  Incremental progression shall be on completion of 12 
months' satisfactory service. 

Student Enrolled Nurse means a person who is being trained to become an enrolled nurse. 
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SCHEDULE B - PAY, OTHER RATES AND ALLOWANCES 
 
Table 1 - Rates of Pay 

Classification 
First Pay 
Period on 

or after 

First Pay 
Period on 

or after 

First Pay 
Period on 

or after 
  1/07/2017 1/07/2018 1/07/2019 
Assistant in Nursing (AIN)      

1st year $20.74 $21.24 $21.75 
2nd year $21.61 $22.13 $22.66 
3rd year $22.10 $22.63 $23.17 
Thereafter $22.47 $23.01 $23.56 

        
AIN: holder of a relevant Cert III qualification $22.76 $23.31 $23.87 
        
AIN Team Leader $23.67 $24.24 $24.82 
        
Enrolled Nurse (EN)       
Student EN       

1st year $20.29 $20.78 $21.28 
2nd year $20.97 $21.47 $21.99 
3rd year $21.63 $22.15 $22.68 
Thereafter $22.30 $22.84 $23.39 

        
EN (with notation)  $27.15 $27.80 $28.47 
        
EN        

1st year $27.15 $27.80 $28.47 
2nd year $27.85 $28.52 $29.20 
3rd year $28.51 $29.19 $29.89 
Thereafter $29.18 $29.88 $30.60 

        
Registered Nurse       

1st year $31.33 $32.08 $32.85 
2nd year $33.25 $34.05 $34.87 
3rd year $35.26 $36.11 $36.98 
4th year $37.42 $38.32 $39.24 
5th year & Thereafter $39.70 $40.65 $41.63 
    

Nurse undergoing pre-registration 
assessment  $24.38 $24.97 $25.57 

        
Clinical Nurse Specialist $41.33 $42.32 $43.34 
        
Clinical Nurse Consultant $48.79 $49.96 $51.16 
        
Clinical Nurse Educator $41.33 $42.32 $43.34 
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Table 1- Rates of Pay (cont.) 

Classification 
First Pay 
Period on 

or after 

First Pay 
Period on 

or after 

First Pay 
Period on 

or after 
  1/07/2017 1/07/2018 1/07/2019 
Nurse Educator       

1st year $44.01 $45.07 $46.15 
2nd year $45.25 $46.34 $47.45 
3rd year $46.38 $47.49 $48.63 
4th year $48.79 $49.96 $51.16 

        
Senior Nurse Educator       

1st year $49.97 $51.17 $52.40 
2nd year $51.00 $52.22 $53.47 
3rd year $52.71 $53.98 $55.28 

        
Nurse Practitioner       

1st year $54.35 $55.65 $56.99 
2nd year $55.56 $56.89 $58.26 
3rd year $57.18 $58.55 $59.96 
Thereafter $58.74 $60.15 $61.59 

        
Assistant Director of Nursing       

<150 beds $45.25 $46.34 $47.45 
151-250 beds $48.79 $49.96 $51.16 
>251 beds $49.97 $51.17 $52.40 

       
Deputy Director of Nursing       

<20 beds $46.17 $47.28 $48.41 
21-75 beds $47.38 $48.52 $49.68 
76-100 beds $48.46 $49.62 $50.81 
101-150 beds $49.50 $50.69 $51.91 
151-200 beds $51.00 $52.22 $53.47 
201-250 beds $52.71 $53.98 $55.28 
251-350 beds $54.68 $55.99 $57.33 
351-450 beds $56.62 $57.98 $59.37 
451-750 beds $58.74 $60.15 $61.59 
>751 beds $60.99 $62.45 $63.95 
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Classification 
First Pay 
Period on 

or after 

First Pay 
Period on 

or after 

First Pay 
Period on 

or after 
  1/07/2017 1/07/2018 1/07/2019 
Director of Nursing       

<25 beds $51.64 $52.88 $54.15 
26-50 beds $54.68 $55.99 $57.33 
51-75 beds $55.85 $57.19 $58.56 
76-100 beds $57.01 $58.38 $59.78 
101-150 beds $58.65 $60.06 $61.50 
151-200 beds $60.61 $62.06 $63.55 
201-250 beds $62.57 $64.07 $65.61 
251-350 beds $64.94 $66.50 $68.10 
351-450 beds $68.84 $70.49 $72.18 
451-750 beds $72.83 $74.58 $76.37 
>751 beds $77.42 $79.28 $81.18 
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Table 2 - Rates of Pay 

Classification 
First Pay 
Period on 

or after 

First Pay 
Period on 

or after 

First Pay 
Period on 

or after 

 1/07/2017 1/07/2018 1/07/2019 
Care Service Employees:       
New Entrant $20.00 $20.48 $20.97 
Grade 1 $20.96 $21.46 $21.98 
Grade 2       

Level 1 $22.29 $22.82 $23.37 
Level 2  $22.76 $23.31 $23.87 

Grade 3 $23.67 $24.24 $24.82 
Grade 4       

Level 1 $24.94 $25.54 $26.15 
Level 2        

1st year $27.86 $28.53 $29.21 
2nd year $28.51 $29.19 $29.89 
3rd year $29.18 $29.88 $30.60 

Grade 5*       
From $28.98 $29.68 $30.39 
To $43.16 $44.20 $45.26 

        
Maintenance Supervisors:       
 - Otherwise $24.76 $25.35 $25.96 
 - Otherwise - in charge of employees $25.31 $25.92 $26.54 
 - Tradesperson $26.90 $27.55 $28.21 
        
Clerical & Administrative Employees:    
Juniors < 21      
Grade 1 $21.66 $22.14 $22.65 
Grade 2 $21.76 $22.24 $22.75 
Grade 3 $21.95 $22.43 $22.95 
Grade 4 $22.75 $23.25 $23.78 
Grade 5 $24.50 $25.04 $25.62 
       
Adults       
Grade 1 $22.66 $23.20 $23.76 
Grade 2 $24.04 $24.62 $25.21 
Grade 3 $25.48 $26.09 $26.72 
Grade 4 $26.66 $27.30 $27.96 
Grade 5 $27.90 $28.57 $29.26 
 

* Salary Band at CSE Grade 5 - SCCBH and an employee may negotiate a rate within the 
salary band as shown.  For the purposes of this Agreement, the rate so negotiated shall be 
deemed to be the employee's Agreement rate of pay.  Salaries in excess of the salary band 
may also be negotiated between the parties. 
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Table - 2A Rates of Pay 

Classification 
First Pay 
Period on 

or after 

First Pay 
Period on 

or after 

First Pay 
Period on 

or after 
  1/07/2017 1/07/2018 1/07/2019 
Care Service Employees:       
New Entrant $19.80 $20.28 $20.76 
Grade 1 $20.75 $21.25 $21.76 
Grade 2       

Level 1 $22.07 $22.59 $23.14 
Level 2  $22.53 $23.08 $23.63 

Grade 3 $23.43 $24.00 $24.57 
Grade 4       

Level 1 $24.69 $25.28 $25.89 
Level 2        

1st year $27.58 $28.24 $28.92 
2nd year $28.22 $28.90 $29.59 
3rd year $28.89 $29.58 $30.29 

Grade 5*       
From $28.69 $29.38 $30.09 
To $42.73 $43.76 $44.81 

        
Maintenance Supervisors:       
 - Otherwise $24.51 $25.10 $25.70 
 - Otherwise - in charge of employees $25.06 $25.66 $26.27 
 - Tradesperson $26.63 $27.27 $27.93 
        
Clerical & Administrative Employees:       
Juniors < 21       
Grade 1 $21.44 $21.92 $22.42 
Grade 2 $21.54 $22.02 $22.52 
Grade 3 $21.73 $22.21 $22.72 
Grade 4 $22.52 $23.02 $23.54 
Grade 5 $24.26 $24.79 $25.36 
        
Adults       
Grade 1 $22.43 $22.97 $23.52 
Grade 2 $23.80 $24.37 $24.96 
Grade 3 $25.23 $25.83 $26.45 
Grade 4 $26.39 $27.03 $27.68 
Grade 5 $27.62 $28.28 $28.97 

 
* Salary Band at CSE Grade 5 - SCCBH and an employee may negotiate a rate within the 
salary band as shown.  For the purposes of this Agreement, the rate so negotiated shall be 
deemed to be the employee's Agreement rate of pay.  Salaries in excess of the salary band 
may also be negotiated between the parties. 
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Table 3 - Other Rates and Allowances 

No. Brief Description Clause 
No 

FPP on 
or after 
1/07/17  

FPP on 
or after 
1/07/18 

FPP on 
or after 
1/07/19  

1 Broken Shift 14.5(f)  0.5 0.5 0.5 ordinary hour 
pay per shift 

2 
In charge of residential 
aged care facility less 
than 100 beds 

20.1(a)  $24.07 $24.65 $25.25 per shift 

3 
In charge of residential 
aged care facility, 100 
beds or more 

20.1(a)  $38.78 $39.71 $40.66 per shift 

4 In charge of section 20.1(b)  $24.07 $24.65 $25.25 per shift 

5 Vehicle Allowance – 
official business  20.2(b) $0.78 Changes with Aged 

Care Award rate per km 

6 Vehicle Allowance 
17.4(b)  

$0.38 $0.39 $0.40 per km 20.4(c) 

39.4(e)  

7 Uniform 20.3(c) $7.17 $7.34 $7.52 per week 
8 Shoes 20.3(d) $2.22 $2.27 $2.32 per week 
9 Cardigan or Jacket 20.3(e) $2.13 $2.18 $2.23 per week 

10 Stockings 20.3(f) $3.55 $3.64 $3.73 per week 
11 Socks 20.3(g) $0.71 $0.73 $0.75 per week 
12 Laundry 20.3(h) $5.46 $5.59 $5.72 per week 
13 On call  20.4(a)  $21.46 $21.98 $22.51 per day 
14 On call - meal break 20.4(b)  $11.61 $11.89 $12.18 per period 

15 Continuing education 
allowance: RN 20.6(g)  $18.08 $18.08 $18.08 per week 

16 Continuing education 
allowance: RN 20.6(h)  $30.12 $30.12 $30.12 per week 

17 Continuing education 
allowance: RN 20.6(i)  $36.13 $36.13 $36.13 per week 

18 Continuing education 
allowance: EN 20.6(j)  $12.04 $12.04 $12.04 per week 

19 Overtime - Breakfast 20.8(a)(i) $13.00 $13.30 $13.60 per meal 
20 Overtime - Lunch 20.8(a)(ii) $16.20 $16.20 $16.20 per meal 
21 Overtime - Evening Meal 20.8(a)(iii) $23.64 $23.64 $23.64 per meal 
22 Climatic & Isolation 20.5(b)  $10.15 $10.15 $10.15 per week 
23 Flexibility Allowance 20.9 $5.40 per shift in excess of 5 hours 
24 Medication Allowance 20.10 $0.43 $0.44 $0.45 Per hour 
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SCHEDULE C - SUPPORTED WAGE SYSTEM 

C.1 This schedule defines the conditions which will apply to employees who because of the 
effects of a disability are eligible for a supported wage under the terms of this Agreement.  

C.2 In this schedule: 

approved assessor means a person accredited by the management unit established by 
the Commonwealth under the supported wage system to perform assessments of an 
individual’s productive capacity within the supported wage system 

assessment instrument means the tool provided for under the supported wage system 
that records the assessment of the productive capacity of the person to be employed 
under the supported wage system 

disability support pension means the Commonwealth pension scheme to provide 
income security for persons with a disability as provided under the Social Security Act 
1991, as amended from time to time, or any successor to that scheme 

relevant minimum wage means the minimum wage prescribed in this Agreement for the 
class of work for which an employee is engaged 

supported wage system means the Commonwealth Government system to promote 
employment for people who cannot work at full Agreement wages because of a disability, 
as documented in the Supported Wage System Handbook. The Handbook is available 
from the following website: www.jobaccess.gov.au 

SWS wage assessment agreement means the document in the form required by the 
Department of Education, Employment and Workplace Relations that records the 
employee’s productive capacity and agreed wage rate 

 
C.3 Eligibility criteria 

C.3.1 Employees covered by this schedule will be those who are unable to perform the range 
of duties to the competence level required within the class of work for which the 
employee is engaged under this Agreement, because of the effects of a disability on their 
productive capacity and who meet the impairment criteria for receipt of a disability 
support pension. 

C.3.2 This schedule does not apply to any existing employee who has a claim against SCCBH 
which is subject to the provisions of workers compensation legislation or any provision of 
this Agreement relating to the rehabilitation of employees who are injured in the course of 
their employment. 

C.4 Supported wage rates 

C.4.1 Employees to whom this schedule applies will be paid the applicable percentage of the 
relevant minimum wage according to the following schedule: 

Assessed capacity (clause C5) 

% 

Relevant minimum wage 

% 

% % 

10 10 

20 20 

30 30 
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Assessed capacity (clause C5) 

% 

Relevant minimum wage 

% 

40 40 

50 50 

60 60 

70 70 

80 80 

90 90 

C.4.2 Provided that the minimum amount payable must be not less than $84 per week. 

C.4.3 Where an employee’s assessed capacity is 10%, they must receive a high degree of 
assistance and support. 

C.5 Assessment of capacity 

C.5.1 For the purpose of establishing the percentage of the relevant minimum wage, the 
productive capacity of the employee will be assessed in accordance with the Supported 
Wage System by an approved assessor, having consulted SCCBH and the employee 
and, if the employee so desires, a union which the employee is eligible to join. 

C.5.2 All assessments made under this schedule must be documented in an SWS wage 
assessment agreement, and retained by SCCBH as a time and wages record in 
accordance with the Act. 

C.6 Lodgement of SWS wage assessment agreement 

C.6.1 All SWS wage assessment agreements under the conditions of this schedule, including 
the appropriate percentage of the relevant minimum wage to be paid to the employee, 
must be lodged by SCCBH with the FWC. 

C.6.2 All SWS wage assessment agreements (SWSA) must be agreed and signed by the 
employee and SCCBH. Where a union, party to this agreement, is not a party to the 
SWSA, the assessment will be referred by Fair Work Australia to the union by certified 
mail and the SWSA will take effect unless an objection is notified to Fair Work Australia 
within 10 working days. 

C.7 Review of assessment 

The assessment of the applicable percentage should be subject to annual or more frequent 
review on the basis of a reasonable request for such a review. The process of review must be in 
accordance with the procedures for assessing capacity under the supported wage system. 

C.8 Other terms and conditions of employment 

Where an assessment has been made, the applicable percentage will apply to the relevant 
minimum wage only. Employees covered by the provisions of this schedule will be entitled to the 
same terms and conditions of employment as other workers covered by this Agreement on a pro 
rata basis. 
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C.9 Workplace adjustment 

Should SCCBH wish to employ a person under the provisions of this schedule SCCBH must 
take reasonable steps to make changes in the workplace to enhance the employee’s capacity to 
do the job. Changes may involve re-design of job duties, working time arrangements and work 
organisation in consultation with other workers in the area. 

C.10 Trial period 

C.10.1 In order for an adequate assessment of the employee’s capacity to be made, SCCBH 
may employ a person under the provisions of this schedule for a trial period not 
exceeding 12 weeks, except that in some cases additional work adjustment time (not 
exceeding four weeks) may be needed. 

C.10.2 During that trial period the assessment of capacity will be undertaken and the percentage 
of the relevant minimum wage for a continuing employment relationship will be 
determined. 

C.10.3 The minimum amount payable to the employee during the trial period must be no less 
than $75 per week. 

C.10.4 Work trials should include induction or training as appropriate to the job being trialled. 

C.10.5 Where SCCBH and the employee wish to establish a continuing employment relationship 
following the completion of the trial period, a further contract of employment will be 
entered into based on the outcome of assessment under clause C.5. 
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SCHEDULE D - NATIONAL TRAINING WAGE NON-NURSING EMPLOYEES 

D Title 

This National Training Wage Schedule applies only to trainees who, but for the operation 
of this agreement, would be covered by the Aged Care Award 2010. 

D.1  Definitions 

D.1.1  In this schedule: 

adult trainee means a trainee who would qualify for the highest minimum wage in wage 
level A,B or C if covered by that wage level. 

approved training, in relation to a trainee, means the training specified in the training 
contract of the trainee. 

Australian Qualifications Framework (AQF) means the national framework for 
qualifications in post-compulsory education and training. 

relevant Ministers means the Commonwealth, State and Territory Ministers responsible 
for vocational education and training. 

relevant State or Territory training authority means a body in the relevant State or 
Territory that has power to approve traineeships, and to register training contracts, under 
the relevant State or Territory vocational education and training legislation. 

relevant State or Territory vocational education and training legislation means the 
following or any successor legislation: 

Apprenticeship and Traineeship Act 2001 (NSW); 

Education and Training Reform Act 2006 (Vic); 

Training and Skills Development Act 2008 (SA); 

Training and Skills Development Act 2016 (NT); 

Training and Tertiary Education Act 2003 (ACT); 

Training and Workforce Development Act 2013 (Tas); 

Vocational Education and Training Act 1996 (WA); 

Further Education and Training Act 2014 (Qld). 

trainee means an employee undertaking a traineeship under a training contract. 

traineeship means a system of training that: 

(a) has been approved by the relevant State or Territory training authority; and 

(b) meets the requirements of a training package developed by the relevant Skills 
Service Organisation and endorsed by the Australian Industry and Skills 
Committee; and 

(c) leads to an AQF certificate level qualification. 

training contract means an agreement for a traineeship made between an employer 
and an employee that is registered by the relevant State or Territory training authority. 
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training package means the competency standards and associated assessment 
guidelines for an AQF certificate level qualification that have been endorsed for an 
industry or enterprise by the Australian Industry and Skills Committee and placed on the 
National Training Information Service with the approval of the relevant Ministers, and 
includes any relevant replacement training package. 

wage level A,B or C, see clause D.4. 

Year 10 includes any year before Year 10. 

D.1.2 A reference in this schedule to out of school refers only to periods out of school beyond 
Year 10 as at 1 January in each year and is taken to: 

(a) include any period of schooling beyond Year 10 that was not part of, or did not 
contribute to, a completed year of schooling; and 

(b) include any period during which a trainee repeats, in whole or part, a year of 
schooling beyond Year 10; and 

(c) not include any period during a calendar year after the completion during that year 
of a year of schooling. 

D.2 Coverage 

D.2.1 Subject to clauses D.2.2 to D.2.5 this schedule applies to an employee covered by this 
award who is undertaking a traineeship and whose training package and AQF certificate 
level are allocated to a wage level by clause D.6 or by clause D.4.4. 

D.2.2 This schedule only applies to AQF Certificate Level IV traineeships for which a relevant 
AQF Certificate Level III traineeship is listed in clause D.6. 

D.2.3 This schedule does not apply to: 

(a) the apprenticeship system; or 

(b) qualifications not identified in training packages; or 

(c) qualifications in training packages that are not identified as appropriate for a 
traineeship. 

D.2.4 If this schedule is inconsistent with other provisions of this award relating to traineeships, 
the other provisions prevail. 

D.2.5 This schedule ceases to apply to an employee at the end of the traineeship. 

D.3 Types of traineeship 

The following types of traineeship are available: 

D.3.1 A full-time traineeship based on 38 ordinary hours per week, with 20% of those hours 
being approved training; 

D.3.2 A part-time traineeship based on fewer than 38 ordinary hours per week, with 20% of 
those hours being approved training provided: 

(a) wholly on the job; or 

(b) partly on the job and partly off the job; or 

(c) wholly off the job. 
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D.4 Minimum rates 

D.4.1 Minimum weekly rates for full-time traineeships 

(a) Wage level A 

The minimum rate for a full-time trainee undertaking an AQF Certificate Level I–III 
traineeship whose training package and AQF certificate levels are allocated to wage level 
A by clause D.6.1 is the weekly rate specified in Column 2 of Table 1 - Wage level A 
minimum weekly rate for full-time trainees (AQF Certificate Level I–III traineeship) 

according to the highest year of schooling completed by the trainee specified in that 
column and the experience level of the trainee specified in Column 1. 

Table 1 - Wage level A minimum weekly rate for full-time trainees (AQF Certificate 
Level I–III traineeship) 

Column 1 
Experience level of trainee 

Column 2 
Highest year of schooling completed 

  Year 10 Year 11 Year 12 
  per week per week per week 
School leaver $312.20 $343.80 $409.60 
Plus 1 year out of school $343.80 $409.60 $476.60 
Plus 2 years out of school $409.60 $476.60 $554.70 
Plus 3 years out of school $476.60 $554.70 $635.10 
Plus 4 years out of school $554.70 $635.10   
Plus 5 or more years out of school $635.10     

NOTE: See clause D.4.3 for other minimum wage provisions that affect this paragraph. 

(b) Wage level B 

The minimum rate for a full-time trainee undertaking an AQF Certificate Level I–III 
traineeship whose training package and AQF certificate levels are allocated to wage level 
B by clause D.6.2 or by clause D.4.4 is the weekly rate specified in Column 2 of 

Table 2 - Wage level B minimum weekly rate for full-time trainees (AQF Certificate 
Level I–III traineeship) according to the highest year of schooling completed by the 
trainee specified in that column and the experience level of the trainee specified in 
Column 1. 

Table 2 - Wage level B minimum weekly rate for full-time trainees (AQF Certificate 
Level I–III traineeship) 

Column 1 
Experience level of trainee 

Column 2 
Highest year of schooling completed 

  Year 10 Year 11 Year 12 
  per week per week per week 
School leaver $312.20 $343.80 $398.50 
Plus 1 year out of school $343.80 $398.50 $458.40 
Plus 2 years out of school $398.50 $458.40 $537.60 
Plus 3 years out of school $458.40 $537.60 $613.20 
Plus 4 years out of school $537.60 $613.20   
Plus 5 or more years out of school $613.20     
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(c) Wage level C 

The minimum rate for a full-time trainee undertaking an AQF Certificate Level I–III 
traineeship whose training package and AQF certificate levels are allocated to wage level 
C by clause D.6.1 is the weekly rate specified in Column 2 of Table 3 - Wage level C 
minimum weekly rate for full-time trainees (AQF Certificate Level I–III traineeship) 
according to the highest year of schooling completed by the trainee specified in that 
column and the experience level of the trainee specified in Column 1. 

Table 3 - Wage level C minimum weekly rate for full-time trainees (AQF Certificate 
Level I–III traineeship) 

Column 1 
Experience level of trainee 

Column 2 
Highest year of schooling completed 

  Year 10 Year 11 Year 12 
  per week per week per week 
School leaver $312.20 $343.80 $398.50 
Plus 1 year out of school $343.80 $398.50 $448.60 
Plus 2 years out of school $398.50 $448.60 $501.20 
Plus 3 years out of school $448.60 $501.20 $558.40 
Plus 4 years out of school $501.20 $558.40   
Plus 5 or more years out of school $558.40     

NOTE: See clause D.4.3 for other minimum wage provisions that affect this paragraph. 

(d) AQF Certificate Level IV traineeships 

(i) The minimum rate for a full-time trainee undertaking an AQF Certificate 
Level IV traineeship is the minimum rate for the relevant full-time AQF 
Certificate Level III traineeship increased by 3.8%. 

(ii) The minimum rate for a full-time adult trainee undertaking an AQF 
Certificate Level IV traineeship is the weekly rate specified in Column 2 or 
3 of Table 4 - Minimum weekly rate for full-time adult trainees (AQF 
Certificate Level IV traineeship) according to the year of the traineeship 
specified in those columns and the relevant wage level for the relevant 
AQF Certificate Level III traineeship specified in Column 1. 

Table 4 - Minimum weekly rate for full-time adult trainees (AQF Certificate Level IV 
traineeship) 

Column 1 
Wage level 

Column 2 
First year of traineeship 

Column 3 
Second and subsequent years of 

traineeship 
  per week per week 
A $659.60 $685.10 
B $636.30 $660.80 
C $579.10 $601.00 

NOTE: See clause D.4.3 for other minimum wage provisions that affect this paragraph. 

D.4.2 Minimum hourly rates for part-time traineeships 

(a) Wage level A 
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The minimum hourly rate for a part-time trainee undertaking an AQF Certificate Level I–III 
traineeship whose training package and AQF certificate levels are allocated to wage level 
A by clause D.6.1 is the hourly rate specified in Column 2 of Table 5 - Wage level A 
minimum hourly rate for part-time trainees (AQF Certificate Level I–III traineeship) 
according to the highest year of schooling completed by the trainee specified in that 
column and the experience level of the trainee specified in Column 1. 

Table 5 - Wage level A minimum hourly rate for part-time trainees (AQF Certificate 
Level I–III traineeship) 

Column 1 
Experience level of trainee 

Column 2 
Highest year of schooling completed 

  Year 10 Year 11 Year 12 
  per hour per hour per hour 
School leaver $10.27 $11.32 $13.48 
Plus 1 year out of school $11.32 $13.48 $15.69 
Plus 2 years out of school $13.48 $15.69 $18.24 
Plus 3 years out of school $15.69 $18.24 $20.88 
Plus 4 years out of school $18.24 $20.88   
Plus 5 or more years out of school $20.88     

NOTE: See paragraph (f) for calculating the actual minimum wage. See also clause D.4.3 
for other minimum wage provisions that affect this paragraph. 

(b) Wage level B 

The minimum hourly rate for a part-time trainee undertaking an AQF Certificate Level I–III 
traineeship whose training package and AQF certificate levels are allocated to wage level 
B by clause D.6.2 or by clause D.4.4 is the hourly rate specified in Column 2 of Table 6 - 
Wage level B minimum hourly rate for part-time trainees (AQF Certificate Level I–III 
traineeship) according to the highest year of schooling completed by the trainee 
specified in that column and the experience level of the trainee specified in Column 1. 

Table 6 - Wage level B minimum hourly rate for part-time trainees (AQF Certificate 
Level I–III traineeship) 

Column 1 
Experience level of trainee 

Column 2 
Highest year of schooling completed 

  Year 10 Year 11 Year 12 
  per hour per hour per hour 
School leaver $10.27 $11.32 $13.12 
Plus 1 year out of school $11.32 $13.12 $15.08 
Plus 2 years out of school $13.12 $15.08 $17.70 
Plus 3 years out of school $15.08 $17.70 $20.18 
Plus 4 years out of school $17.70 $20.18   
Plus 5 or more years out of school $20.18     

NOTE: See paragraph (f) for calculating the actual minimum wage. See also clause D.4.3 
for other minimum wage provisions that affect this paragraph. 

(c) Wage level C 

The minimum hourly rate for a part-time trainee undertaking an AQF Certificate Level I–III 
traineeship whose training package and AQF certificate levels are allocated to wage level 
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C by clause D.6.3 is the hourly rate specified in Column 2 of Table 7—Wage level C 
minimum hourly rate for part-time trainees (AQF Certificate Level I–III traineeship) 
according to the highest year of schooling completed by the trainee specified in that 
column and the experience level of the trainee specified in Column 1. 

Table 7 - Wage level C minimum hourly rate for part-time trainees (AQF Certificate 
Level I–III traineeship) 

Column 1 
Experience level of trainee 

Column 2 
Highest year of schooling completed 

  Year 10 Year 11 Year 12 
  per hour per hour per hour 
School leaver $10.27 $11.32 $13.12 
Plus 1 year out of school $11.32 $13.12 $14.75 
Plus 2 years out of school $13.12 $14.75 $16.48 
Plus 3 years out of school $14.75 $16.48 $18.37 
Plus 4 years out of school $16.48 $18.37   
Plus 5 or more years out of school $18.37     

NOTE: See paragraph (f) for calculating the actual minimum wage. See also clause D.4.3 
for other minimum wage provisions that affect this paragraph. 

(d) School-based traineeships 

The minimum hourly rate for a part-time trainee who works ordinary hours and is 
undertaking a school-based AQF Certificate Level I–III traineeship whose training 
package and AQF certificate levels are allocated to wage levels A,B or C by clause D.6 
or by clause D.4.4 is the hourly rate in Column 1 or 2 of Table 8 - Minimum hourly rate 
for part-time trainees (school-based AQF Certificate Level I–III traineeship) 
according to the year of schooling of the trainee. 

Table 8 - Minimum hourly rate for part-time trainees (school-based AQF Certificate 
Level I–III traineeship) 

Column 1 
Year 11 or lower 

Column 2 
Year 12 

per hour per hour 
$10.27 $11.32 

NOTE: See paragraph (f) for calculating the actual minimum wage. See also clause D.4.3 
for other minimum wage provisions that affect this paragraph. 

(e) AQF Certificate Level IV traineeships 

(i) The minimum hourly rate for a part-time trainee undertaking an AQF 
Certificate Level IV traineeship is the minimum hourly rate for the relevant 
part-time AQF Certificate Level III traineeship increased by 3.8%. 

(ii) The minimum hourly rate for a part-time adult trainee undertaking an AQF 
Certificate Level IV traineeship is the hourly rate in Column 2 or 3 of Table 
9 - Minimum hourly rate for part-time adult trainees (AQF Certificate 
Level IV traineeship) 
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(iii) , according to the year of the traineeship specified in those columns and 
the relevant wage level for the relevant AQF Certificate Level III 
traineeship specified in Column 1. 

Table 9—Minimum hourly rate for part-time adult trainees (AQF Certificate Level IV 
traineeship) 

Column 1 
Wage level 

Column 2 
First year of traineeship 

Column 3 
Second and subsequent years of 

traineeship 
  per hour per hour 
A $21.69 $22.54 
B $20.91 $21.72 
C $19.05 $19.78 

NOTE: See paragraph (f) for calculating the actual minimum wage. See also clause D.4.3 
for other minimum wage provisions that affect this paragraph. 

(f) Calculating the actual minimum wage 

(I) If fewer than 38 (or an average of 38) ordinary hours of work per week is 
considered full-time at the workplace by the employer, the appropriate 
minimum hourly rate for a part-time trainee is obtained by multiplying the 
relevant minimum hourly rate in clauses D.4.2(a) to (e) by 38 and then 
dividing the figure obtained by the full-time ordinary hours of work per 
week. 

(ii) If the approved training for a part-time traineeship is provided wholly off-
the-job by a registered training organisation, for example at school or at 
TAFE, the relevant minimum hourly rate in clauses D.4.2(a) to (e) applies 
to each ordinary hour worked by the trainee. 

(iii) If the approved training for a part-time traineeship is undertaken solely on-
the-job or partly on-the-job and partly off-the-job, the relevant minimum 
hourly rate in clauses D.4.2(a) to (e) minus 20% applies to each ordinary 
hour worked by the trainee. 

D.4.3 Other minimum wage provisions 

(a) ClauseD.4.3 applies despite anything to the contrary in clause D.4.4 or D.3.2. 

(b) An employee who was employed by an employer immediately before becoming a 
trainee with that employer must not suffer a reduction in their minimum rate of pay 
because of becoming a trainee. 

(c) For the purpose of determining whether a trainee has suffered a reduction as 
mentioned in paragraph (b), casual loadings are to be disregarded. 

(d) If a qualification is converted from an AQF Certificate Level II to an AQF 
Certificate Level III traineeship, or from an AQF Certificate Level III to an AQF 
Certificate Level IV traineeship, then the trainee must be paid the next highest 
minimum wage provided in this schedule, if a higher minimum wage is provided 
for the new AQF certificate level. 

D.4.4 Default wage rate 

11704



Page 81 of 83 

The minimum wage for a trainee undertaking an AQF Certificate Level I–III traineeship 
whose training package and AQF certificate level are not allocated to a wage level by 
clause D.6 is the relevant minimum wage under this schedule for a trainee undertaking 
an AQF Certificate to Level I–III traineeship whose training package and AQF certificate 
level are allocated to wage level B. 

D.5 Employment conditions 

D.5.1 A trainee undertaking a school-based traineeship may agree to be paid an additional 
loading of 25% on all ordinary hours worked instead of being paid annual leave, paid 
personal/carer’s leave, paid compassionate leave and paid absence on public holidays. 
However, if the trainee works on a public holiday, the public holiday provisions of this 
award apply. 

D.5.2 A trainee is entitled to be released from work without loss of pay and without loss of 
continuity of employment to attend any training and assessment specified in, or 
associated with, the training contract. 

D.5.3 Time spent by a trainee, other than a trainee undertaking a school-based traineeship, in 
attending any training and assessment specified in, or associated with, the training 
contract is to be regarded as time worked for the employer for the purposes of calculating 
the trainee’s wages and determining the trainee’s employment conditions. 

D.5.4 The time to be included for the purpose of calculating the wages for part time trainees 
whose approved training is wholly off-the-job is determined by clauses D.4.2(f)(ii) and (iii) 
and not by clause D.5.3. 

D.5.5 Subject to clause D.2.4, this award applies to a trainee in the same way that it applies to 
an employee who is not a trainee except as otherwise expressly provided by this 
schedule. 

D.6 Allocation of traineeships to wage levels 

The wage levels applying to training packages and their AQF certificate levels are: 

D.6.1 Wage level A 

Training package AQF certificate level 
Aeroskills II 
Aviation I,II,III 
Beauty III 
Business Services I,II,III 
Chemical, Hydrocarbons and Refining I,II,III 
Civil Construction III 
Coal Training Package II,III 
Community Services II,III 
Construction, Plumbing and Services 
Integrated Framework 

I,II,III 

Correctional Services II,III 
Drilling II,III 
Electricity Supply Industry—Generation 
Sector 

II,III  
(III in Western Australia only) 

Electricity Supply Industry—Transmission, 
Distribution and Rail Sector 

II 

Electrotechnology I,II,III 
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(III in Western Australia only) 
Financial Services I,II,III 
Floristry III 
Food Processing Industry III 
Gas Industry III 
Information and Communications 
Technology 

I,II,III 

Laboratory Operations II,III 
Local Government (other than Operational 
Works Cert I and II) 

I,II,III 

Manufactured Mineral Products III 
Manufacturing I,II,III 
Maritime I,II,III 
Metal and Engineering (Technical) II,III 
Metalliferous Mining II,III 
Museum, Library and Library/Information 
Services 

II,III 

Plastics, Rubber and Cablemaking III 
Public Safety III 
Public Sector II,III 
Pulp and Paper Manufacturing Industries III 
Retail Services (including wholesale and 
Community pharmacy) 

III 

Telecommunications II,III 
Textiles, Clothing and Footwear III 
Tourism, Hospitality and Events I,II,III 
Training and Assessment III 
Transport and Logistics III 
Water Industry (Utilities) III 

D.6.2 Wage level B 

Training package AQF certificate level 
Animal Care and Management I,II,III 
Asset Maintenance I,II,III 
Australian Meat Industry I,II,III 
Automotive Industry Manufacturing II,III 
Automotive Industry Retail, Service and 
Repair 

I,II,III 

Beauty II 
Caravan Industry II,III 
Civil Construction I 
Community Recreation Industry III 
Entertainment I,II,III 
Extractive Industries II,III 
Fitness Industry III 
Floristry II 
Food Processing Industry I,II 
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Forest and Forest Products Industry I,II,III 
Furnishing I,II,III 
Gas Industry I,II 
Golf Clubs and Facilities II,III 
Health II,III 
Local Government (Operational Works) I,II 
Manufactured Mineral Products I,II 
Metal and Engineering (Production) II,III 
Outdoor Recreation Industry I,II,III 
Plastics, Rubber and Cablemaking II 
Printing and Graphic Arts II,III 
Property Services I,II,III 
Public Safety I,II 
Pulp and Paper Manufacturing Industries I,II 
Retail Services I,II 
Screen and Media I,II,III 
Sport Industry II,III 
Sugar Milling I,II,III 
Textiles, Clothing and Footwear I,II 
Transport and Logistics I,II 
Visual Arts, Craft and Design I,II,III 
Water Industry I,II 

D.6.3 Wage level C 

Training package AQF certificate level 
Agriculture, Horticulture and Conservation 
and Land Management 

I,II,III 

Funeral Services I,II,III 
Music I,II,III 
Racing Industry I,II,III 
Rural Production I,II,III 
Seafood Industry I,II,III 
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Lodged by: 
The ANMF 

Telephone: 03 9603 3035 

Address for Service: Fax: 03 9603 3050 
Level 22, 181 William St  
Melbourne VIC 3000 

Email: nwhite@gordonlegal.com.au  

 
 

IN THE FAIR WORK COMMISSION 

Matter No.: AM2020/99, AM2021/63 & AM2021/65 

Re Applications by: Australian Nursing and Midwifery Federation and others 

 

 

STATEMENT OF DIANNE MARY POWER 

I, Dianne Mary Power of  Queensland say: 

1. I am a member of the Australian Nursing and Midwifery Federation.  

2. Where I refer to a conversation in this statement and I cannot remember the exact words used, 

I have stated my best memory of the words spoken, or the effect of what was said.  

 

Personal Details 

3. My date of birth is . I am currently 66 years old. 

4. I live with my husband in a unit that we own. 

5. Before I started working in aged care, I worked in marketing and earned a higher income than I 

do now. By the time I started working in aged care I was financially secure.  

6. I work permanent part-time doing 64-66 hours a fortnight, 10 shifts a fortnight. 

7. One of my reasons for moving out of my corporate role and into aged care was to be able to 

work predictable shifts.  Also, I had always wanted to do nursing, which I consider to be an 

honourable profession.  As a young person I missed a chance to do nursing and I have always 

wanted to help people and make a difference in peoples’ lives.   

8. It would be very difficult to survive on my income if I were not already financially secure. This is 

particularly the case in Cairns, where the cost of living is high. 

 

Work history and qualifications 

9. I have worked in aged care for approximately 8.5 years. I have worked in my current position 

since 2012. 
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10. I currently work as an Assistant in Nursing (AIN) at Regis Whitfield, which is a residential aged 

care home located in Whitfield, a suburb of Cairns. Regis is a for-profit provider. My base rate of 

pay is $26.00 per hour. I am classified as an AIN Level 3. I am higher paid than many of my 

colleagues because I am ‘medication competent’. Most AINs at my level are on approximately 

$24.00 per hour. 

11. In November 2012 I gained a Certificate III in Aged Care through TAFE in Cairns. I did it full time 

and it took me 6 months.   In 2017 I also gained a Certificate IV in Ageing Support through a 

private Registered Training Organisation (RTO) ‘BCA National Training Group’. I have done a 

number of courses in Dementia and Diabetes in the Elderly through the RTOs ‘Leading Nutrition’ 

and ‘Dementia Australia’ on and off over the last 8 years. In 2017, I completed in-house training 

at Regis to become ‘medication – competent’ (med-comp), which means I can assist residents 

with their medications.  

 

Description of role and work 

12. Regis Whitfield is in a two-storey building and has seven residential wings, plus the ‘Silkwood’ 

dementia unit with about 18 residents, plus the upmarket ‘Endeavour’ wing. There are 

approximately 125 residents in the whole facility.  

13. Most residents outside the dementia unit have some difficulties with cognitive function.  It is 

only when residents get severe dementia, getting to the point hat that are wandering and 

disrupting other residents, that they go to the dementia wing.   

14. Prior to Regis taking over in 2015, the facility was owned by Masonic Care. Masonic Care was a 

not-for-profit aged care provider. They operated with approximately 119 residents across six 

residential wings plus the dementia unit, and with higher staffing levels than is now the case.  

When Regis took over, they increased the number of beds and decreased the staffing levels. 

They did this by adding 2 rooms per floor. When the facility was owned by Masonic Care, on a 

morning shift, on the first floor, there was 1 Registered Nurse (RN), 2 Enrolled Nurses (ENs), and 

4 AINs, plus a reliever AIN for breaks. Now, there are 1 RN, 1 EN, 1 med-comp AIN and 4 regular 

AINs. Two of the regular AINs finish half an hour early.  

15. On an afternoon shift, Masonic Care on the first floor used to have 1 RN, 2 ENs and 4 AINs, and 

now Regis has 1 RN, 1 EN and 1 med-comp AIN, and 3 regular AINs, plus an AIN ‘float’ who 

works in some areas within the facility (‘float’ shifts are short shifts). Two of the regular AINs 

and the AIN float finish an hour early. As an AIN, I am on my own at lot more than I used to be.  
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16. In 2015, Regis cut morning shift lengths from 6.30 am to 2.00 pm, to 6.30 am to 1.30 pm for one 

AIN. The number of staff was effectively reduced from 2 AINs per shift per wing to 1.5 AINs per 

shift per wing for the last 30 minutes of the shift. The reduction in shift time means that we 

now don’t handover to the next shift. The RN will run through a handover, but it used to be 

more in depth from staff actually on the floor.   

17. I generally work morning and afternoon shifts. On the morning shift, I am supposed to start at 

6.30 am, but I usually start at 6.10 am so that I can get the job done.  This allows time for 

handover and for me to check in on residents’ files. I do this in my own time. I believe it is 

important to get a handover from the AIN on the floor because they will be able to give a more 

in depth information about the little things that have been going on with residents. 

18. We have one RN rostered on overnight most of the time, but sometimes there is only an EN 

rostered overnight.  When that happens, the EN is not considered “in charge” of the facility, 

because there is an RN on call. There are only two RNs rostered during the morning shift, for 

the whole facility - about 125 residents.  

19. On a typical morning shift, I work with a partner AIN to get residents up out of bed. In many 

cases this is a two-person job which involves using lifting manoeuvres and a hoist. We work 

together to shower or bath and dress each resident. Things become difficult if another resident 

requires attention at the same time, for example if they have fallen over or need toileting. 

Sometimes due to time pressure, this will mean a resident who requires two people to shower 

them safely will miss out on a shower and have to be done on another shift. Not all residents 

receive a shower every day. We have a shower list provided by management that we go by. 

20. Once the residents are up, we move them into princess chairs or wheelchairs to come in for 

breakfast by 8.00 am in the dining room. The percentage of residents who require assistance 

with mobility changes all the time.  As their needs change, I need to adjust how I work and what 

I do. It can be difficult to manoeuvre residents’ limbs to get them into chairs. The more frail and 

complex the resident’s needs, the longer care time it takes to get them up and ready. It is 

always a time driven exercise to get residents ready in time. 

21. Some residents are mobile and we will escort them on a wheely walker to the dining room.  In 

the dining room I make sure that residents sit in the right chair.  Some residents can become 

very upset it someone is sitting in their chair.   

22. At the breakfast table my partner will generally look after the residents at the table, assisting 

with feeds. When assisting residents with feeds, it is important to be aware of aspiration risks. It 

is important to know each resident’s dietary requirements, such as consistency of food and 

swallowing capacity. This can change overnight.  Dietary issues for residents are contained in 
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the Diet Communication Folder (Diet Comm).  The Diet Comm includes information about what 

foods residents likes and their dietary requirements such as the thickness of food and fluids.  

This thickness can be “mild”, “moderate” or “extremely thick”.  AINs have to be aware of this 

for each resident because although the kitchen mixes some foods to the appropriate thickness, 

if a resident wants a drink during the day, I need to ensure that it is the required thickness and 

it can be safely drunk. Also, sometimes the kitchen will make a soup, and the AINs will then take 

steps to thicken to the required consistency for each resident.  Usually one AIN is the “Dining 

room champion” and keeps across this.   

23. As I am a med-comp AIN, my role also includes handing out medication to the residents 

throughout the day. When I started working at the facility, the EN did this work. AINs gave out 

food, but the giving out of medications was done by ENs. When Regis took over, the practice 

changed, and they implemented med-comp AINs.  

24. Medications come in packs, a roll of medication sealed in little pouches.  It is up to me as a med-

comp AIN to check the medications to be given to residents against the Medications Book.  The 

Medications Book is overseen by the RN.  The Medication Book will identify what medications 

the residents require throughout the day.  Some residents receive up to 10 lots of medications 

throughout the day.  Every pill I give out has to be signed for.  In giving this medication, I again 

need to make sure the resident has food or fluid of the right consistency for them to be able to 

safely swallow the medication.  Some residents take their medications mixed with yoghurt or 

pureed fruit.  If I notice a wrong number of pills or if the medications don’t match up with what 

is in the Medications Book, I contact the RN.  The RN would then come down and we would 

work through this issue to ensure that the medications given out are correct.  There is a lot of 

responsibility involved in making sure that the right resident receives the right medication at 

the right time.  This is difficult when you are rushed.  If I have any concerns, I contact the RN 

straight away. 

25. After breakfast we continue with showering and toileting residents and doing things like teeth 

cleaning, putting in eye, nose and ear drops and using nebulisers. Some of these residents are 

the heavier residents, or quadriplegics, who require additional assistance with movement, skin 

care, and catheters.  Some residents require one person assists, some two person and some 

three people.  Residents after strokes can have serious mobility issues and will developed 

pressure sores, care needs are very high.  

26. I apply different creams in accordance with the Medication Book and the handover I receive 

from the RN.  I need to report back to RN and changes or redness promptly because resident 

condition can change overnight.    
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27. Some residents will then return to bed, others will move to day activities, such as going to 

watch the entertainment in the hall.  I also fill in the paperwork related to providing medication, 

eye drops, ear drops, puffers and nebulizers.  

28. At this point in the morning, I am expected to have a break, but often there is not time to do 

this.  It is common not to be able to take meal or tea breaks. This is because we have such little 

time to complete all our work. The very nature needs of residents change hour to hour.  They 

may fall, vomit, diarrhoea.  All this needs to be addressed and sometimes dealing with this 

means you don’t get a break. 

29. Working at Regis Whitfield the RN is in charge of the shift.  All AINs are all answerable to the RN 

on shift.  The RN has overall responsibility and she or he can change where I work and who I 

work with.  The RN will make clinical decision for residents based on information given to her by 

people like me.  If a resident has a fall, if a resident needs a dressing changed, if there are 

changes to residents, the RN will oversee this.  Because RNs can’t physically observe and be 

across everything that is happening in the facility they rely heavily on AINs to give them 

information. 

30. Care plans are the main way that RNs oversee the care of residents.  Care plans are the rules 

that have to be follow for each resident.  A resident’s care plan will have all cares, handling, 

dietary needs and mobility issues for a resident.  For example, with mobility, a care plan will set 

out whether the resident is able to mobilise, whether they need to be lifted with a hoist or in 

another way, whether they can stand, can be pivot turned and other issues such as what slide 

sheets need to be used for them.   

31. Care plans are created by RNs and the Care Manager who is qualified as an RN and who works 

office hours, Monday to Friday.  Care plans are based on input and assessments by dietitians, 

physiotherapists, lifestyle staff and RNs.  These assessments are done on admissions in 

consultation with resident and their families. Care plans are recorded in a computer program 

called “Autumn Care”.  They are often pretty big documents.  

32. If I have any doubts or questions about the needs of a resident, I go into Autumn Care and 

check the resident’s care plan.  There are also care plan summaries in each resident’s 

wardrobes identifying the resident’s mobilities.  Each room also contains a plaque with symbols 

to identify residents’ needs, preferences and interests.  I am not directly involved in creating 

care plans, but I can have input into changes to a care plan. For example, if a resident expresses 

a desire to do particular activities, I can ask for lifestyle staff to include them and have this 

recorded in their care plan.  
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33. If I notice changes to a resident, I bring this to the attention of the RN.  As an AIN, my role is to 

be the eyes and ears on the floor. I am constantly giving information to RNs about things to do 

with a resident’s care plan.   If a resident’s behaviours change, if a resident acts unusually, such 

as starting to act aggressively when they don’t usually act like that, I would notify the RN.  If I 

notice a bruise, a resident having difficulties standing or moving or pivoting, if a person is a one 

person assist but it starting to need two people to be moved or if a resident is nauseous - I 

report this to the RN. The RN’s role is extremely busy. 

34. When showering a resident, it is an opportunity to check resident’s skin. Over the years I have 

reported many changes I’ve noticed in residents’ skin that have turned out to be skin cancers or 

starting of pressure injuries.    If I see this I report it to the RN.   

35. Once I have reported these issues to the RN, she or he would come down I would explain to 

them what I have seen.  I would usually then go to the resident with the RN.  The RN would 

review the resident and I would assist the RN with things like repositioning the resident and 

changing dressings.  

36. I would love to have more time to do things like styling resident’s hair. I love doing hairdressing, 

but it is very rare that I get the chance to shampoo a resident’s hair and put curlers in. I 

sometimes do this for them when I am supposed to be on a break. I love helping the residents 

to look and feel good.  

37. Some residents do not have visitors. For these residents some staff have gone to the op shops 

to buy them clothes. I do this in my own time. 

 

Nature of work 

38. I am a very fit person. I compete in triathlons.  In a triathlon I run 21 kms, ride 90 kms and swim 

2 kms. I am physically and mentally strong, but despite how fit I am, I am often shattered after 

my shift in aged care.   

39. The work is very physically demanding.  I see other staff who are tired and struggling to cope.  I 

see staff getting burnt out and find it difficult to cope with the workload.  There is high levels of 

absenteeism amongst staff at Regis Whitfield.  

40. Generally, residents are coming in now with higher and more complex needs.  They need more 

attention and are usually more incapacitated to the point they need more assistance more 

often.  Behaviours are more complex and require monitoring for falls, wandering, self-harm, 

violence to staff or to other residents.  All this has to be documented before the shift is finished.   
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41. Over the last 5 years or so, residents’ care needs have become more complex in general, for 

example, many have suffered trauma, or are bed bound, or quadriplegic.  Residents are more 

dependent, have fragile skin and poor balance.  Instead of having a catheter, some residents 

have an ‘SPC’ (a suprapubic catheter) which is a tube in the stomach directly into the bladder, 

and the bladder drains out of that; some residents enter the facility after having bad strokes. 

Some residents have stoma bags which require special care. 

42. In relation to wound care, when there used to be 2 ENs on a shift, they did more checking of 

residents’ wounds. But now AINs are expected to observe wounds and report them to the RN if 

they look red, or if a resident appears to be in pain because of a wound.  

43. In relation to pain management generally, in order to do my job, and for resident safety and 

wellbeing, I need to observe residents’ behaviour, their facial expressions, and note if they 

become resistive to movement, e.g., showering, and report this to RN, as all these things can 

indicate the resident is in pain.  

44. In relation to dementia care residents, they may wander, be incontinent, have personality 

changes, swear and spit and bite me. I am required to redirect residents who are wandering and 

try to take them to a less stimulating environment, talk to them calmly and consider why they 

are behaving this way. If I suspect that they are in pain, I will report this to the RN and the RN 

might call the Doctor to re-assess the resident. Challenging behaviours could also indicate a 

urinary tract infection. If that is my suspicion, I will report this to the RN and try to get a urine 

sample to give to the RN.  

45. As noted above, even outside the Silkwood dementia unit, most residents at Regis Whitfield 

have some difficulties with cognitive function. 

46. I provide care to dementia residents who are not in the Silkwood unit.  These dementia care 

residents can physically attack each other and staff. Some suffer from ‘sundowning’ when their 

challenging behaviour escalates in the evening. Sometimes I will tell residents stories to keep 

them from trying to abscond from the facility. I need to be aware of what triggers their 

behaviour. Triggers can be anything, for example, trying to change clothes if they are soiled can 

lead to residents resisting, hitting out, screaming, and trying to flee. 

47. Dementia residents frequently throw things and yell and scream at me or near me. In the last 

year or two, I have noticed a much greater reluctance at Regis Whitfield to allow challenging 

behaviour to be managed with medication.  The residents’ challenging behaviours which I am 

subject to are worse now than they ever have been since 2012. I have had bruises, cuts and 

bites over the years after being assaulted by residents. 
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48. With the more complex needs of residents, we as AINs are required to put splints and supports 

on residents that are placed into specialised wheelchairs when they are paralysed. More carers 

are required when the residents are transferred with specialised techniques. Skin care for 

residents is more complex and special creams and washes are required to all be applied by 

AINs. AINs are also required to clean SPC sites and apply dressings.  

49. Electronic wheelchairs that require charging and different transferring of residents are now 

common AIN responsibilities. Not to mention helping residents to operate electronic devices to 

use applications like FaceTime etc which are the norm for residents in care these days.  When l 

first started as an AIN this was not so prevalent. 

50. Quadriplegics and stroke victims who are totally incapacitated need to be turned every 2 hours, 

and I have to ensure their SPC tube is OK. If that gets blocked, they will get very sick because 

they retain urine in their bladder. We have to report to RNs asap if we notice any changes. At 

the moment, four of the fifteen residents I care for across two wings need to be manually 

turned every two hours, but this can change weekly or monthly.  This number is fluid.   

51. Some of the more complex care tasks now completed by AINs were done by ENs when l first 

started working as an AIN.     

52. We are required to serve meals in the dining room. This was a Food Services Assistant (FSA) role 

when I first started working as an AIN.  Now there are less rostered FSA hours. Some residents 

also have trays delivered to their room. 

53. Part of serving meals to residents is making sure the residents are given the correct foods, e.g. 

minced or pureed or thickened fluids etc.  

54. We are required to let the residents know what is on the menu, get their choices and relay that 

to the kitchen staff. We are required to serve the food and beverages, thickening as required, 

and to deliver all the trays to the rooms of residents that choose to stay or are incapable of 

coming out to the dining room. We have a lot more residents that have aspiration risks and 

have to be fed than we used to. The needs of residents in relation to feeding change as they 

decline. 

55. We are required to clear plates and monitor who has eaten and report to the RN if we note 

problems with the amount of food eaten or if the resident has any swallowing problems or 

behavioural issues.  We wipe tables, collect trays, change and wash water jugs in every room. 

Previously, the FSA provided a bottle of water to each room.  

56. We are also required to provide morning and afternoon teas to those residents with more 

complex needs that are incapable of feeding themselves.  This number is becoming a larger. 
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Feeding residents with compromised swallowing is time consuming as only small amounts of 

food and fluid can be given at a time.  

57. Also, we are now required to take laundry skips to the laundry after afternoon shift, so the 

laundry staff do not have to do a round first thing in the morning. The hours of the laundry staff 

have been reduced. 

58. I do a lot of med-comp shifts now. On the med-comp shifts I am required to do all the caring 

duties, such as showers etc just the same as l used to do on the same shifts before I was med-

comp qualified, as well as give out the medications. 

59. As an AIN, I am required to document Aged Care Funding Instrument (ACFI) data (bowels, 

urinary, verbal, and physical behaviours including examples, everything in care plan and/or 

progress notes), as well as bowel and complex pain management charting and behaviour 

charting, restraint charting, mental health monitoring and repositioning charts, food and fluid 

charting, weight charting and suicide watch. Now that documentation is computer based, and 

following the Aged Care Royal Commission, I have observed an increase in documentation, 

going back to when we went on to the ‘Autumn Care’ IT system about 7 years ago.  

60. Since 2012 the pressure on nursing staff, including RNs ENs and AINs at Regis Whitfield has 

increased dramatically.  There seems to be more and more work to do, everything must be 

done perfectly, and the time given is not sufficient for us to do it. The paperwork required to be 

done by nursing staff has also increased dramatically.  

61. I and other nursing staff at Regis Whitfield are frequently unable, before our rostered finish 

time, to complete the documentation that we are required to complete on the shift, so we 

frequently continue working, entirely unpaid, beyond our rostered finish time to complete the 

documentation. 

62. In 2012, RNs put nebulisers on residents and administered ear drops and eye drops to residents. 

Now I and other AINS do all those things.  

63. Responding to diverse residents and their different cultural, emotional, and social needs is 

definitely a part of my job. We have Aboriginal residents, residents who are old diggers, 

residents who can’t speak English. Lots of residents who have English as their second language 

go back to their first language if they have dementia. I need to be aware of different cultures 

and customs and ways of treating family. Regis tries to arrange get-togethers with residents 

with the same backgrounds and same life experiences; for example, some residents are from 

the stolen generation. I have certainly become more culturally aware, for example, I know that I 

must not talk about people who have passed away or other ‘sorry business’ (as it is known) in 
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front of Indigenous people. I have done a lot of in-house training to learn about this, and Regis 

celebrate events such as NAIDOC week. 

64. Cleaning and tiding of rooms are also AIN duties. Beds are frequently soiled, needing to be 

changed. If a resident is incontinent, floors and furnishings all require cleaning and disinfecting. 

Bed linen is changed once a week regardless.  

65. We remove rubbish and refresh towels after dirty towels are put into laundry bags. General 

rubbish goes into black bags.  Ordinary dirty linen goes into white bags.  Linen soiled with 

faeces, urine, blood, or vomit has to be dealt with separately and put in red alginate bags.  

Soiled pads, dressings and PPE is separately dealt with.  This is put into yellow bags and put into 

a special bin for incineration.  If a resident has been on cancer medication such as 

chemotherapy, their bodily fluids become dangerous and we are required to put any soiled 

linen, dressings and clothes into special bags to deal with the cytotoxic risk. .  We are trained to 

deal with this. 

66. Nothing is a simple task, there is always special conditions to be thought of when you are 

looking after such vulnerable people. Feeding, cleaning, medicating, physically and mentally 

assisting residents, documenting all of these care tasks with reduced time and staff causes 

stress for AINs and all nursing staff. 

67. Resident safety, including placing sensor beams, falls matts, and sensor matts, are all AIN 

responsibilities. When buzzers go off, AINs must respond. If I am showering someone or 

toileting or transferring a resident and I cannot leave my current resident, it is very stressful, I 

have to leave my resident hurriedly to attend the buzzer. If there is an incident, the RN has to 

be found and help provided, all the while trying to attend to the cares of other residents 

needing toileting, changing, feeding etc. At times if there are numerous buzzers going off at 

once, the decision as to which resident is seen and who has to wait to have their needs met is 

again stressful. It is terrible to have residents wetting themselves or dirtying themselves 

because I took too long to get to them, it is undignified for the resident and is more work to 

clean up. 

 

Skills and responsibility 

68. When I started working in aged care, some staff were unqualified and just learned on the job. 

Regis now require AINs to have a Certificate III, or be working towards one.  Otherwise Regis 

employ RN or EN nursing students.  
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69. I am required to do an annual refresher course in medication competence. The original course I 

completed ran for 2 days, and then I had to do a week’s worth of shifts with an EN or RN to 

show me how to give out medications and monitor residents and fill out paperwork. I am 

required to do annual refresher courses in manual handling, fire and emergency competencies 

and hand washing assessments. I am also required to do annual ‘owl’ training, which allows me 

to mentor new staff and students who come in. 

70. In my own time I have done three short courses in dementia care. I have found what I have 

learned in these courses very helpful in providing strategies to manage dementia related 

behaviour.  

71. I have learned that dementia affects a person’s perception of noise and colour for example. I 

have made suggestions about serving food on different coloured plates as this can help the 

resident see the food better than on a white plate.  

72. I have learned strategies for managing behaviour, which means I am less likely to get hit by a 

resident or cause them to become agitated. Nevertheless, there are not many days when a 

resident does not become agitated and needs to be calmed down. Agitated behaviour can 

include screaming or hitting out. The strategies I use include staying calm and avoiding 

distracting stimulation, like having the television on or too much noise, speaking calmly and 

distracting them helps, or taking them away from other residents that may be upsetting them.  

73. When I communicate with people with dementia, I speak slowly and clearly. It’s important to do 

only one thing at a time. This means moving through each step in a process one step at a time. 

It means I need to have everything set up, for example to move from showering to dressing. I 

help the resident and talk to them, breaking each step in the process down. This helps them 

understand what we are up to. To get a resident to comply takes skill and time. 

74. The more trained and skilled a person is in the AIN role the better. More skills and training 

make the work more effective and efficient. Regis does not pay for any ongoing external 

training. They have an online training portal, and I can do their online training in my own time.  

75. As a more experienced AIN, I have been trained as a mentor and I get buddied with new AINs to 

show them where all documentation is and how to document everything, usually for 1 or 2 

shifts. I teach new staff how to manage residents. I show them how to do different care tasks. 

76. I report to the RN at the start of the shift, and the RN goes through the list of residents, like a bit 

of a handover, but I don’t get a handover from other staff unless I arrive early for that purpose.  

During a shift I will call or go see the RN to report any issues, and document in the computer 

any incidents etc. It is not always easy to find the RN. I let the RN know when I go for break. At 
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the end of a shift, I will give a verbal report to the RN of what I have done and anything that 

needs to be passed on to the next shift, e.g., last pad changes etc. is written on a sheet. 

77. Regis has required me and other nursing staff to complete training concerning the National 

Code of Conduct for Health Care Workers. 

78. There has been a reduction in registered nurse numbers. The RNs are very busy. The workload 

is horrendous for them. I see RNs staying long after the end of their shifts in order to complete 

paperwork.  They are always busy during shifts with residents, doing paperwork, completing 

observations and enter into information into resident’s files as well as giving out and overseeing 

dangerous drugs.   

79. My level of interaction with GPs has developed over time. Whilst it is mostly RNs who talk to 

GPs, there is one wing that I work on where the GPs come and talk to me about the residents. 

Some GPs seek out AINs for information. AINs can provide up to date, accurate information. For 

example, one resident had a bad rash, and I would shower her and see it over her body, I 

reported it to the RN and when the GP came to visit, I told the GP about it.  Sometimes I also 

have to advocate for the residents because the RNs or Drs, who see the residents but don’t do 

their physical care tasks, won’t know how much pain a resident is in, or I try to get them put 

into the doctors’ book so they can be seen by doctors on their rounds.   

 

Work Conditions 

80. My work involves occupational violence and hazards, particularly with residents with dementia 

and mental health problems. I’ve been bitten by residents and have to report it, but I don’t 

think there is a great deal they can be done about it. There is often violence, particularly in the 

dementia wing. I have had people throw chairs through windows and have had to call the 

police.  

81. Most shifts I would suffer some sort of occupational violence or aggression.  There is one 

resident who I deal with every day who will shout at anyone who provides care to her, try to 

scratch them, pinch and strike out. I have been hit in the face a few times and had my glasses 

knocked off.  Other residents I often deal with display some sort of aggression or violence. 

82. I am involved in providing palliative care to residents.  During this time, doctors may adjust 

medications for residents and I will be responsible to ensure cares are done and to make the 

resident as comfortable as I can.  

83. I get to know residents and their whole family.  I find it very stressful and sad when those 

residents die. I like to think I have made a difference in their life, made life happier and more 

comfortable for them.  It is upsetting to see relatives come and clear out their loved one’s 
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belongings.  Sometimes within two days the room will have been cleaned and a new resident 

will have moved in. I understand that it is necessary to keep rooms occupied for financial 

reasons, but this is hard because a resident might be in a room for six years, then after they die 

there will be a resident in their room straight away.  This can be very sad because it reminds 

you that the resident is gone.    

84. Sometimes we go through patches of 3 or 4 residents dying in a short period.  This can be 

tough.  I attend the funerals of residents I have become close to.  The loss affects me and 

sometimes I have to take time off work to deal with this. 

85. Covid has been difficult for everyone. At stages we have all had to wear PPE, masks etc at all 

times in the facility. There has been a lot more instances of residents being confined to their 

rooms because they have a runny nose. If a resident has covid symptoms, they are put into 

quarantine.  All staff have to put on full PPE to see a resident in quarantine.  This involves 

wearing a gown, gloves, mask and eye shield.  These have to be put on and taken off and 

disposed of in a specific order. This is a lot to go through just to take a resident a cup of tea. It is 

time consuming, necessary for resident and staff health, but all adding to workload.   

86. During lockdowns, no visitors were coming in and out of the facility.  Even when we are not in 

lockdown, residents can’t see family when they want to, especially those whose families are 

interstate, or if they have been to a hotspot or have any symptoms themselves. When this 

happened, I noticed that residents became more emotionally reliant on me and my colleagues.  

Residents expected staff, especially AINs, to become more like their family.  This puts pressure 

on AINs and has impacted on residents’ mental health.   

87. For a while due to Covid restrictions, we had to stay working in the same wing and had 

additional PPE requirements.  Using PPE takes extra time and it’s hot. It also takes longer to 

check in and out of the facility at the start and end of shift. I have had to be careful to be safe, 

both at work and outside of work, so as not to infect residents. I have had to be super cheerful 

and happy to cheer them up; sometimes I spend time with them after I’ve finished work. 

88. When staff are on leave Regis Whitfield, sometimes they are replaced, sometimes they are not.  

Regis generally try to cover absences, and in the last 6-8 months, they have been making sure 

staff are being replaced, whereas before they would more often work short. Also, because of 

Covid, if you have a cold, you can’t come in, and sometimes we just have to work short. Regis 

do not bring in agency staff. Rostering is stretched and they often have difficulty getting 

replacement staff. 

89. Between 1.30 pm and 2.00 pm every day at Regis Whitfield, there are only (2) AIN staff 

members on duty across two (2) high needs wings to provide nursing care to a total of 32 
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residents – one AIN in each wing. This means that one AIN can’t do anything that requires two 

people, such as toileting as resident, without pulling another staff member from another wing. 

 

Additional comments / Perception of Aged Care 

90. I think most people value nurses on the whole, but because of some of the bad publicity that 

aged care has gotten, I sometimes feel that the general public don’t understand the pressures 

that are on aged care nurses. But I’m quite happy to tell people I’m an aged care nurse. 

91. But I think aged care work is undervalued for the amount of care and energy that we put in; 

people don’t see the extra work that AINs put in.  

92. I think the community does expect their oldies to be looked after, and they expect them to get 

the care and nursing hours that they require. I think that’s the reason why people were so 

horrified by the aged care royal commission findings. 

93. I intend to stay working in aged care probably for another 3 or 4 years, I’ll probably retire after 

that. But I’ve seen a lot of girls start out in aged care, get their EN qualification and then go into 

something else like working in hospitals or disability care where they are paid better. 

94. My hopes for working in aged care are that we’ll get more staff, we’ll be better paid, we’ll be 

more valued, and the residents will get the care they deserve, because they deserve better than 

what they’re getting. 

95. For me, I haven’t got a mortgage, I haven’t got small children, I am not reliant on the income I 

receive from working in aged care to pay for those things. But I think a lot of people can’t afford 

to work in aged care. For people trying to buy a house it’s not an attractive option.  Considering 

the skill required, I strongly believe an increase in the wage rates would keep people in aged 

care work or attract them to it.  

96. I see how my skills and training make me better at my job and that I provide sensitive and good 

quality care to the residents in the wings I work in. The more people who are trained, the better 

the care for residents. I believe my training and skills should be recognised in how I am paid.  

97. At $26.00 per hour, I am one of highest paid AIN’s at my work.  I started on $21.00 per hour 

nearly 9 years ago. Considering the added workload and the reduction in staff and the degree of 

added responsibility over time, I believe we are not adequately compensated for the skills we 

are required to have.   

98. I love the residents and feel l am making a difference in their lives. I believe it is not too much to 

ask to be paid more than a checkout chick. 

99. Staff are leaving Regis for higher paid work in the disability sector and public sector aged care 

facilities.  As a result of staff leaving, we lose valuable experience and skills.  In my view, based 

11722



15 
 

on my own experience, if wage rates were higher there would be a better retention of staff at 

Regis.  Residents deserve better and nurses deserve to be appreciated and paid appropriately 

for the skills and hard work that is aged care.    

 

 

Enterprise Agreement 

100. I was a bargaining representative for our last enterprise agreement, which we completed 2-3 

years ago. It was overwhelming and hard work. There were area managers and state managers 

at the meetings. It was easy to feel intimidated. Younger and less experienced staff did not 

want to be part of it. Staff from non-English speaking backgrounds are particularly reluctant to 

speak up.  

101. Bargaining meetings were held out of my normal work hours. I was not paid for the work I 

did.  Wages are not reflective of the skill and handiwork required in aged care. To retain quality 

staff better remuneration is essential. 

102. We got the best outcome we have had as a result of those negotiations.  

103. But this negotiation process was hard and stressful.  In our negotiations, the Nurses Award 

was used by the parties as a basis for conditions.  

 

 

DIANNE MARY POWER  

29 October 2021 
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IN THE FAIR WORK COMMISSION 
Matter No.: AM2020/99, AM2021/63 & AM2021/65 

Re Applications by: Australian Nursing and Midwifery Federation and others 

 

STATEMENT OF EMMALI HANNAH JOHNSON 

 

I, Emmali Hannah Johnson of  Tasmania, say: 

Personal Details  

1. My date of birth is . 

2. I live in Scottsdale, Tasmania, with my partner and daughter.  

3. I rely on my income to pay all our household expenses as I am the sole income earner. We 

rent the house we live in. 

4. I work nine shifts a fortnight on a regular basis. I work extra shifts on a regular basis.  

5. My income barely covers my everyday living expenses.  My current income will not be enough 

for me to retire on.  

6. I take additional measures to ensure that I earn enough money, such as working shift work so 

that I receive shift penalties. 

Work history and qualifications  

7. I am a Registered Nurse (RN), working at May Shaw Health Centre Inc., in Scottsdale.  I work 

mostly on a full-time basis. 

8. I get paid $41.10 and my classification is level 2 year 2. I should have gone up to year 3 this 

year, but that has not happened.  I have asked May Shaw why they are not paying me the 

year 3 rate and have not had a good answer.  I am pursuing this issue. I have not had a new 

contract since my grad year in 2016.  I am employed under an Enterprise Agreement, the May 

Shaw Health Centre Inc. (Nurses Agreement) 2014.  

9. For my whole aged-care career, I have always worked in the same building which has seen 

various companies take over. I began my career as an extended care assistant (ECA) in 2005 

when I was 16 years old. I qualified with certificate II community care, certificate III aged care 
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and certificate III disability care. I was still attending school years 11 & 12 while working. While 

working as an ECA, I held the qualifications for a higher wage, but due to my age, I was paid 

$10 an hour.  When I was 21, my wage increased to $21.59. I stayed in this role for 5 years.  

10. I graduated from University of Tasmania with a Bachelor of Nursing in 2015, and chose to 

remain working in residential aged care as it is a passion of mine. 

11. In 2016, I did the post-graduate “transition to practice” course.  I did this through working at 

May Shaw, though I travelled once a month for twelve months for training.  This course was 

through Aged and Community Services Tasmania.  

12. In 2018, I did preceptor training.  The course was called, “Introduction to Clinical Mentoring, 

Preceptorship, and Coaching,” and was done through the Australian College of Nursing. 

13. I have done several wound care courses, in 2018 and 2019.  I did these through Smith and 

Nephew in Launceston. 

14. I have also done a few pharmacology courses, through Consultant Pharmacy Services, who do 

education sessions on things relevant to aged care.  I have done these from time to time 

starting in around 2016.  

Description of role and work  

15. May Shaw in Scottsdale has 61 beds. Each room has its own en-suite. While on shift, I am 

responsible for all the residents and staff on the floor. Some residents that we look after have 

increased care needs such as palliative care, wandering dementia with behaviours, disability, 

and general full nursing care. Most of our residents have multiple co-morbidities. We do not 

have a GP on site and are also required to provide acute care from time to time.  

16. I work all shifts which are day shift, afternoon shift and night shift.  Staffing levels have 

decreased recently since amalgamating sites. We now have the following staffing:  

(a) Day Shift: x1 RN and x1 EN, x3 ECA 0700 - 1500 hours, x3 ECA 0700 - 1300 hours.  

(b) Afternoon shift: x1 RN, x1 EN, x3 ECA 1430-2200 hours, x1 ECA 1600 - 2100 hours, x1 

ECA 1630 – 2130 hours. The ECA 1630 shift is expected to provide supper for 61 

residents.  

(c) Night shift: x1 RN, x2 ECA.  

17. I am always the sole RN on the floor.  On day shifts, there is a Clinical Nurse Manager (CNM) 

on site as well, who is an RN, but she is not on the floor when I am there. I am in-charge of the 

whole facility. I am responsible for supervising all persons in the workplace on weekends and 
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after hours. During weekdays when management are here, I am still responsible however the 

CNM, HR and admin staff are also present. I report directly to the CNM for any incidents. At 

times especially on a day shift, there is no RN on the floor. There will only be x2 EN's with the 

CNM either on site or on call.  

18. My tasks include: 

(a) medication rounds; 

(b) wound care; 

(c) doctors rounds; 

(d) responding to incidents; 

(e) collecting vital observations; 

(f) documentation; 

(g) care planning; 

(h) assessments; 

(i) ACFI; 

(j) handover; 

(k) incident reporting; 

(l) precepting students, meaning student ENs from TAFE or student RNs from University 

of Tasmania, or student ECAs; 

(m) providing nursing care and at times palliative care to all residents; 

(n) supporting residents’ families and friends; 

(o) supporting ENs and ECAs, including delegation of tasks as required; 

(p) rostering, especially after hours – replacing staff when they call in sick; 

(q) answering the phone and taking messages; 

(r) responding to unwell residents, ensuring they are seen by GP in a timely manner or 

organise transfer to hospital if required; 

(s) liaising with pharmacy to ensure residents have supply of their medications; 

(t) organising residents’ appointments and transport; 

(u) responding to fire alarms and calling 000.  
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19. The breakdown of my work is presently as follows: 

(a) I spend about 60 per cent of my time doing paperwork, which includes incident 

reports, care plans, documenting vital observations, liaising with pharmacies and GPs, 

and other paperwork; 

(b) I spend about 40 per cent of my time on the floor, which includes medication rounds, 

doctor rounds, wound care, responding to incidents, and transferring patients to 

hospital.  Medication rounds are done three times per day.  I do doctor rounds about 

three or four times per week, and also as required after hours if someone is acutely 

unwell. 

(c) There are usually one or two incidents each shift that require my attention separately 

from regular duties.  This includes things like responding to behaviours, or responding 

to falls. 

20. When I started in aged care, about 20 per cent of my time was spent on paperwork and 80 per 

cent of the time was spent on the floor. 

21. I would estimate, based on my observations of ENs in the facility, that they spend about 70 per 

cent of their time on the floor, and 30 per cent doing paperwork.  ENs do medication rounds, 

wound care, vital observations, and personal care.  There are some medications that ENs 

cannot dispense.  All incident reporting must be done by RNs. 

22. ECAs do not dispense medication in the May Shaw Scottsdale facility. 

Staffing 

23. The workload of the RN is huge. Not only are you responsible for 61 residents, you are 

responsible for all the staff and visitors that come onto site. We often find ourselves working 

short staffed which places residents’ safety at risk. 

24. There is now an increased expectation that care staff have a minimum of a Certificate III in 

aged care to work in the industry.  But we have still have staff employed that are working 

towards completion of their Cert III in Aged Care. On occasion when we are short staffed and 

have student nurses or carers, they will fill in the blanks and be expected to work in place of 

the absent staff.  

25. It can often be challenging as the skill mix amongst staff is not adequate. We are often working 

short staffed; some staff have received little or no training in areas such as manual handling, 

first aid, fire training, or how to deal with behaviours. We are seeing more residents with 

complex wounds, polypharmacy, increased pain management needs, catheter care, stoma 
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care, difficulties with eating and drinking, dual incontinence, end stage dementia, increased 

falls and fractures, palliative care, and higher incidence of co-morbidities.  

26. Every shift is short staffed.  On most shifts we have 6 carers between 61 beds, 1 EN and 1 RN.  

The majority of transfers require two people, and the majority of residents are not ambulant.  

There are not enough staff on to attend to residents’ needs. 

27. There are negative consequences of short-staffing for both residents and staff.  For residents, 

this means waiting longer than they should for things like transfers into and out of bed, meals, 

toileting, and repositioning.  Delays in repositioning can mean that wounds take longer to heal 

or that skin is adversely affected.  The negative consequence of short-staffing for the staff is 

mainly that, to avoiding negative consequences for residents, staff are under extreme time 

pressure and stress, work over breaks, or work paid or unpaid overtime.  In my own case, for 

example, I work 90 hours most fortnights (including overtime) 

28. I have raised this with management, but I have been told that we are not getting more staff. 

29. The result of overwork is that staff are often on stress leave.  The job takes a mental, physical, 

and emotional toll. 

Skills and responsibility  

30. An important part of the skills and knowledge that I use when providing resident care comes 

down to knowing my residents. I work hard to build up strong rapport to ensure I can 

understand how best to care for them. Clinical skills and assessments are an important part 

of the work I do, and the working relationships I have with my residents are also an extremely 

important factor to ensure I can best care for them at the highest standard. 

31. Training in the aged care sector provided by my employer has not increased since I obtained 

my certificates, although we are seeing more complex health care needs. Staff should be 

provided with training that reflects what is expected in our work such as dementia care, 

palliative care etc. I am usually left to pay for my own specialised training if I wish to gain more 

knowledge on areas.   

32. In my workplace we use various types of technology to assist with our work. All nurses and 

care staff use mobile phones to communicate. The nursing staff, managers, and admin use 

computers. On the computers nursing staff are expected to record assessments, care plans, 

incident reporting as well as being able to look up things such as vital observations, bowel 

movements, hygiene charts etc. 
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33. We have several types of mobility aids and lifting machines. Some rooms have gantry hoists 

(ceiling) which is a big help when assisting residents from bed to chair. Other rooms do not 

have this luxury and staff are expected to use manual full hoists on carpet which is back 

breaking work—especially when the resident is heavy. When we request from management 

if these residents can move to a room with a gantry hoist it is often refused due to the financial 

side – the gantry rooms cost more.   

34. Our workplace has only recently amalgamated under one roof. Previously when we had the 

two facilities, we had more staff. Since this amalgamation, we have had a reduction in staff 

numbers. This has been extremely stressful on the staff and residents and their families. 

Consequently, all our workloads have increased. Residents are having to wait longer to have 

their care attended to. We are dealing with more behaviours as the staff do not have the time 

to spend with the residents. Some residents must wait for hours to be assisted with their 

meals. Some residents do not even receive assistance because the staff have not had time to 

get to them.  Scheduled toileting is never done on time due to skeleton staffing.   

35. I am often liaising with other health professionals such as GPs, physio etc. The process 

between nurse and GP has become much harder due to the medical practice’s expectations 

of us. It is rare for our residents to have their own GP as the practice relies on locum GPs that 

are only here for a short time. They expect a written handover for every resident on every 

visit. We are constantly chasing scripts and even trying to get a GP to visit, when someone 

becomes acutely unwell, is a nightmare. Nobody wants to come to review our residents, they 

seem to me to be avoiding coming here. It is heartbreaking and certainly increases the 

pressure on the registered nurse. 

36. The nurses in my workplace administer medications. This process has become longer as 

increasingly residents are on more medications yet we have less nurses on the floor. On day 

shift, x1 RN and x1 EN do the medication round. If any incidents occur, the RN is called away 

and then is expected to still complete medication rounds. 

37. Administrative work that is required for my job involves booking appointments and arranging 

transport for residents, answering the phone, taking the phone to residents to speak to their 

family and friends.   
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Changes in nature of work over my career 

38. My work is extremely complex. It is emotionally, physically demanding, overwhelming and 

exhausting. Most shifts are stressful, and it does impact on my own personal health and 

wellbeing.  

Increased acuity 

39. From when I started at May Shaw to about 2015, there was a gradual increase in the acuity of 

residents entering the facility.  Since around 2015, the position has been that nearly every 

resident has been high care, with only a handful (usually longer-term residents) who are not. 

40. When I started as an ECA in 2005, the facility operated basically as a hostel.  There were a 

handful of high-care residents, and the rest low-care.  We did personal care, kitchen work, 

and sometimes assistance with showers, but residents could dress themselves, feed 

themselves, and were ambulant.  They knew what they were doing. 

41. Now, as I say, nearly everyone is high care.  So, residents now tend to need assistance dressing 

themselves, moving around, and transferring into and out of bed and onto and off the toilet.  

As I discuss in more detail below, dementia has become increasingly prevalent. 

42. We are finding that people with lower care needs are being “refused entry” as they will not 

receive enough ACFI funding to warrant their stay. 

43. In terms of my work as an RN, what this means it that more residents need more nursing care, 

more often.  For example, there is more need for wound care, medication, treatment of 

pressure areas, addressing problematic behaviours, transfers to hospital, to name a few. 

44. In terms of medication in particular, there were not nearly as many people on medications 

when I started in aged care as there are now.  Now nearly all residents are poly-pharmacy.  

Some are on twelve or more medications per day.  The administration of medications is 

increasingly time consuming.  A lot more people are on narcotics, which have to be checked 

out of a safe before administration.  This, too, is time consuming. 

45. The use of chemical restraints increased over my time in aged care to a point, but has now 

decreased.  That was once a standard intervention for behaviours.  But now we try 

non-pharmacological interventions, such as toileting, giving food, checking volume and 

lighting, and other environmental things like this.  This takes a lot longer to do and to 

document. 
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Dementia 

46. Back when I started in aged care, probably around 20 per cent of residents had some form of 

cognition impairment or memory loss.  These days, I would say that at least 60 per cent of 

residents do when they enter aged care, and there are others who do not but then rapidly 

develop them.  At least in part this seems to be a result of the aging population and people 

living longer.  Whatever the reasons, we are getting more and more people with cognition 

impairment and memory loss. 

47. This means more difficult behaviours.  And, when there are more residents with mental 

impairment, there is greater chance of those residents conflicting with one another, which 

adds to the complexity of treatment or response. 

48. Responding to behaviours, including physical and verbal abuse, is time consuming. 

49. A lot of our residents are lonely as they do not have family support. They need staff to take 

the time to spend talking to them however sadly staff do not have the time to give. Verbal 

and physical behaviours (such as shouting, verbal and physical abuse) are increasing more 

than ever often due to isolation and lack of stimulation. Residents are often feeling lonely and 

isolated as they have no external support.  

50. It has been very challenging with changes to the aged care standards and moving to “person 

centred care” mostly when dealing with residents with dementia. I understand that residents 

have choice and rights, but it is difficult to decide on the correct action when their choices 

could lead to harm to themselves or others.  For example, refusing to change soiled clothing 

which impacts on their cleanliness and dignity, refusing to have wound care attended to which 

could lead to infections etc.  

Documentation 

51. There is more documentation for RNs to complete than there was when I started as an RN 

and much more than when I started in aged care. 

52. Care plans are more complicated and lengthy than they used to be.  They are consumer 

directed now or “person-centred”, which means that residents have greater choice in how 

they want their care provided.  Before, the care planning was less individualised. 

53. We have just moved to another different software program which is more complex than the 

previous one.  In order to prepare a care plan, we are required to complete a large number of 

assessments relating to the resident's care needs. Some of these assessments include; 

medication management, medical history, personal care, continence and toileting, the social 
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domain, communication needs, and behaviour management. After the assessments are 

complete, we then can commence creating the care plan. 

54. A completed care plan document can be approximately 70 pages long when all the 

assessments are done. Completing the assessments and care plan is a very timely procedure.  

55. Another kind of paperwork is incident reporting.  The  Serious Incident Reporting Scheme 

(SIRS) was implemented in April 2021. Since this was implemented, there are more incidents 

that now have to be reported and this means more paperwork.  I spend much more time on 

incident reporting than when I started as an RN. For example if a resident had a cognitive 

impairment diagnosis, most incidents would not need to be reported but they do now.  

56. For the most part, however, the increase in incident reporting is not new kinds of incidents to 

report, but rather more incidents in existing categories because of the higher acuity of 

residents.  For example, wounds are reportable.  Higher-acuity residents have more wounds, 

more skin tears, etc., and so there is more reporting to be done. 

57. The last category of documentation in which there has been a significant increase is in record-

keeping and charting.  So, for example, these days we keep a record of what residents have 

eaten, whether they have gone out, whether people have come to visit, what care needs you 

have attended to, and anything out of the ordinary.  This level of detail was not required when 

I started work as an RN. 

Interactions with residents’ families 

58. More often than was the case when I started in aged care, I and the other staff cop abuse 

from families.  I think some of them have seen things on TV about neglect.  Neglect is often 

raised with us, despite that it is unwarranted.  Families expect more from staff than we can 

possibly achieve given available time and staffing.  They expect things that are not part of our 

role. 

59. I am also having to contact families a lot more in relation to care for residents.  For example, 

it is now necessary to contact families in relation to all medication changes, and all incidents 

however minor.  Medication change notifications tend to coincide with doctors’ rounds.  I 

would estimate that each shift with doctors’ rounds I end up making two or more phone calls 

to families to notify a change. 
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Miscellaneous matters 

60. Nursing and care staff are also often responsible for additional duties such as cleaning, food 

preparation, assisting with resident meals, meal planning and ordering meals for residents’ 

families.  

61. The diversity in the workplace has certainly changed over the last few years. We have 

welcomed a large cohort of staff from different cultural backgrounds. This has impacted on 

the emotional and psychological needs of residents. Residents become angry and frustrated 

with the language barriers that they now face.  

Work conditions  

62. In my workplace, the model of care is consumer directed. The resident gets a choice of how 

they wish to receive their care, however when we complete assessments, we do them based 

on their assessed need.   

63. At times, staff are faced with extreme work conditions such as dealing with violence from 

residents and even family members, and hazards such as when it rains the lounge room always 

floods inside. It took a long time for our new facility to be secure and we constantly had 

residents absconding. We finally have a keypad on the door and the external doors are locked 

or require a fob to open it.   

64. We are often working short staffed as staff are unable to be replaced. If we have students, 

they will be used to “make up” the staff shortage.  This is not fair on the students who are 

there to learn, and it also means the skill mix is very poor. 

65. I interact with lots of families and friends of our residents. We live in a small community so 

most people know each other. At times these interactions can be time consuming, and some 

families only rely on me to get things done.   

66. Covid-19 has had an impact on how we work and interact with residents and their families. At 

various times in line with the public health guidelines, we have had restrictions to ensure our 

residents are kept safe.  At present, staff and visitors are required to wear masks. This can be 

challenging when trying to communicate with residents who may have hearing difficulties. 

Residents are also required to wear masks when they leave the facility. We also have 

restricted visiting hours. Some family members have voiced their frustrations about this. 

I have seen an increased demand for emotional support towards residents and their families. 

I cannot see this changing anytime soon. 
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Additional comments  

67. I feel valued by residents for the work I do when they are kind towards me and my work 

colleagues, which most of them are. It’s the stories and laughs that we share together that 

keeps me coming back. It is an absolute honour to be in a position where I can make a positive 

difference to the residents’ experience. 

68. I feel privileged to be able to share their life experiences and memories.  I have a real passion 

for aged care. We have such a fantastic community and I enjoy caring for the people that come 

into our care. I feel privileged knowing that I can help make a difference by ensuring people 

are kept comfortable, safe and being well looked after in our facility.  

69. Sadly, I (and I think other staff) do not feel valued by management. It is very rare that anyone 

gets a thank you.  This lowers staff morale. 

70. Work is much more stressful than it used to be.  Previously, we had fewer residents and more 

staff.  Morale was much better.  It was a happier facility. 

71. The Royal Commission highlighted, I think, that there are a lot of issues that need fixing.  At 

least some residents’ families now understand that our workloads are huge and that affects 

the level of care we are able to give.  But also they are frustrated, which I understand, because 

they just want what’s best for their mum or dad. 

72. I do not think that there is a real sense in the community of how difficult our work is. 

73. If the Award rates were raised, I think that would make the sector much more attractive 

financially for RNs.   

74. I, and based on my discussions with other RNs those other RNs too, feel short-changed in 

comparison with public sector RNs.  We look after many more residents than there are aged 

care patients in a public hospital ward, but we tend to get paid less.  Our responsibility is also 

much greater.  We do not have doctors on site.  When people become acutely unwell, we deal 

with it ourselves, at least in the immediate term.  Also, we have very difficult working 

conditions, as I have described above. 

75. I feel that most community expectations and awareness of aged care is mis-understood. Aged 

care gets such a negative wrap from the media on a regular basis. Yes, some awful things do 

and can happen in some facilities, but we are not all the same. Elderly people do deserve the 

very best care. In my facility, all our staff try our very best to ensure residents feel happy and 

safe. To ensure this can properly happen, we need more staff that are trained properly. 
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Residential care providers need to ensure the proper training is provided to manage the 

complex health care needs of our residents.   

76. I intend on working in aged care for many years to come if my health will allow me.  This 

difficult working environment does impact on my personal health and wellbeing, including 

mental health. When you are continually forced to work short staffed, your workload 

increases enormously. The responsibility of looking after so many people is daunting, 

especially when multiple things go wrong at once. Staff deserve to have better working 

conditions and better pay that reflects our massive workloads.   

77. For aged care to be better, we need staff to resident ratios. We cannot be expected to care 

for so many frail people safely when we are constantly working short staffed. Staff need to be 

properly trained to ensure adequate care is provided. I hope that all staff across all sectors get 

an increase in their pay. If there was an increase in minimum rates this would be more 

attractive to the aged care sector. It is difficult to recruit and keep staff due to the poor 

working conditions and pay rates. We need more recognition for the work we do. I hope that 

we can have more time to spend with residents, to spend time talking to them and making 

them feel that they matter.  

Enterprise bargaining 

78. The enterprise agreement that covers my employment is the May Shaw Health Centre Inc. 

(Nurses Agreement) 2014.  Its nominal expiry date was 31 July 2017, but it has not been 

replaced.  The EA only provided for wage increases up to 1 July 2016. 

79. In terms of industrial action in support of a new agreement, I do not think that nurses would 

be prepared to take industrial action that would take people off the floor to a degree that left 

the residents at risk. 

 

EMMALI HANNAH JOHNSON 

29 October 2021 
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IN THE FAIR WORK COMMISSION 

Matter No.: AM2020/99, AM2021/63 & AM2021/65 

Re Applications by: Australian Nursing and Midwifery Federation and others 
   

 

STATEMENT OF HAZEL BUCHER 

 

I, Hazel Bucher of  Tasmania, say: 

1. I am a member of the Australian Nursing and Midwifery Federation.  

 

Personal details 

2. My date of birth is . 

 

3. I live in Kingston Beach, a town near Hobart and work across the North and South of 

Tasmania. 

 

4. I live with my husband, and we rely on my income to contribute to our daily expenses and 

save for life when I finish full time work. 

 

Work history and qualifications 

 

5. I am qualified as a Nurse Practitioner (NP). I am employed full time in my current role as 

General Manager Clinical Services Nurse Practitioner by Southern Cross Care Tasmania Inc. 

My hourly rate of pay is slightly higher than the rate paid to a Nurse Practitioner employed by 

the Tasmanian Government.   

 

6. I commenced working for Southern Cross Care in November 2020. Southern Cross Care is an 

aged care provider operating nine Residential Aged Care Facilities (RACFs) throughout 

Tasmania. It is the biggest provider of residential aged care in Tasmania.  
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7. I also have two of part time/casual jobs. I am employed by the University of Tasmania as a 

Casual Tutor in the role of Unit Coordinator for  Mental Health Wellbeing and Dementia Care 

Post Graduate Unit in Tasmania University’s nursing programme. In this role I offer support, 

advice and grade papers for the post graduate student nurses from Tasmania and the 

University’s NSW campus.  My second part time work is in a private memory clinic I run. In 

this role I receive self-referrals and referrals from GP practices in Hobart to assess and advise 

the patients referred on their cognitive status and on approaches to care. 

 

8. My work in the aged care sector in Tasmania spans about 40 years. In the 1980s after 

graduation I was employed at the Medea Park Nursing Home in St Helens and the small 

nursing home in St Mary’s for about year. In the 1990s I was employed at Bishop Davies Court 

another nursing home for about two years.  

 

9. In 2006 I began employment at the Royal Hobart Hospital (RHH) in its Aged Care Service 

(ACS). The Service predominately provided in-reach services to the RHH aged patient cohort. 

The service developed with the establishment of the RHH Older Persons Unit  and provided 

outreach services to RACFs. During this period I undertook study to become a NP in Aged 

Care.  

 

10.  Upon qualifying as a NP Aged Care in June 2010 I was employed by the Tasmanian Mental 

Health Service in its Older Persons Mental Health Service (OPMHS)/Dementia Behaviour and 

Management Advisory Service (DBMAS), providing an out-reach consultation service to 

RACF’s as a Nurse Practitioner Aged Care/Mental Health. OPMHS and DBMAS integrated in 

2008, I was in this role in the period 2010 - 2017. During this time, I completed a graduate 

nursing  diploma – mental health. The OPMHS team received referrals from GP’s managing 

older people in RACFs and the community who were developing dementia or mental health 

issues, behavioural issues, delirium and the end stage of life for some residents. In that role I 

worked closely with staff, GP’s and specialist and residents at RACFs in assisting and advising 

on their management and care. 

 

11. In 2017 the DBMAS service then became Dementia Support Australia (DSA)conducted by 

Hammond Care in 2018 and I was employed by them for 6 months  as a Dementia Consultant. 

However the NP role was not developed in that setting.  
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12.  From 2017 to 2020 I undertook independent NP work with a GP. As part of this GP’s RACF 

specific work I worked in a shared care model, managing infections, geriatric syndromes, 

palliative care, behavioural challenges, depression and anxiety. I left this work after 3 years to 

join the Community Rapid Response Service for 6 months until I started working with 

Southern Cross Care. 

 

13. In addition to basic qualifications for registration I  hold the following qualifications:  

• Master of Nursing Science ( Nurse Practitioner);  

• Graduate  Diploma  Nursing Aged Care & Graduate Diploma Mental Health;  

• Graduate Certificate (Geriatric Rehabilitation). 

 

14. My qualifications for registration as a Nurse Practitioner in Aged Care/Mental Health require 

two graduate diplomas’ (Aged Care & Mental Health) in addition to the Master’s degree – 

Nurse Practitioner. A NP has Medicare billing and PBS rebatable rights subject to a verbal or 

written collaboration with a medical practitioner. My authorisation enabled me to order 

pathology, prescribe and treat conditions within my scope of practice independently without 

a collaborative agreement in place, however, my patients or employer pay privately.  

 

15. My curriculum vitae and current position description are Annexures HB 1 and HB 2. The 

Tasmanian Department of Health publishes Guidelines for Nurse Practitioner Authorisation to 

Prescribe Scheduled Substances (see ANMF 106). 

 
16. As a result of my employment and roles since 2010 I have visited in a professional capacity 

almost every RACF in Tasmania. In the course of that work I have observed the residents and 

staff and worked closely with many of the facilities. While working with the GP in 2017 to 

2020 I worked at six facilities in Southern Tasmania whilst OPMHS, DBMAS and DSA were 

state wide services involving outreach to RACFs. 

 

Description of my current role and work 

17. I work across each of Southern Cross Care Tasmania’s (SCC Tas) nine RACFs in Tasmania 

which have a total of 728 beds and three  Memory Support Units (known elsewhere as 

dementia units)  located  in Rivulet, Fairway Rise and Glenara Lakes. The RACFs are named  
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Rivulet, South Hobart:  

Rosary Gardens, New Town:  

Fairway Rise Aged Care Home, Lindisfarne:  

Guilford Young Grove, Sandy Bay  

Sandown Apartments, Sandy Bay 

Glenara Lakes, Youngtown 

Mt Esk, St Leonards 

Ainslie Low Head, Low Head 

Yaraandoo, Somerset 

 

18. I also provide clinical support to SCC Tas regarding home care packages by attending monthly 

meetings. As the home care packages expand to include more clinical duties, I will provide 

further support as required.  

 

19. A key objective of my role with SCC Tas is to contribute to and further develop my own and 

their nurses’ palliative expertise.  I generally spent one day a week at each of SCC Tas’s RACFs 

to embed the use of the Palliative Care Outcome Collaborative tools, improve our palliative 

care outcomes and generally provide clinical advice.  I have commenced a research project 

with University of Tasmania to research current gaps in palliative care knowledge and 

confidence of SCC Tas nursing and care staff. I am also mentoring a NP student for the next 2 

years who is specialising in Palliative Care/Aged Care.  

 

20. When I visit a RACF my work entails responding to RN/EN queries in relation to issues such 

as: 

a. updating medication charts as appropriate 

b. management of venous leg ulcers 

c. behavioural management 

d. infection control  

e. referral processes. 

 

21. For example a RN may have concerns about a resident with a wound and the way it is 

tracking. I will review the resident’s overall health status in collaboration with the RN looking 

at such matters as diet, oxygen levels, and options for dressings. In the event of an infection I 

will advise in relation to contacting the GP and advice to the resident’s family. If I have a 
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collaborative agreement in place I will manage the infection informing the GP, providing 

timely health outcomes for the resident. The role is to act as a resource for the resident’s 

clinical needs as well as a mentor and resource for the RNs involved in the care. Medication 

charts sometimes require updating in circumstances where GPs have prescribed but not 

attended or accessed the relevant digital system. Under a shared care model the GP will 

authorise me as NP to update the medication chart on their behalf. This ensures timely 

access by the resident to the changed medication regime, rather than delay pending the GPs 

attendance. 

 

22. For the last 2 months I have been appointed by SCC Tas as an advisor to one of our RACF’s – 

Rivulet, which has a Notice to Agree from the Aged Care Quality and Safety Commission 

(ACQSC). Such a notice obliges a RACF to agree to take steps to address a failure to meet 

standards. This arose due to some unmet Quality and Safety Standards following a visit in 

January this year 6 weeks after SCC assumed responsibility for the RACF and then again when 

revisited in August. These standards were unmet in January as SCC Tas were initiating the 

move from paper based notes to a new digital platform only 6 weeks into the transition. 

Additionally in August Rivulet had just employed 3 – 4 graduate RN’s with little clinical 

confidence. 

 

23. Matters of special emphasis in my role are ensuring communication is clear and consistent 

when introducing new programs such as Palliative Care Outcomes Collaborative (PCOC) and 

that clinical care is of a good standard. Many younger RN’s from Non-English speaking 

backgrounds require further education both theory and practice for the aged care setting. I 

have been developing a SCC Graduation Program with the Clinical Nurse Educator (CNE) and 

Pharmacists which will support the new Graduates and provide them with clinical experience 

whilst supporting their transition into practice. The program is a 6-month program which 

includes elements addressing wound care, pain management, skin care, deliriums and 

governance. The plan is these RN’s then provide the teaching to the next intake of new 

nurses with the support of myself and the CNE and they then commenced the next block with 

different topics. By teaching what they have just learnt and in which they have become 

competent, they become leaders for the next intake of RN’s and the ‘referring out to 

specialists’ approach is a reduced as they see expertise is evident within the organisation. 
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24. As General Manager of Clinical Services – Nurse Practitioner I have oversight across 9 RACF’s 

and home packages supporting Clinical Care Co-ordinators (CCC) and RN’s across these sites. I 

generally hold monthly Clinical Committee meetings which the Facility Managers and Clinical 

Care Co-ordinators attend. With a current shortage of experience RN’s the focus is 

maintained on the education and support of these new nurses. The meeting minutes are then 

reviewed by the governance committee of SCC. 

 

25. The Clinical Nurse Educator’ role is a new role developed by SCC this year in response to the 

trend for Graduate nurses employment, with associated need to develop clinical confidence 

and expertise. The CNE who  has 10 years clinical experience in aged care and acute care, 

with a specialty in palliative care currently works 4 days a week and will then become a state 

wide role in March 2022.  

 

26. The Clinical Care Co-ordinators role is to support the Facility Manager (usually an experienced 

RN) with staffing allocations and support, whilst primarily providing clinical support to the RN 

and EN working on the floor. The CCC’s are generally new nurses with only a couple of years 

of experience but who have settled into a career in Aged Care. To date the nurses in the CCC 

roles have no post graduate specialist qualifications and often only a few years experience. 

There is a trend for non-clinical Facility Managers developing, which places the CCC role as 

more clinically important. 

 

27. My role generally supports the development of resident care plans and programs, I am not 

directly involved in the creation of these plans. In my experience it is more beneficial for the 

RN’s on the floor to develop and review the residents care plan so they learn about the care 

needs of the resident, liaising directly with the families. Additionally, providing supervision to 

the EN’s and carers becomes more fluid and the care more meaningful. I work with the CNE 

to develop assessment forms such as the wound care assessment and to mentor clinical 

reasoning, clinical decision making and clinical leadership.  

 
28. The skills I use in my work day to day are predominantly highly developed communication 

skills, assessment skills, critical reasoning and mentoring skills. I provide informal education 

most of the time by encouraging clinical reasoning and critical thinking whilst mentoring. 
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29. In my role I consistently engage with other health professionals via emails, telephone calls 

and meetings face to face.   

 

30. In residential aged care, residents enter RACF’s for the nursing care and oversight provided 

for their chronic illnesses and often due to carer fatigue. It is a huge and difficult step, 

generally not taken by choice, but driven by illness. There is an adjustment period for the 

residents and their families. Kindness from staff is key and skilled clinical leadership 

important. I enjoy working with elderly people, learning about their lives and understanding 

what makes them who they are, hearing their stories and by listening informing them that 

their lives mattered and their contribution to this world valued. I have a strengths-based 

approach to the care and advice I provide, and acknowledge that although frail, the residents 

I work with are generally resilient. With the chronic/terminal disease of dementia being an 

increasing cause of RACF placement, there are different challenges but nevertheless I see the 

strength and good nature of the resident’s shine through as they face the difficulties of their 

declining cognition. I feel working with people as they enter the palliative stages of life a 

humbling experience and knowing a resident is comfortable and their families well supported 

at this vulnerable time is important to me.  

 

The work of RNs, ENs and Carers in aged care  

31. The nature of work within RACFs  has become more stressful over the approximately ten 

years in which I have been engaged in the sector. There are many competing priorities – 

creating a home like environment but providing clinical grade service is challenging. 

Navigating the fine line between allowing the resident to steer the course of their day versus 

what is clinically better resulting in a healthier outcomes and improved quality of life is 

challenging. When the motivation to get up and have a shower is lost, and seeing the need 

for one less evident as dementia progresses, staying as engaged as possible to maintain 

strength and communication skills requires gentle persistence and energy from nursing and 

care staff. Supervising the staff and understanding the resident has become more important 

whilst attending to clinical tasks takes time with increased documentation to evidence the 

care being provided.  

 

32. The current public scrutiny on the sector although very needed, results in further external 

pressures and attracting experienced nurses to the sector more difficult, particularly as the 
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nursing work has historically been viewed as less important than nursing in acute care. Aged 

care work is often the second choice for graduate nurses if they are unable to gain a graduate 

position in a acute hospital, and is also evidenced by the lower pay rate for nurses in this 

sector. Aged care bodies such as Aged & Community Services Australia (ACSA) provide a 

transition to practice program to support graduate nurses working in Aged Care, however, 

attendance to the sessions are generally low due to clinical shortages on the day and resident 

needs take priority over learning. This trend contributes to a task orientated focus of care in 

Aged Care of ‘Doing the right thing’ versus developing clinical reasoning skills which result in 

‘doing things right’ as does the public media surrounding RACF care. See Sturmberg J, (2019) 

‘False accountability’ – The harmful consequences of bureaucratic rigour for aged care 

residents (ANMF 107).  

 

33.  Supporting very new and clinically inexperienced RN’s to develop and become empowered 

and productive isn’t easy particularly with language barriers and cultural differences of 

overseas staff. This responsibility falls on a daily basis to more senior RNs. 

 

34. Due to the historic over prescribing of antipsychotic medications, the onus of responsibility 

imposed by the Aged Care Quality and Safety Commission (ACQSC) for the management of 

this prescribing now rests more and more on the RACF staff not the prescriber. Insufficient 

acknowledgement is given to the clinical confidence required to manage external GP’s 

directions in respect of medications. For instance, a GP may commence an antipsychotic 

medication and when the review of this medication is required, the RACF RN’s are often 

faxing and calling multiple times for the GP to attend to complete the task.  

 

35.  When transferring residents between RACFs and hospitals there is often a lack of clear 

communication from Hospitals, for example,  discharge summaries often only go to the 

treating GP not the RACF staff and copies of pathology results to RACF are also often 

provided in an ad hoc manner. The effect of this is disempowering for the RN on the floor, 

which means they are often working clinically blind for a couple of days before the GP 

provides a copy of the discharge summary. 

 

36.  The unannounced visits from the ACQSC to assess our adherence to the Aged Care Standards 

are important albeit stressful for  staff especially junior staff. Due to the transient nature of 
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the work force, it is rare to have staff on the floor who have previous experience with the 

ACQSC visits. 

 

37. Often in my experience new graduate nurses move after a few months working in Aged Care 

to the Acute sector or see Aged Care as a second job with a likely contract in acute care their 

preferred focus.  

 

38. The care plans that are required to be written are lengthy, and whilst evidencing resident 

choice they are  also directed to ACFI requirements. Resident care plans provide evidence to 

the ACQSC that we know our residents well however, day to day care staff rely on verbal 

reports and knowing the resident  and needs are communicated through mentoring for new 

staff . Thus generally, care staff rely on verbal instructions and asking questions/mentoring. 

The care plans are important in documenting care needs both for care provision for new staff 

and to ensure an understanding of the care needs of the resident.  

 

39. The needs of the residents have increased in complexity since 2010. The prevalence of 

depression and dementia in RACF living is high, requires energy and insight from nursing staff 

to draw the resident into attending activities which once engaged, they will likely enjoy whilst 

also monitoring for increased risks of falls and choking episodes. Official data supports my 

own observation of these changes. See: 

a. Australian Institute of Health and Welfare, (2021) Dementia in Australia 2021 

Summary Report (ANMF 108) at page 13. 

b. Australian Institute of Health and Welfare, (2018) Older Australia at a Glance (ANMF 

94). 

c. Gibson D, (2020) Who uses residential aged care now, how has it changed and what 

does it mean for the future? (ANMF 109). 

d. Reierson F, (2021) Trends in Medication Use 2016-2021 (ANMF 110). 

 

40. In the SCC Tas RACFs we have a mix of Australian, English and Culturally and Linguistically 

Diverse (CALD) residents mostly from European backgrounds, having moved to Australia after 

the Second World War – Hungarian, Greek; there are a few Asian residents who are younger 

with health issues. Equally there are substantial numbers of staff for whom English is a 

second language. Communication difficulties between residents and staff are not 

infrequently a source of frustration for both. 
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41. Family members with pre-existing mental health illnesses such as anxiety can be challenging 

to manage for the RNs as at times phone calls can be abusive and difficult to end. Over time 

interactions with families has become more frequent, with expectations and a need to 

provide feed back to and consultation with families increasing. 

 

42.  There are a range of challenging areas of care provision in aged care and many of these areas  

have involved changes over the last ten  years including :  

a. wound care complexity with  increased documentation required for each wound;  

b. medication administration becoming more challenging with multiple medications 

(polypharmacy) to manage co-morbidities and  prn medications; 

c. pain management and particularly the delivery of timely prn pain relief, monitoring 

for increased risks of falls; 

d. antimicrobial stewardship, infection control and prevention needing a  high level of 

vigilance and supervision; 

e. ensuring appropriate food, nutrition, and hydration  attending to referrals to 

dieticians, prescribing high protein diets and supplemental drinks; 

f. continence care: diagnosing and managing incontinence, managing constipation and 

loose bowels; 

g. dementia care: assisting with development of behavioural plans, diagnosing 

depression, delirium and management of same – non-pharmacological and 

pharmacological treatments; 

h. mobility and falls risk  prevention and  assessments post fall, history taking and  risk 

reduction; 

i. social supports: providing support to families, often complex with guilt issues or high 

expectations of what is possible; 

j. quality of life:  partnering with residents to elicit what is important to them for their 

quality of life; 

k. end of life / palliative care: is a specialty and I am establishing ‘palliative care needs 

rounds’, which will provide education for palliative care support, build collaborative 

relationships  with Palliative Care specialists and their teams, completing thorough 

pain assessments mentoring new graduate nurse into this specialist care. 

and 
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l. dealing with increased co-morbidity and higher levels of acuity, substantially due to 

the ageing population and people staying at home understandably as long as 

possible, often and the decision to move into aged care a result of a presentation to 

hospital. 

 

43. The work of aged care RNs, ENs and nursing Assistants/PCWs has in my experience been 

profoundly influenced by changes in the following areas since I resumed work in the sector in 

2010: 

 

a. Changes in the staffing levels and staffing profile or skills mix. There are fewer RNs 

and ENs and an increased proportion of carers. Further there has been a reduction 

in the hours of care staff available; 

b. There has been an increase in the complexity and acuity of residents at the time of 

admission and ongoing. This has been reflected in such matters as levels of frailty, 

co-morbidities, poly-pharmacology, falls risks and the number and severity of 

cognitive and dementia related conditions; 

c. The regulation of the sector ranging from the abolition of the “Low care/high care” 

distinction, the introduction of ageing in place, the application of Care Standards 

and the introduction of the Aged Care Quality Standards, regulation in respect of 

restraint, increased documentation and reporting and the demands of the Aged 

Care Funding Instrument; 

d. The expectations of residents, families and the community generally have changed 

such as to require, rightly, greater levels of accountability and reporting and 

communication about the delivery of care; and 

e. Increasing need for good palliative care provision. 

There are many other changes, but these areas summarise the major influences on 

change I have observed. 

 

44. These influences have had a direct impact on the work of RNs, ENs and carers in the RACFs. 

This has been evident in such matters as: 

a. The devolution of responsibilities and tasks from senior and experienced RNs to less 

 experienced (and fewer) RNs, an increased role for ENs, especially in the area of  

 medication, and a substantial change in the role of carers in delivering direct care; 
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b. An increase in the intensity and complexity of the work performed. Each item in the 

 list of care work required in paragraph 37 above has been changed as a result of the 

 changes imposing greater demands on staff in their daily work. Further, there is a 

 sense of rushed care with the potential for missed care; and 

c. The difficulty of the physical settings in which care is provided. A home like 

environment and older facilities present difficulty and dangers in delivering care to 

frail, obese or cognitively impaired residents. 

 

45. My ideal RACF would consist of all carers who have completed additional qualifications in 

dementia care and all senior nurses would hold post graduate qualifications in aged care. The 

two areas in which I consider RACFs should do better are in dementia and palliative care. I 

have observed high levels of burn out of inexperienced staff in a complex clinical field, with 

associated high turnover of staff where the attraction to the acute sector and better wages 

draws nurses away. My ideal is a long way from being realised. 

 

46. New graduate RN’s from Australia and other countries need time to develop and build their 

clinical experience, and confidence, in order work to the full scope of practice in the practice 

setting. The transition to practice programs currently offered and paid for by employers are 

often poorly attended due to the demands of providing nursing hours on shift.  

 

47. Interaction with other health providers within the RACF is robust where the team work 

regularly with the provided, for examples, collaborating with the team of physiotherapists is 

regular and productive. Interaction with external providers such as dieticians, speech 

pathologists and GP’s can be problematic when their visits are  ad hoc, notes  can be buried 

in the electronic system and if they are not proactive, communication with nursing staff can 

be unsatisfactory.  

 

48. Palliative care takes time, experience and skill. It requires calm unhurried discussions with 

families and the residents to work through expectations, fears and desires, so death can be 

peaceful and grief uncomplicated. Both formal learnt and informal skills and experience are 

required. In my experience there is a significant increase in palliative care provided in RACFs 

compared to ten years ago, when more frequent transfer to hospital occurred for palliative 

care and pain relief. 
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49. This year, beginning in the memory support unit at Rivulet, SCC Tas has begun to train our 

care and nursing staff in the Montessori model of care. The memory support unit is a closed 

unit for residents with dementia or dementia related disease. This model of dementia care is 

primarily about providing purposeful tasks for residents living with dementia, targeted at 

their level of engagement and cognitive ability, improving their sense of self, quality of life 

and thereby reducing boredom and likely aggressive incidents. The Montessori program was 

first developed for people living with dementia by Dr Cameron Camp 20 – 30 years ago. 

 
50. Covid 19 has increased the isolation of residents and the wearing of masks challenging for 

residents with dementia (and staff) who rely heavily on facial expressions for communication.  

 

Additional comments 

51. I do not feel my NP role or experience is as yet valued very well by health professions who 

generally don’t understand it. What I bring to the sector is focussed experience and expertise 

plus a desire to provide timely interventions and improve the quality of life of older 

Australians and thus their families. 

 

52. I feel there is a lot of social rhetoric about the value of older people, but when it comes to 

spending money to better their world, there is less commitment from the Federal 

Government. The need for improvement to aged care was identified after the Royal 

Commission and the many commissions prior to that, however, the response is delayed. 

 

53. I aim to work for around 2 more years in aged care before I leave full time work. I will likely 

continue with my part time memory clinic and supporting new students with their post 

graduate studies for a couple of years more. 

 

54. I hope to see the sector better funded and supported, with Nurses and Nurse Practitioners 

empowered to be less dependent on external medical services. 

 

55. An increase in the minimum wage would hopefully encourage carers and nurses to prioritise 

their work, we would have better retention and therefore provide improved care. 

 
 

HAZEL BUCHER 
29 October 2021 

11748



11749



11750



11751



11752



11753



11754



11755



11756



11757



Lodged by: 
The ANMF 

Telephone: 03 9603 3035 

Address for Service: Fax: 03 9603 3050 
Level 22, 181 William St  
Melbourne VIC 3000 

Email: nwhite@gordonlegal.com.au  

 
 

IN THE FAIR WORK COMMISSION 

Matter No.: AM2020/99, AM2021/63 & AM2021/65 

Re Applications by: Australian Nursing and Midwifery Federation and others 

 

 STATEMENT OF IRENE McINERNEY 

 

I, Irene McInerney of  Tasmania say: 

1. I am a member of the Australian Nursing and Midwifery Federation. 

  

Personal Details 

2.  My date of birth is . 

3. I live alone and have a high weekly rental of $470. Hobart’s cost of living is high and the 

demand for housing is much higher and rents are not cheap. I totally rely on my sole income 

and cannot afford the risk of leaving Tasmania during the current COVID climate .I cannot 

risk becoming stranded nor can afford two or more weeks of self-isolating. I need to be able 

to meet my rent and regular fixed requirements.   

4.  I work at least eight shifts a fortnight across the board, that is nights, days and afternoons. I 

often pick up extras hours to help make ends meet.  

5. My income in Aged Care is less than it would be in the acute public sector.  10 years ago I 

tried working back in  the acute sector, having been encouraged by a partner at that time.  

However, I gravitated toward caring for the aged people in hospital who were needing a lot 

of care. I came to realise that despite the trial back in acute care, my skills and passion lay 

only in aged care nursing.    

6. I make my income stretch to cover my living expenses as I am on my own, but I can only do 

so because of shift penalty rates.   However, penalty rates in my new role are less than my 

employer from a year ago but I needed to leave ll      that employment; it was a high risk 

working environment. By that, I mean I was concerned that under what I felt was   an 

unpopular manager, that it was a matter of time I would feel discouraged about aged care 

altogether. I needed to leave and have a fresh start elsewhere.  
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7. I am on a lower wage than nurses in other sectors and as a result employer super 

contributions are also less. At 58 years of age, I will definitely need to work beyond a 

retirement age of 65.    I do not have enough Super and retirement savings to leave nursing 

for quite some years yet.    

8. I now hold one  nursing role. I work for one employer doing a range of weekday hours 

and  night shifts to ensure I earn enough income to make ends meet.  

  

Work history and qualifications 

  

9. I started my first nursing qualification as an Enrolled Nurse (EN) in 1981.  Since that time the 

majority of my roles have been in the aged care space as an EN and later a registered nurse 

(RN). I raised a family of two and worked part time when my children were small. I now   have 

several decades of experience in Aged Care.  

10. I obtained my qualification as a registered nurse in 1996 and then I continued with the 120 

extra credits required to ensure a Bachelor of Nursing. I achieved my  Degree  while  solo 

parenting.  I have also achieved a Cert IV course in Workplace Management and Safety.  It 

is during the latter in particular that I gained valuable leadership skills which I use on      the 

working floor to this day.   

11. I regularly participate in mandatory training and professional development (which is 

required to maintain my registration as a nurse).   As an example, and on a day off, I 

recently participated in a day long course to keep current with changes in aged care.   My 

employer does not provide me with professional development opportunities in paid time.   

12. My previous role in Tasmania was 7 years with Southern Cross Care (SCC) I worked across 

two different SCC facilities. 

13. I originally came to Tasmania from Queensland 8 years ago.  At       first I considered SCC as 

very well resourced with nurses compared to my experience in Queensland. However, the 

residents in the Tasmanian facility were older, more frail and required higher levels of 

care. But over the 7 years with SCC, the staffing had eroded at SCC from a nurse on each of 

five wings to only two for the whole building. Yet care needs have increased and continue to 

increase. It is now exhausting work. 

14. Prior to working in Tasmania I worked for 13 years in Queensland. I worked for 8 years with 

Blue Care at their aged care facility in Caloundra on the Sunshine Coast. I also worked, a 

year as an agency nurse in aged care and then four years at the Tantula Rise aged care 

facility at Alexandra Headland, the Sunshine Coast. 
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Description of role and work  

 

15. I work in Tasmania’s only Salvation Army aged care facility, "Barrington Lodge Aged Care 

Centre”, here in Hobart. I am RN Supervisor for at least half of my shifts i.e. RNIC (RN In 

Charge), with little extra dollars for this senior role, receiving $30.60 for the whole shift 

when the role is RN in charge.  Barrington Lodge is a 77 bed home, and if the shift if fully 

staffed, there two other nurses (often Enrolled Nurses (ENs)), on duty during the day and 

afternoon shifts.    I am the only nurse at night and work with three carers.   

16. I work permanent part-time and have worked at Barrington Lodge for one year. I am paid 

an hourly base rate of $40.74 Barrington Lodge has an Enterprise Agreement in place only 

for nurses, not care staff yet.  

17.  Barrington Lodge has some clients with other needs who happen to be aged. For example, 

there are several residents on high alcohol intake, there is a NDIS client with challenging 

behavior, and there are several with mental health illnesses like schizophrenia.   Many 

others live with a mixture of these issues and have dementia type processes. The mental 

health space of many residents can be rather challenging.  It is a secure facility, yet 

residents at times use emergency buttons and abscond. We provide palliative care and 

have residents aged from 53 to 102 years of age. The residents have multiple and complex 

health issues including mental health concerns.   

18. The layout of the facility with its several wings and some built on, require fit and able staff. 

I am responsible for the whole facility when I am on afternoons and nights, and for half the 

building in my morning shifts.   I go home totally exhausted after most shifts. 

19. I once also worked in the community sector in aged care to learn how the packages 

worked for aging in their own homes. It was a good experience.   However, I wasn’t paid 

as a registered nurse so that role could not sustain me. 

20. I work across all shifts on a four week roster rotation; no two weeks are alike.   True shift 

work.  I am at least adaptable but I often feel I am not rewarded for the hard effort.    

21. Barrington Lodge prefers to restrict permanent accommodation to residents with the most 

complex needs. The Aged Care Funding Instrument (ACFI) is the tool used as the basis for 

Government funding of residents by reference to their needs. Where the needs are not 

high care  nursing homes earn less government funding. The staffing at both SCC and more 

recently at Barrington Lodge has not increased to keep up with higher care demands on the 

registered nurse.    
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22. Only one RN is rostered for the first hour of a morning shift. Nurses receive handover,  do 

several Schedule 8 medication administrations which needs two people by law.  It takes 

minimum of two hours to do the 0800 medication round which includes eye drops, 

inhalers, and creams .   I do drug administration for 35 residents as well as answering the 

phone, organizing the replacement of sick workers, wound management, vital 

observations, responding to doctors and other allied health requirements, along with all 

the documentation expected each and every shift.    

23. If there are any incidents with residents such as falls, appointments, pathology 

requirements or acute ill health, then I have to prioritise workload.   I have to decide on 

care needs and alone decide whether it is necessary to call family, doctor or an ambulance.    

We triage care needs, and at times I feel like I am working in a mini hospital but without 

the resources and support available in other settings. Other settings have doctors and 

other support people on site at all times.    

24. The requirement for  monitoring the whereabouts of wandering residents with cognitive 

problems can take a half to one hour. Diversions are needed and we do not have sufficient 

staff resources to consistently prevent absconding situations. 

25. To reiterate aged care residents nowadays have more than one illness or infirmity. While it 

may be their ‘’home’’ in residential aged care, there are residents entering the facilities 

already in the palliative care space.  Recently a lady died who only entered the facility five 

days prior; she was palliative on admission. Residents have complex high care needs. In 

aged care facilities there are no longer any “hostel” type residents with modest care needs. 

There are higher numbers of residents with cognitive decline than there was 10 or 15 years 

ago.  

26. We do not have doctors’ onsite nor all too often no other Registered nurses to summon. I 

find the workload stressful, and am using the work iPad during some lunch breaks to catch 

up with documentation so  I do not have to go home too late.  I often find it difficult to get a 

drink or even a toilet break. It is like I have to have all the answers.   

27. ‘Agency’ nurses who do not know the residents are employed to cover staff shortages. This 

adds to my workload and stress levels. The use of agency staff means there is a lack in 

continuity of care, communication break down and tasks are sometimes incomplete. Regular 

staff need to follow up with doctors’ matters or an appointment for a resident. The RN 

workload is heavier during the day as we have medication rounds x2 to complete, a lot of 

wound dressings and observations. If there is an acutely ill resident or a fall the workload is 

more strained.    One must follow facility policy with all incidents and  we are questioned if 
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we deviate. You have to manage workloads and prioritise what is more important alone. It is 

difficult, and at times not possible to complete the workload in a timely fashion.   I do not 

like keeping residents waiting, for example for pain relief, but in aged care it is a symptom of 

inadequate staffing.   I have to wait on others to be available to sign out medications and it 

frustrates me; the lack of staff further contributes to delays. 

28. I chose to work in this industry (aged care), as it is the most rewarding nursing role I know. It 

is not rewarding monetarily but I certainly know I make a difference each and every shift I 

work. There is the feedback from appreciative co-workers and residents who so often 

acknowledge the difficulty having time for everything, especially with short staffing. The 

latter frustrates me          as it is then the residents missing out on my time they need.     

29. I really enjoy engaging with our older people and improving their day. They are in their 

vulnerable later years and deserve to be truly cared for well.  I take music to the facility and I 

see smiles on the faces of dementia clients and I attempt to cheer up the hallways with well-

chosen music.   Weekend shifts, when management and administration are not on duty, can 

sometimes be more relaxing.   I will endeavor to have lunch and sit and engage with 

residents and put on my record player. There are not enough diversional activities and if I 

can do my little bit, I certainly take an opportunity. I enjoy working with other like-minded 

workers who care for the aged. I feel a friendly professional respectful approach to our work 

is paramount.  

30. I enjoy the palliative caring aspect in aged care. On my watch I endeavor to ensure a dying 

person and their family will want for nothing and have all comfort needs met.   I feel it is vital 

to provide high quality professional palliative care, it should  be done well and with total 

dignity and respect. I have been involved in many ‘good deaths’ in my decades of aged care 

nursing.   

 

31. Nature of work 

32. Resident’s care needs are changing all the time; the residents are more sick and they need 

more time and lots of support. There are more calls to doctors yet RNs are way fewer.  

 Nowadays there is not even half the number of RNs rostered compared to ten years ago.    

33. Even residents are now heard to be saying, “It is not like it used to be”. On elaborating 

they say the staffing is down, and that they feel hurried and cannot understand the 

language of the ‘international workers’. The latter possibly make up two thirds of the 

workforce with English as a second language to many workers 
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34. There are 77 residents that need to get out of bed,  showered or washed, toilet assisted, 

with many people now need full assistance to be fed, to be hoisted to toilets, to be kept 

safe and in cases, monitoring their whereabouts. There are many challenges with the 

cognitively declining residents that take time. There can be paranoia and delusions to deal 

with..  Listening time is therefore needed for those individuals, and time can be tight.     

35. Residents have many different diagnoses so the skills of carers need to meet the needs but 

carers are not paid nearly enough for effort.  Unfortunately, where there is a skill mix with 

more training required, those staff interventions can exacerbate the behaviour of resident 

because staff do not have the necessary skills and knowledge (or time) to interact with 

them appropriately. 

36. As I have noted, the RN numbers have reduced, and more than ever we need to 

communicate well to get the work done. We often have to pass on requirements to other 

staff, so we do  rely on team effort and support. With so many agency nurses providing 

different staff, we cannot  guarantee continuity of good care for the residents. There is 

more fragmentation to the care now. 

37. I remain accountable for the care delivered while I am on duty. This means that I need to 

work with and rely on the nursing team and the carers. This includes identifying at 

handover and at the start of the shift those residents with particular issues or needs. The 

carers need to tell RNs anything that is out of the ordinary with any residents.  The RNs 

then need to assess and address issues. Reporting, things as in bruising, an escalation in 

behavior, skin changes, changes in presentation or condition so the RN can monitor for 

health changes and make a plan of care.. As the RN I monitor resident condition, 

additionally watching for changes such as confusion or agitation, possible pain management 

issues, and swallowing issues at meal times. There is need for trust and support for the full 

team I work with. 

38. As above the residents have a lot of problems now, both physical and mental. It is not 

unusual for them to have a dozen different diagnoses and also the same high number of 

tablets. Care plans often reflect the care that is needed but staffing does not necessarily 

allow for the care to be given in accordance with that care plan. 

39. The needs of residents have become increasingly complex, and I have addressed those 

under some specific headings:  

a) wound care; Complex wounds, can develop and require outside services. 

b) medication; Many of the residents require multiple medications throughout 

the day. These can be in tablet form, injection, as eye/ear drops. Along with 
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checking the drug chart, ensuring the right medication, right resident, right 

time, there are other tasks that are time consuming including crushing tablets 

(mixing them in something to make palatable), and trying to   cajole resistive 

people to take the medications they are ordered.  If residents are ‘wanderers’, 

we need to track them down to administer the medication; it all takes time. 

c) pain management; Doing this in a timely fashion requires considerable effort.   I 

try but with staffing one cannot always get another person to sign out drugs 

timely..  In my opinion, pain management in residential aged care, is not often 

well handled.   

d) infection control and prevention; We dread an outbreak of COVID. While we have 

actual protective    resources (PPE), current staffing would not be adequate to deal 

with any outbreak, particularly when residents are inclined to wander.  Further, 

care staff have limited understanding of infection control and this coupled with 

low staff numbers is one reason to prevent outbreaks of gastroenteritis type 

illnesses too. This is an area of on-going concern for RNs given the need for 

supervision and training. 

e) food, nutrition, and hydration; I try to provide fluids to people at night as I see 

dehydration in those who are fully dependent for care.   There is a demand on 

staff to feed those who are more dependent.  Mealtimes should not be hurried but 

the number of people requiring assistance and the number of staff available is 

grossly mismatched.  Dehydration also increases the risk of urinary tract infection 

(which can also result in increased confusion, agitation and wandering behaviors). 

f) continence care; There should be regular toileting of residents who need 

assistance but poor staffing means this is impossible and so there is a reliance on 

pads which are regularly full and cannot be changed on time. This in turn causes 

problems with excoriation and skin breakdown. It takes staffing and time to hoist 

people onto a toilet and there generally needs to be more than one staff member 

to assist each resident.  The inability to toilet residents as the need arises, means 

call bells are answered late, and residents are trying to take themselves to the 

toilet. This can result in falls.  

g) dementia care; There are not enough diversional workers. Residents can become 

bored and this is exhibited with unfavorable behavior e.g. residents trying to get 

out, turning up at the nurses door over and over again. Attention and interaction is 

wanted. It is not enough to ‘park’ someone in front of a television, there needs to 
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be a program where residents can be assisted to do something meaningful such as 

drawing, arts and crafts and structured outings.     

h) mobility and falls; There are many residents that could be assisted to take walks 

staffing permitting.   20 years ago, the care requirements I have outlined in this 

part of document could easily occur.   This is no longer possible and I dread a bad 

incident occurring on my shift; it is difficult enough keeping up with regular things, 

but we can only try to do the best we can and keep people safe.  

i) social supports; The families complain that residents have long fingernails or 

dirty dentures. These things are basic and shouldn’t be happening but it is a 

symptom of inadequate staffing. Unfortunately, and again this is due to poor 

staffing, with the louder residents (and those who are likely to fall) getting 

earlier attention.   No excuses are justifiable, but there are priority differences. 

j) quality of life; We strive to give vital meaning to residents. Some sit all day 

without much human interaction. It is truly sad, and residents deserve so 

much better.  I do remember the ‘old days’ having time to sit and talk with 

residents, find out about their lives, their likes/dislikes.  Now, all I can do is 

race between residents trying to make sure the basic care needs are 

attended best (hygiene, food, drink and toileting). 

k) end of life / palliative care;   Palliative care needs to be done well.  Those of us 

who are ‘old school nurses’ will do our best to see the high priority comfort needs. 

However, time constraints and management expectations (especially for the 

completion of extensive documentation) has meant good palliative care can be 

difficult to achieve as well..   Again, there are too few staff (especially qualified 

staff) to provide the care a dying resident and their family should have a right to 

expect. 

l) greater and/or increased co-morbidity and acuity:  There is an increase in 

comorbidities.  The focus on aging at home has meant that by the time people 

can no longer cope (with support in the community) they are really frail and in 

need of considerable care support.  They often have multiple illnesses – heart 

disease, diabetes, peripheral vascular disease, arthritis etc.   Hence feeling like 

the facility is sometimes like a hospital but with staffing a lot less than in the 

public sector.    Aged Care facilities all over lack the resources to do care well. 

40. These changes impact on the work and demands of the RN in a variety of different ways. 

There is a concern about missed care; there is need to consistently re-evaluate priorities in 
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care delivery. Our education demands are substantial in order to maintain currency of the 

range of significant and complex health issues affecting residents as well as regulatory 

requirements. The health setting is dynamic and lacks the stability and predictability there 

had been 10 years ago. The existence of co-morbidities, greater psycho-social needs, poly-

pharmacology and complex disease processes demand increased complexity in nursing 

assessment and sophistication in identifying changes and illness.  

41. I have observed that the changes in both resident and staff profiles and composition have 

meant that the work of each of RNs, ENs and carers have been transformed over the last 15 

to 20 years. Carers are substantially more engaged in the delivery of direct nursing care, ENs 

have taken on more supervisory and clinical responsibility such as medication endorsement, 

and RNs work has become focused on accountability for the overall delivery of care, 

supervision, and mentoring  while still providing hands on care.   

42. Any diversion from the ‘normal’ status of a resident needs to be documented. The mantra is: if 

it is not documented, it didn’t happen.  If our efforts are not documented, or heaven   forbid 

a coroners case occurs, we need to be able to demonstrate things were thoroughly 

recorded.  A lot of this is done in our own time, after handover to the next shift. There is 

never ending updating of care plans and incident forms to be completed on a regular basis 

(often because of falls).  Some days I feel like I am reacting to the next incident presented 

rather than having the time to address things proactively to stop problems occurring in the 

first place.     

43. Management often put out memos and messages to ensure we complete funding 

documents. I sometime feel like it is more important to management to prioritize 

documentation where hands on caring ought to be the priority. There is so much to do and 

so little time.   Accreditation demands a thoroughness of documentation, and there are 

unannounced visits where interviewing staff comprehensively is occurring.   I know of this 

from 1.5 hours this winter with the onsite accreditors; no lunch break offered.      

44. We have more on our job description than ever before, yet staffing has not kept up.  Staffing 

numbers have eroded, and this in itself is affecting the mental health of many residents and 

staff.   Staff are known to take mental health days off to get a recovery break and increase 

change coming  back better for the next shift. I find myself supporting those who are under 

the pump.   If we talk about our feelings together, we feel supported and not alone.  

45. The work day leaves me feeling there isn’t enough of me to go around; it is that simple.    But 

I do get the reward from achieving a difference in the residents’ day.    Many staff decide it is 
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too hard on them mentally (as well as physically) and they leave the Aged Care sector.   They 

leave as the pay isn’t attractive enough for a difficult of work environment. 

46. There is little time to assist with basic activities of daily living and providing time for 

emotional or psychological support to residents consistently.  It is too difficult and we aren’t 

remunerated for all this pressure and demand.  

 

Skills and responsibility 

47. When I am  RN in charge, I have to find replacement staff (which is very time consuming) 

and contact management by phone to advise of serious incidents. I am responsible for 

supervising and assisting care workers and enrolled nurses to make sure the best possible 

care. I do medication rounds, wound care, trouble shoot where people are unwell.  I contact 

other health care professionals (including ambulance and medical staff) and I am regularly 

required to contact family members to keep them up to date with what is happening with 

their loved one.  I have chosen to not move to Care Manager or further senior levels, though 

I have a lot of great skills. I enjoy interacting with and delivering care to the residents on the 

floor. I am more able to advocate for staff and residents on  floor level as an experienced RN 

and ANMF workplace representative. 

48. We need more skills in the workforce. We need to continue to grow in our role. It is complex 

now with  the multiple disease and mental health processes we are dealing with.  

49. There has been a huge change in the use of computers in the workplace. Paper based 

wasn’t that long ago, now I am using an iPad type device giving out the medication. We are 

also required to complete our progress notes electronically. It is change for the better but 

insufficient education can see staff floundering to grasp new concepts. We have an aging 

workforce that are often pre digital era workers. Employers rarely seem to understand that 

you need time to develop these new skills, and some workers find it harder to adapt to 

using computer-based technology yet are supposed to learn these new skills ‘on the job’ 

while still trying to do complete their enormous workloads.    

50. The number of registered nurses in Aged Care has dropped dramatically.  When we were 

working in ‘Nursing Homes’ as when I was in Queensland there was usually a Director of 

Nursing or other senior nurse who could be approached for professional advice, direction or 

merely an opinion. Often an RN cannot access sick leave or other leave because there is no 

one to replace them. The RN role is more complex yet there are fewer of us. More than ever 

there is the need for skilled registered nurses. Management are rarely available (and 

sometimes are not able) to give professional advice. 
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51. Interactions with allied health people is needed to take care of needs of residents. Every day 

we deal with outside professionals too and we often need to send the residents to 

appointments rather than having in home care.  The increasing complexity of residential 

clinical needs means that there is more interaction with other clinicians. Unfortunately, it is 

not always possible to fully implement the care plans they develop because of poor staffing 

and poor skill mix.  There is also the need to organise transport for residents to and from 

these appointments.  Sometimes family members can assist but this is not always the case.   

 

Work Conditions 

52. There is always the potential for violence from unpredictable residents who have mixed 

mental health diagnoses (including dementia). We need to know what triggers residents 

toward unexpected and potentially dangerous behaviours (and these triggers can vary 

between residents).   All staff need to have good communication skills; we need to judge 

when to press and when to back off. Judging well comes of years of caring and nursing 

experience. The language from some residents is profane related to their high alcohol 

consumption. We have to have skills and time enough to divert and best manage any 

variation best we can.   Residents can also pose a risk to other residents and this needs to be 

monitored and interventions implemented.  Increasingly, the lack of time to deliver the care 

that residents should be getting, can see verbal and aggressive behaviours arise.  

53. I have outlined the staffing profile at Barrington Lodge above.  However, it is not unusual to 

have people call in sick at short notice.  As a result, short staffing often occurs. The casuals 

are already rostered (sometimes replacing annual or other projected leave) meaning there 

is no one to call in.  We can sometimes access agency RN’s but the agency does not always 

have someone to cover    If short, we all try to give a hand but registered nurses struggle to 

oversee and/or support the care staff due to their own workloads. 

54. I have had a lot of years of experience and can often see a need before an escalation occurs.  

 Where possible, it is good to be preventative. This includes recognising triggers which can 

mean toileting a person so they don’t fall, or taking time for a quick 1:1 chat so to divert the 

resident from absconding, or providing a shoulder to cry on because another resident died 

who was their friend. There is no end of emotional and psychological needs of our residents, 

and sometimes for their family members. These are situations where the Leisure and 

Lifestyle staff (if available) can be very helpful.  A resident running out of cigarettes or beer 

can create huge problems and for them any waiting may not be an option.  
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Additional comments 

  

55. Residents appreciate care particularly when they know staff genuinely try.    I feel sad when I 

have to apologise for lateness, for example in the delivery of medication, but to generate a 

good relationship means maintaining their trust. Trust is huge and I do my best to maintain 

that.              Good communication is the key. Residents sometimes understand the pressures we 

work under and some can be reluctant to ask for help.  I always worry that the ‘quiet ones’ 

do not get the attention they need.  I feel my work is valuable to the resident, to the families 

and to other floor staff, but unfortunately, we do not feel adequately remunerated for the 

huge complexities of the job we face each and every shift.    We often feel underappreciated 

(or even misunderstood) by management. 

56. I intend to work in Aged Care until I retire which could more than ten years yet.   I wouldn’t be 

able to afford to retire for a time.  

57. I hope to see the wages increase in my time.  For all the talk about residents ‘rights’ the 

reality is that staff are trying to do their utmost to honor requests and demands, for 

example, for a shower at a certain time of the day. It can be difficult to accomplish. 

58. What I do not like about working in aged care is the lack of time to deliver consistent and 

safe care.  The result being there is consistent pressure and the need to prioritize between 

often equally urgent and significant resident needs.  Residents are not getting the care 

that they deserve and need timely. There needs to be better recognition that looking after 

our frail elderly well takes a definite and diverse skill set involving a high level of 

responsibility. 

 

 

IRENE McINERNEY 

29 October 2021 
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IN THE FAIR WORK COMMISSION 

Matter No.:  AM2020/99, AM2021/63 & AM2021/65 

Re Applications by: Australian Nursing and Midwifery Federation and others 

 STATEMENT OF JULIANNE BRYCE 

I, Julianne Bryce, of Level 1 365 Queen Street, Melbourne in the State of Victoria say: 

1. I am a member of the Australian Nursing and Midwifery Federation and I make this statement 
based on my experience as a registered nurse in the nursing profession and an employee of the 
Australian Nursing and Midwifery Federation (ANMF).  
 

Work history and qualifications 

1. I am a registered nurse and the Senior Federal Professional Officer of the Australian Nursing and 
Midwifery Federation (ANMF). I have held this position since December 2008. 

 
2. Prior to my current role at the ANMF, my work history is as follows: 

Australian Nursing Federation, Federal Professional Officer, Federal Office, Permanent, 
Full-time, December 2006 – December 2008   

Nurses Board of Victoria, Manager Accreditation and Practice Standards, Permanent, 
Fulltime, March 2004 – December 2006     

Nurses Board of Victoria, Senior Nurse Policy Adviser Accreditation and Practice 
Standards, Permanent, Part-time, July 1999 – March 2004    

Austin Hospital, Registered Nurse, senior clinical nursing roles included: Charge Nurse, 
Associate Charge Nurse, Clinical Nurse Specialist, Clinical Nurse Teacher, Clinical 
Coordinator, Clinical Nurse Consultant and Nurse Educator, Permanent, Full-time, 
February 1988 – July 1999   

Austin Hospital, Registered Nurse, Graduate Nurse Year, Permanent, Full-time, February 
1987 – February 1988 

3. I qualified as a registered nurse in December 1986 and have maintained my registration 
continuously for 35 years. I have a Diploma of Applied Science (Nursing) from Lincoln Institute of 
Technology and a Graduate Diploma of Adult Education and Training from the University of 
Melbourne.  
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4. I am responsible for the management and operations of the Secretariat of the Coalition of 

National Nursing and Midwifery Organisations, an alliance of 58 national nursing and midwifery 
professional organisations. I have done this for 12 years. I have also represented more than 
80,000 rural and remote nurse and midwife ANMF members on the Council of the National 
Rural Health Alliance for 15 years, and the Board, of the Alliance for the last 3 years.  
 

5. I am a long-standing member of the ANMF, the Australian College of Nurse Practitioners (ACNP), 
the Australian Primary Health Care Nurses Association (APNA), the Australian College of Nursing 
(ACN), CRANAplus (the professional organisation for remote health professionals), and an 
affiliate member of the Congress of Aboriginal and Torres Strait Islander Nurses and Midwives 
(CATSINaM). 

 
6. I volunteered as a member of the Committee of Management for Banksia Palliative Care, a free 

24-hour community based specialist palliative care and support service from 2004 to 2014.  
 
7. In my role as Senior Federal Professional Officer, I am responsible for developing, implementing 

and evaluating the ANMF national professional program in collaboration with the Federal 
professional team, ANMF Elected Officers and state and territory Branches. I provide national 
professional leadership and advice, which contributes to the achievement of the ANMF’s 
strategic priorities.  

 
8. I manage and lead the professional team, providing team members with direction and support 

on nursing and midwifery professional matters to ensure consistent and effective delivery of 
high level professional expertise and advice for the ANMF. Along with the team, I support ANMF 
Branches and members on all professional matters and represent the professional interests of 
ANMF members on a range of national committees and policymaking bodies dealing with a 
broad range of nursing, midwifery, clinical, medicines, health policy, regulatory, digital health 
and social justice issues.  

 
9. I have worked in acute care, nursing education, nursing and midwifery regulation, and health 

policy advice and advocacy. This includes working in a large public hospital in Victoria in clinical, 
management, teaching and nurse consultant roles and the state nurse regulatory board as a 
senior nurse policy adviser and manager in the education/accreditation and practice standards 
team.  I have extensive experience in, and understanding of, professional nursing and midwifery 
practice and registration requirements. I currently provide expert professional nursing and 
midwifery advice through standing advisory committees to the Australian Health Practitioner 
Regulation Agency (Ahpra), the Nursing and Midwifery Board of Australia (NMBA) and the 
Australian Nursing and Midwifery Accreditation Council (ANMAC).  

 
Professional regulation of nurses 
 
10. Nursing education in Australia began as an apprenticeship style system based in public hospitals. 

Over time regulatory bodies for nursing were established in each state and territory. This 
resulted in minimum standards for the theoretical and clinical components of nurse training and 
accreditation of hospital based schools for general nursing education.  
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11. These state and territory nursing regulatory bodies maintained a register and a roll of those who 

had met the required standard and were eligible to practice as a registered nurse or an enrolled 
nurse. Admittance to the register as a registered nurse or the roll as an enrolled nurse required 
successful completion of a state or territory based exam at the end of training. 

 
12. In 2005, a Productivity Commission Report1 (ANMF 74) on challenges and solutions to address 

issues affecting the health workforce proposed that the Council of Australian Governments 
(COAG) introduce a single national registration body for all health professions. This was to assure 
the ongoing delivery of safe, quality care. The recommendation was based on a review that found 
the then-current system of state and territory based regulation for the health professions was 
complex and lacked coordination and responsiveness to changing needs and circumstances. In 
response, the transfer from state and territory boards to the National Registration and 
Accreditation Scheme (NRAS) came into effect on 1 July 2010.  
 

13. The NRAS was established to protect the public by regulating health practitioners in Australia 
under the Health Practitioner Regulation National Law Act 2009 (the National Law)2 (ANMF 2). 
This is one national scheme for registered health practitioners in Australia, with the purpose of 
ensuring that all regulated health practitioners under the scheme must meet nationally 
consistent, high quality registration standards and professional practice standards, codes and 
guidelines. 

 
14. The NRAS is administered by the Australian Health Practitioner Regulation Agency (Ahpra) which 

regulates health practitioners in 16 health professions in partnership with 15 National Boards. 
Each National Board has a health profession agreement with Ahpra that sets out fees, budget and 
the services provided by Ahpra.   

 
15. The Nursing and Midwifery Board of Australia (NMBA) is the National Board for both the nursing 

and midwifery professions. The NMBA’s role is to: register nurses, midwives and students of 
nursing and midwifery; develop standards, codes and guidelines for nurses and midwives; 
manage notifications, complaints, investigations and disciplinary hearings; assess internationally 
qualified nurses and midwives (IQNM’s) seeking to practice in Australia; and approve 
accreditation standards and courses of study leading to registration or endorsement as a nurse or 
midwife. 

 
16. The Australian Nursing and Midwifery Accreditation Council (ANMAC) was appointed under the 

National Law to ensure that programs of study leading to registration or endorsement as a nurse 
or midwife in Australia meet the NMBA’s approved accreditation standards. 
 

17. ANMAC, as the independent accrediting authority for nursing under the NRAS, develops and 
reviews accreditation standards for nursing education programs, determines whether the 
programs of study and the education providers offering the programs meet the approved 
accreditation standards, and monitors programs and education providers to ensure compliance 
with the standards.  
 

18. This accreditation process and monitoring by ANMAC on behalf of the NMBA ensures that nurses 
have completed an accredited and approved program of study leading to registration or 

 
1 Productivity Commission, Australia’s Health Workforce (Research Report, 22 December 2005) xv, xxxiv. 
2 Health Practitioner Regulation National Law Act 2009 (Qld) sch Health Practitioner Regulation National Law.  
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endorsement with the NMBA under the National Law. This ensures that graduates of accredited 
and approved programs of study have undertaken the necessary theoretical content and clinical 
practice required and have been assessed as meeting the national NMBA standards for practice.    
 

19. The NMBA has worked in consultation with professional nursing and midwifery organisations and 
other key stakeholders over the past decade, as required by the National Law, to establish a 
Professional Practice Framework to guide the professional practice of nurses and midwives.  

 
20. The national Professional Practice Framework includes:  

 
• Standards for Practice, including:  

 

- Registered Nurse Standards for Practice; (ANMF 23) 
- Enrolled Nurse Standards for Practice; and (ANMF 24) 
- Nurse Practitioner Standards for Practice (ANMF 75). 

 
• Codes of Conduct, including:  

 

- Code of Conduct for Nurses (ANMF 76) 
 

• Codes of Ethics, including:  
 

- International Council of Nurses (ICN) Code of Ethics for Nurses (ANMF 77)  
  

• Frameworks, including:  
 

- Decision-Making Framework for Nursing and Midwifery (DMF); and (ANMF 78) 
- Framework for Assessing Standards for Practice for Registered Nurses, Enrolled 

Nurses and Midwives (ANMF 79). 
 

• Guidelines, including:  
 
 

- Guidelines for Registration Standards, including: 
o Continuing Professional Development; and (ANMF 80(A)) 
o For Nurses Applying for Endorsement as a Nurse Practitioner (ANMF 80(B)). 

- Professional Practice Guidelines, including: 
o Informing a National Board About Where You Practise; (ANMF 81(A)) 
o Guidelines for Advertising a Regulated Health Service; (ANMF 81(B)) 
o Mandatory Notifications About Registered Health Practitioners; (ANMF 81(C)) 
o Mandatory Notifications About Registered Students; and (ANMF 81(D)) 
o Registered Health Practitioners and Students in Relation to Blood-Borne 

Viruses. (ANMF 81(E)) 
- Safety and Quality Guidelines for Nurse Practitioners, (ANMF 82) 

 
• Registration Standards:  

 
 

- Criminal History; (ANMF 83) 
- English Language Skills; (ANMF 84)  
- Continuing Professional Development; (ANMF 85)  
- Recency of Practice; (ANMF 86) 
- Professional Indemnity Insurance Arrangements; (ANMF 87) 
- Endorsement as a Nurse Practitioner; and (ANMF 88) 
- Endorsement for Scheduled Medicines for Registered Nurses (ANMF 89) 
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Pathway to registration 

21. A registered nurse is a person who has successfully completed an ANMAC accredited program of 
study approved by the NMBA leading to registration. Registered nurse is a protected title under 
the National Law. A three-year Bachelor of Nursing degree is the requisite qualification for a 
registered nurse.  
 

22. A nurse practitioner is an advanced practice registered nurse who has successfully completed an 
ANMAC accredited program of study approved by the NMBA leading to endorsement. Nurse 
practitioner is a protected title under the National Law. A Master of Nursing (Nurse Practitioner) 
or Master of Nurse Practitioner is the requisite qualification for a nurse practitioner. 
 

23. An enrolled nurse is a person who has successfully completed an ANMAC accredited program of 
study approved by the NMBA leading to registration. Enrolled nurse is a protected title under the 
National Law. An 18-month Diploma of Nursing is the requisite qualification for an enrolled nurse. 
The enrolled nurse provides nursing care, working under the direction and supervision of the 
registered nurse. 
 

24. Registered nurse and nurse practitioner education takes place in the university sector. 
 

25. Enrolled nurse education takes place in the Vocational Education and Training (VET) sector.  
 

26. Prior to 2010, enrolled nurse education was undertaken firstly as a hospital-based certificate and 
then moved to a VET qualification of an Advanced Certificate and then in some states and 
territories, a Certificate IV in Health (Nursing) or a Diploma in Health (Nursing).  The 
establishment of NRAS marked the introduction of the Diploma of Nursing delivered under the 
national health training package by registered training organisations (RTO’s). 

Maintaining registration 

27. All nurses in Australia must be registered with the NMBA in order to practice. Under the NRAS, 
registration renewal dates have been aligned across Australia. From 2012, the national 
registration renewal date for the nursing professions is 31 May of each year. 
 

28. Nurses and midwives must meet the NMBA’s registration standards when renewing their 
general registration. These registration standards are: criminal history, professional indemnity 
insurance (PII), recency of practice and continuing professional development (CPD). 
 

29. The NMBA expects all nurses to declare on their registration renewal form that they have met the 
requirements set out in the registration standards, as they apply to the nursing professions. 

 
30. When a nurse first applies for registration, the NMBA requires the applicant to declare their 

criminal history in all countries, including Australia. Ahpra on behalf of the NMBA must check an 
applicant’s criminal history during the registration process to ensure only those nurses who are 
suitable and safe to practise are granted registration in Australia. All nurses must inform the 
NMBA if they are: charged with an offence punishable by 12 months imprisonment or more, or 
convicted or found guilty of an offence punishable by imprisonment in Australia and/or overseas. 
When nurses renew their registration they must disclose any changes to their criminal history. 
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31. Under the National Law, nurses must not practise unless they hold appropriate PII. This protects 
the public by addressing the risk posed by uninsured practitioners. PII arrangements must insure 
the nurse professional practice against civil liability incurred by, or loss arising from, a claim that 
is made as a result of a negligent act, error or omission in the conduct of the nurse. Most nurses 
in Australia have PII arrangements as part of their ANMF membership. 
 

32. Recency of practice means that a nurse or midwife has maintained an adequate connection with, 
and recent practice in nursing since qualifying for, or obtaining registration.  

Practice means any role, whether remunerated or not, in which the individual uses their skills 
and knowledge as a health practitioner in their profession. Practice is not restricted to the 
provision of direct clinical care. It also includes using professional knowledge (working) in a 
direct nonclinical relationship with people receiving care, working in management, 
administration, education, research, advisory, regulatory or policy development roles, and 
any other roles that impact on the safe, effective delivery of services in the profession.3 

33. Nurses need to declare at renewal that they have practised for a period equivalent to a minimum 
of 450 hours, within the past five years. This applies for both clinical and non-clinical practice 
roles for nurses.  
 

34. CPD is how nurses maintain, improve and broaden their knowledge, expertise and competence, 
and develop the personal and professional qualities required throughout their professional lives. 
Nurses are required to complete 20 hours of CPD each year. Nurses who are dual registered are 
required to complete 20 hours of CPD for each profession each year. Endorsed nurse 
practitioner’s must complete an additional 10 hours of CPD each year relating to prescribing and 
administration of medicines, diagnostic investigations, consultation and referral. 
 

35. Registration renewal PII, recency of practice and CPD requirements are the same for registered 
and enrolled nurses. 
 

36. If audited by the NMBA, nurses and midwives need to provide evidence of their PII, recency of 
practice and CPD hours. 
 

37. If nurses do not practice in accordance with, or are deemed to be in breach of, the NMBA 
professional practice framework, including the standards for practice, code of conduct, code of 
ethics, frameworks, guidelines and registration standards, they may be subject to investigation 
and possible regulatory action. Depending on the seriousness of the matter, this can result in the 
imposition of conditions, a notation or undertaking to limit practice, a reprimand, suspension or 
surrender of registration or de-registration.    

 
Registration and scope of practice 

38. According to Ahpra and the NMBA:4 

Scope of practice is the full spectrum of roles, functions, responsibilities, activities and 
decision-making capacity that individuals within that profession are educated, competent 
and authorised to perform. Some functions within the scope of practice of any profession 
may be shared with other professions or other individuals or groups. The scope of practice of 

 
3 NMBA, Registration standard: Recency of Practice (Effective 1 June 2016) 4. 
4 NMBA, Decision-Making Framework for Nursing and Midwifery (Effective 3 February 2020) 14. 
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all health professions is influenced by the wider environment, the specific setting, legislation, 
policy, education, standards and the health needs of the population.  

The scope of practice of an individual is that which the individual is educated, authorised and 
competent to perform. The scope of practice of an individual nurse or midwife may be more 
specifically defined than the scope of practice of their profession. To practise within the full 
contemporary scope of practice of the profession may require individuals to update or 
increase their knowledge, skills or competence. Decisions about both the individual’s and the 
profession’s practice can be guided using [the Decision Making Framework]. When making 
these decisions, nurses and midwives need to consider their individual and their respective 
profession’s scope of practice. 

39. Registered nurses and enrolled nurses re responsible for making professional judgements about 
when an activity is within their scope of practice and, when it is not, for initiating consultation 
and collaboration with, or referral to, other members of the healthcare team. 
 

40. Nurses decisions about scope of practice should be based on the person’s health status, 
lawfulness, evidence, professional and regulatory standards, policies and guidelines, the context 
of practice, the health service provider’s policies and protocols, and whether there is 
organisational support, sufficient staffing levels and appropriate skill mix for the practice. 
 

41. Nurses decision-making relating to scope of practice and delegation should be consistent, safe, 
person-centred and evidence-based. According to the NMBA, the substitution of care workers for 
nurses must not occur when the knowledge and skills of nurses are needed. Under the National 
Law, nurses must not be directed, pressured or compelled by an employer to engage in any 
practice that falls short of, or is in breach of, any professional standard, guidelines or code of 
conduct, ethics or practice for their profession.  
 

42. Delegations are made by registered nurses to meet people’s needs and to ensure timely, safe and 
effective access to healthcare.5 

Delegation is a consultative, multi-level activity, requiring rational decision-making, consent from 
the various parties involved and a process of risk assessment. Delegation may only take place 
after education, where required, and an assessment of competence.  

43. The delegation relationship occurs when a registered nurse (the delegator) delegates aspects of 
nursing practice in any practice setting to another person (the delegatee). Delegation is different 
from allocation or assignment of tasks. The delegator retains accountability for the decision to 
delegate, monitoring performance and evaluating outcomes. The delegatee is unable to sub-
delegate without referring back to the delegator.  
 

44. Enrolled nurses work as part of the multidisciplinary team, providing delegated care under the 
supervision of a registered nurse. This supervision cannot be replaced or substituted by another 
health practitioner. The delegatee is at all times responsible for their actions and is accountable 
for providing delegated care. 
 

45. Registered nurses play a key role in the coordination and delegation of care. Delegation of care 
should be made following a risk assessment by the registered nurse identifying the competence 

 
5 Ibid 9. 
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of staff. Registered nurses are responsible and accountable for the coordination, supervision and 
delegation of/to enrolled nurses and others who assist them in the provision of care. 
 

46. The enrolled nurse practises within the enrolled nurse scope of practice relevant to the context 
of practice, legislation, their own educational preparation and experience. The enrolled nurse 
follows the plan of care developed by the registered nurse. 
 

47. Enrolled nurses must work under the direct or indirect supervision of a registered nurse. This 
supervision cannot be replaced or substituted by another health practitioner. Enrolled nurses are 
accountable for their own practice and remain responsible to a registered nurse for the 
delegated care. Enrolled nurses provide care within their scope of practice as part of 
multidisciplinary healthcare team, and with supervision of a registered nurse. 
 

48. Enrolled nurses provide support and supervision to AINs and PCWs and to others providing care, 
such as enrolled nursing students, to ensure care is provided as outlined within the plan of care 
developed by the registered nurse and according to institutional policies, protocols and 
guidelines. 

Impact of regulation and registration on the profession 

49. Although professional regulation and registration requirements for nurses have remained largely 
unchanged in the last 10 years, changes to the aged care sector have made it more difficult for 
registered and enrolled nurses to meet these professional requirements. These changes include 
higher acuity of residents who are entering care later, frailer and with multiple co-morbidities and 
complex care needs, for shorter lengths of stay and poorer staffing levels and skill mix.  
 

50. The higher acuity of care required by residents, significant reduction in the number of nurses and 
substantial increase in the number of care workers has seriously impacted the nursing care 
required and the staffing and skill mix. There is a greatly increased burden of responsibility and 
accountability for registered nurses relating to both the provision of direct care and supervising 
and delegating nursing care provided by others.   
 

51. Nurses have had to work in extremely difficult circumstances, due to these resident profile, 
workload, staffing and skill mix changes, in order to meet residents care needs, support their care 
worker colleagues and meet their professional regulatory requirements under the National Law. 
Nurses working in aged care are incredibly committed to providing safe, quality care for 
residents. Fatigue and burnout are major issues for the aged care workforce. 
 

52. Changes to the sector outlined above have made it far more difficult, if not impossible in some 
cases, for nurses to meet the NMBA standards for nursing practice and supervision and 
delegation responsibilities under the national decision-making framework, required under the 
National Law. Many registered nurses have left, and continue to leave, the aged care sector due 
to their inability to meet their professional regulatory obligations.  
 

53. As previously stated, under the National Law, nurses must not be directed, pressured or 
compelled by an employer to engage in any practice that falls short of, or is in breach of, any 
professional standard, guidelines or code of conduct, ethics or practice for their profession.  

 
JULIANNE BRYCE 
29 October 2021 
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Lodged by: 
The ANMF 

Telephone: 03 9603 3035 

Address for Service: Fax: 03 9603 3050 
Level 22, 181 William St  
Melbourne VIC 3000 

Email: nwhite@gordonlegal.com.au   

 

Matter No.: AM2020/99, AM2021/63 & AM2021/65 

Re Applications by: Australian Nursing and Midwifery Federation and others 

 

  STATEMENT OF JOCELYN HOFMAN 

 

I, Jocelyn Hofman, of  of New South Wales say: 

1. I am a member of the Australian Nursing and Midwifery Federation. 

Personal Details 

2. My date of birth is . 

3. I live in Hazelbrook in the Blue Mountains, and live with my family. 

4. I rely on my income to support my family, pay bills, and put some of my income towards 

superannuation. 

5. I generally work six (6) shifts a fortnight only. I would like to work more but cannot due to the 

physical and emotional nature of the work.  

6. My income working in aged care is sufficient to meet my living expenses however, it is 

probably not sufficient for me to retire on. I am looking at retiring in about five (5) years. 

7. I take additional measures to earn extra income by only working evening shifts and weekend 

shifts in order to get the extra loadings and penalties.  

 

Work history and qualifications 

8. I have worked in aged care for thirty four (34) years, since 1987. 

9. I completed my registered nurse training at St Vincent’s Hospital Darlinghurst and 

subsequently worked as a registered nurse in acute care at St Vincent’s and at Ryde Hospital. 

In 1987 I moved to the Blue Mountains and commenced employment in aged care at the Sans 

Souci Nursing Home. This facility was later renamed the Anita Villa Aged Care Facility. I 

commenced my current employment at Bodington Aged Care Facility in 2013. 

10. In addition to my qualifications leading to my registration as a registered nurse (RN), I have 

completed numerous in house training courses to maintain and improve my professional 

knowledge. I have completed training in areas including Palliative Care, Wound Care, 
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Psychotropic Medication, COVID19, Emergency Fire training, Dementia Management, Falls 

Prevention and Work Health and Safety. 

11. I work at Bodington Aged Care Facility which is operated by Catholic Healthcare. My position 

is Registered Nurse and I am employed as a permanent part-time employee. I get paid $42.53 

per hour. 

12. A copy of the enterprise agreement that contains my wages and conditions of employment, 

the Catholic Healthcare Residential Aged Care Enterprise Agreement (New South Wales) 2018 

– 2021 is Annexure JH 1.  

 

Description of role and work 

13. I work in a residential facility with 120 residents as a registered nurse (RN). The facility is 

divided into a nursing home and a hostel complex. I work in the nursing home section. The 

nursing home section has four (4) “wings” with 20 residents in each wing. There is only one 

resident per room, except for the room at the end of the corridor in each wing which has 

two (2) residents. I am responsible for two wings and up to 40 residents on a normal shift. 

When I am in charge of the facility, registered nurses from the hostel and the upstairs 

section contact me if there are issues of concern. The facility provides specialist dementia 

care and palliative care. 

14. I work six (6) shifts per fortnight, and work afternoon and weekend shifts. 

15. A typical shift starts with handover from the staff on the previous shift. They will identify any 

issues requiring particular attention that have developed in the previous shift. After 

handover, I consult, coordinate and delegate the care staff prior to beginning their allocated 

roles. I administer the regular Schedule 8 medications with another nurse then administer 

the medications rounds. I liaise with the General Practitioners over the phone if a resident is 

unwell and needs urgent attention. I assess the efficacy of the residents’ current medication 

regime. I assess wounds and attend to wound dressings. I take steps to screen for delirium 

such as checking a resident’s vital signs, perform a basic urinalysis to check for signs of 

infection. If I am designated as in charge of the facility on the weekend, I get notified when a 

staff member rings sick for the next shift so either I replace them or notify the Facility 

Manager to arrange a replacement. I also update the Facility Manager whether the sick staff 

member had respiratory symptoms, as part of our COVID protocol. I mentor and supervise 

the care staff. I notify families of changes in a resident’s conditions. If there is a resident 

requiring palliative care, I update the family and the resident’s doctor of any changes. I 
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constantly assess the efficacy of our resident’s pain management so that they are not in 

pain, become agitated and distressed. If there is any cultural requests, I need to make sure 

that they are respected. I guide families through the dying, death and grieving process.  

16. Work is challenging due to insufficient staffing levels. We need to have time and resources 

to meet our residents’ high care needs. 

17. I enjoy caring for our residents and interacting with them. When aged care workers are 

undervalued, I consider that our residents are in turn undervalued. 

18. My work is physically and emotionally demanding. This is why I only work six (6) shifts a 

fortnight as I am too drained if I work more than this.  

19. I work as part of a nursing team. I lead a team of Care Staff Employees (CSEs) Enrolled 

Nurses (EN) and if I’m delegated in charge of the facility, the other two Registered Nurses 

(RNs) from the other wings will consult and notify me of any issues of concern in their 

allocated areas.  

20. Major changes in funding arrangements that have occurred over the years and the regular 

changes in recording and reporting almost always impact on the work of RNs. Seldom if ever 

have such changes meant a reduction in the demands on us. 

21. I am paid an allowance of $44.79 when I am designated in charge of the whole facility, but 

not when I am in charge of the two houses of approximately 40 residents. 

22. I know that there is an expectation that Assistants in Nursing have a Certificate III. However, 

I am unsure of the quality of the training some receive as the training industry has been 

deregulated. Student nurses on placements get on the floor training from registered nurses. 

This means that my supervision of new staff and/ or training can be demanding and time 

consuming in an environment that is already pressured. 

23. Training has increased for aged care staff due to changes in legislation and guidelines that 

covers aged care. Examples are training on reportable incidents under the Serious Incident 

Response Scheme (SIRS) and the use of Restrictive Practices. 

24. There has been a reduction in Registered Nurse numbers and hours over the last 20 years. 

These reductions affects the care of our residents. The Provider has reduced the number of 

hours of Registered Nurses but our workload and allocation of responsibilities from 

Management is increasing. 

25. Interaction with General Practitioners requires advising of changes in resident condition 

requiring medical intervention, reporting on progress when necessary and also being an 
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advocate for the  resident. The GPs generally only visit residents once per week, but are 

contactable by phone. However, they don’t always want to be contacted after hours and this 

leaves me as a Registered Nurse to make clinical decisions or make a judgment to send the 

resident to the hospital.  

26. My role as a Registered Nurse is to also write the care plans. It is up to the Registered Nurse 

to be across the resident’s needs and liaise with allied health and general practitioners. The 

care plan is the core document that informs the delivery of care in accordance with 

resident’s needs. The plan provides the basis upon which the work of the nursing team of 

RNs, ENs and AINs/PCWs/ CSEs is directed. I remain accountable for the delivery of the care 

while on duty. 

27. I work in a person centred care facility. This means that the care philosophy is to place the 

needs and interests of residents at the core of everything we do. I have thought that was 

always the approach to aged care. 

28. There are often consequences when our workplace is short staffed. In the dementia unit 

where I work, there can be an increase in falls incidents and more displays of agitated 

behaviour because of understaffing. 

29. My interaction with residents’ families is very important. As the registered nurse, my role is 

to contact the family if there is any change in the resident’s health and condition.  

30. Registered Nurses’ scope of practice involve clinical assessments, plan, provide timely 

clinical intervention, evaluate and monitor care services. For example, when I administer 

medication during my medication rounds, I assess my resident’s status. Is their swallowing 

compromised? Are they depressed? Are they in pain? As a Registered Nurse, it becomes 

second nature to observe changes when interacting with residents. 

31. The changes in the health status of the residents on admission and continuing post 

admission have an impact on the nature of the work of the registered nurses, enrolled 

nurses and  CSEs at Bodington. In many respects, registered nurses are required to exercise 

the clinical skills and judgements found in a range of fields of nursing as diverse as mental 

health, oncology, diabetes, palliative care and gerontology. Also importantly are the nursing 

skills and attributes required to provide safe, respectful, dignified and high quality care. 

These are the skills required to deliver intimate and personal care; the skills required to 

address aggressive or agitated behaviours; the skills whether personal, emotional or nursing 

skills required to attend in the process of dying and death for residents and to support and 

guide family members; the skills to manage the nursing team as a manager and as the 
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accountable clinician; the skills to liaise with medical practitioners and allied health 

practitioners; the skills needed   to act as a resident advocate. It is a specialised job requiring 

a diverse set of skills. 

 

Changes in the work over time 

32. Over the last 20 years there have been major changes in my work as a registered nurse in 

aged care. These changes are the result of a number of factors. 

33. There are less RNs now on the floor than 20 years ago. In some aged care facilities, some 

tasks have been delegated to AINs/ PCWs/CSEs. For example, the introduction of dose 

administration aids like “Webster Packs” for AINs/ PCWs/ CSEs  to use for assisting certain 

residents with their medications means RNs no longer administer medications for those 

residents. I am concerned that the distinction between “assisting” a resident with their 

medication and “administering” medication to a resident is blurred as AINs/ PCWs/ CSEs lack 

the relevant educational preparation to in effect administer medications. Also, in some aged 

care facilities, there is often not an RN rostered at night, which means that if any clinical 

issues arise during the night, the resident has to go to hospital.  

34. There had been a reduction in registered nurses and an increased number of AINs/ PCWs/ 

CSEs employed in the aged care sector. When I started work on a day shift at Sans Souci, 

now called Anita Villa, there were three registered nurses rostered with AINs. At Bodington, 

I work with two CSEs in 1 wing and with an EN or casual RN (for part of the shift only) in 

another wing with two CSEs and a short shift CSE. This has resulted in increased scope and 

extent of responsibility for me as the registered nurse who remains accountable for the care 

delivered. It has also required increased exercise of judgement in prioritising resident care 

demands. This may even involve deferring my medication round to attend to an emergency 

situation like a resident choking, a fall or if I am designated as  in charge of the facility, I will 

be called to other serious incident elsewhere in the facility. When a doctor visits his 

residents in the afternoon, I also defer my medication round so I can update the doctor with 

our resident’s current status, email the Pharmacy on medication changes, follow up the 

medical directives and update the family member on the doctor’s visit and changes. 

35. The changes in staffing alone have substantially changed my work. But when combined with 

the other changes some of which are discussed below (e.g. complexity of resident health 

status) the result has been profound. 
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36. As a result of the staffing changes the delivery of care is always rushed. Daily work routines 

are pressured for the entire team of registered nurses, enrolled nurses and AINs/ PCWs/ 

CSEs. Accordingly, my work focus has shifted with a greater emphasis on exercising 

accountability for care. This means combining nursing assessments with other interventions, 

scanning residents at meal times to assess changes in such things as posture, mood, lack of 

appetite, as well as requiring and following up reports from care staff of changes in resident 

status. 

37. Another change over the last 20 years and in particular in the last 15 years is the increased 

complexity and acuity of residents’ conditions on admission. In my experience residents are 

at the time of admission, and then during the course of their stay in the facility, much more 

likely to present with and develop: 

• Varying forms of dementia; 

• Complex or chronic wounds; 

• Mental health conditions; 

• Chronic disease and co morbidities; 

• Increased frailty; 

• Mobility issues and as a consequence the increased prevalence of falls; and  

• Multiple complex medication regimes.  

38. These changes have directly impacted on the extent and complexity of the care required and 

the professional judgements exercised by the RNs on a regular basis. 

39. As a consequence of the above there is an increased sophistication in the level of nursing 

skills required. As a registered nurse I utilise my clinical skills on a daily basis. The increases 

in the complexity of residents’ health status and the care required can be illustrated in a 

routine example of when I administer medication. When doing so I simultaneously 

undertake a range of other functions such as: 

• Checking on side-effects of the medication, both immediate and longer term and 

assessing the benefit of the medication consistent with quality use of medicine 

guidelines; 

• Assessing changes in the communication and cognitive capacity of the resident; 

• Assessing the resident’s overall well-being, oral and personal hygiene; 

• Falls risk strategies are in place; 

• Reviewing continence care; 

• Ensuring adequate hydration and nutrition;  
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• Maintain our residents’ skin integrity;  

• Safe behavioural management in dementia care; 

• Health emergency responses like identifying acute deterioration in residents related 

to infections compounded by co morbidities; 

• Infection prevention and control; 

• Palliative care including complex pain management; 

• Oversee safe and effective care work carried out by the rest of my care team. 

40. Nursing skills such as the above require greater attention. Our residents’ overall health 

status often involve chronic co morbidities and has complex medication regimes and care 

needs. 

41. In my daily work as a registered nurse, whether in charge of the whole facility or the two 

wings, I remain accountable for the care delivered to residents with increasingly complex 

needs. For example, I am responsible for one wing for residents with dementia. The marked 

increase in the proportion of residents with dementia over the period has resulted in the 

need for increased skills in diversion strategies   and assisting residents when highly agitated. 

In turn strict compliance, especially recently, with policy and practice rules relating to 

restrictive interventions is required. These together with addressing workplace aggression 

have impacted on my daily work and made it more complex, more demanding and involving 

greater demands for professional judgement.  

42. Another element impacting on my work that has changed are the expectations of the care 

and communication provided. There have been changes in the expectations of the 

community in relation to resident care with an increasing proportion of very frail and unwell 

residents entering the facility. These expectations are from residents themselves, families, 

regulatory arrangements and providers/employers. These expectations have direct and 

practical implications for my work as a registered nurse in relation to such matters as 

reporting to families, care documentation and regulatory compliance and assessments. 

43. Documentation of care has increased, and the introduction of computerised reporting is an 

added layer of work we have to complete. It is time consuming due to the insufficient 

internet coverage where I work. The complexity of the documentation required has also 

increased. A recent example is documentation concerning the use of chemical or physical 

restraint, the obtaining of relevant consents, recording duration and impact and assessment 

of use. The introduction of “E case” has been a big change. “E case” is the computerised 

documentation system at my facility. Prior to this all documentation was completed in paper 

11784



 

8 
 

format. Lifting equipment does make work easier and I hope has reduced the number of 

back injuries. 

44. My work has involved changes with respect to the Personal Protective Equipment (PPE) that 

is required, particularly since the COVID19 pandemic. Similarly the recent need to take and 

record resident’s temperatures twice daily has placed even more pressure on time. COVID-

19 has had an enormous impact on the way we work. Wearing a surgical mask and a face 

shield has impacted on our ability to communicate with our residents who have hearing 

impairment and cognitive issues. Social distancing in aged care is impossible. Families and 

residents have been impacted as their social interaction has reduced because they have not 

been allowed in the facilities.  This has meant greater time and responsibility in 

communicating with families. Window visits by appointment is now allowed. Family visits 

are enabled in palliative care. 

 

Enterprise Agreement Bargaining 

45. My experience in enterprise bargaining at Bodington has been that there is extremely 

limited scope for bargaining. I also fear that increases in wages  may impact on the hours of 

employment available and result in further reductions in staffing. 

46. Under a previous agreement, the consultation clause under the enterprise agreement was 

applied in respect of a proposed reduction in RN’s day shift hours from eight hours per shift 

to seven and a half hours. The consultation involved in effect the registered nurses 

concerned simply being advised of a reduction in the hours available with an expectation 

that the same work would be performed in the significantly reduced amount of time. That 

change has never been reversed. 

47. Another difficulty is that the enterprise agreement applies to a number of residential 

facilities operated by the same employer. Accordingly even when the staff at Bodington had 

voted against a proposal they were out voted by staff in other facilities. This renders 

negotiations at the facility level even less fair. 

48. My experience also is that senior managers in the facility, because of their access to staff, 

are in a position to encourage a 'yes' vote to a management proposal for an enterprise 

agreement. Managers have approached staff during handovers and encouraged them to 

vote ‘yes’. On the other hand the union has only limited access by comparison to the 

management. 
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49. Overall the achievements obtained through enterprise bargaining are minimal. The current 

enterprise agreement attached to this statement indicates that the agreement was only 

approved after a significant number of undertakings were provided by the employer in order 

to satisfy the requirements for its approval. 

 
 

JOCELYN HOFMAN 

29 October 2021 
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SUBJECT FILE NOTE 

 

Subject 
Catholic Healthcare Residential Aged Care Enterprise Agreement 
(New South Wales) 2018 - 2021– Admin Increase 2021 

File No. EF/11/0226 Officer  

Date 20 July 2021 

 
 
 

Action / Report 
 

Catholic Health Care employees employed under the Catholic Healthcare Residential 
Aged Care Enterprise Agreement (New South Wales) 2018 - 2021 will receive a 2% 
administratrive increase effective FFPP on 1/07/2021. Please see ED/21/020411 for 
employer confirmation. 
 
Please note the calculated wage rates and allowances have been calculated by the 
NSWNMA and have not been agreed to by the employer. Care should be taken. 
 

 
Schedule Three – Pay Rates 
Hourly Pay Rates for Permanent Employees Residential Aged Care (NSW) 
 

  

FFPP on 
or after 

1/07/2018 

FFPP on 
or after 

1/07/2019 

FFPP on 
or after 

1/07/2020 

FFPP on 
or after 

1/07/2021 

%_increase 2.30% 2.00% 2.00% 2.00% 

Assistant in Nursing         

1st Year $21.04 $21.46 $21.89 $22.33 

2nd Year $21.70 $22.13 $22.57 $23.02 

3rd Year $22.32 $22.77 $23.22 $23.68 

Thereafter $22.97 $23.43 $23.89 $24.37 

Enrolled Nurse with 
Notation $27.30 $27.85 $28.41 $28.98 

Enrolled Nurse         

1st Year $27.48 $28.03 $28.59 $29.16 

2nd Year $28.13 $28.70 $29.27 $29.86 

3rd Year $28.65 $29.23 $29.81 $30.41 

4th Year $28.99 $29.57 $30.16 $30.76 

Thereafter $29.33 $29.92 $30.51 $31.12 

Registered Nurse         

1st Year $31.47 $32.10 $32.74 $33.39 

2nd Year $33.40 $34.07 $34.75 $35.45 

3rd Year $35.43 $26.14 $36.86 $37.60 

4th Year $37.60 $38.35 $39.11 $39.89 

Thereafter $40.05 $40.88 $41.70 $42.53 
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FFPP on 
or after 

1/07/2018 

FFPP on 
or after 

1/07/2019 

FFPP on 
or after 

1/07/2020 

FFPP on 
or after 

1/07/2021 

%_increase 2.30% 2.00% 2.00% 2.00% 

Nurse Practitioner         

1st Year $54.51 $55.60 $56.71 $57.84 

2nd Year $55.72 $56.84 $57.97 $59.13 

3rd Year $57.33 $58.48 $59.65 $60.84 

Thereafter $58.91 $60.09 $61.29 $62.52 

Care Manager         

From $46.41 $47.34 $48.29 $49.26 

To $49.75 $50.74 $51.76 $52.80 
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Schedule Four - Allowances 

Item No Clause Description Per 

FFPP on 
or after 

1/07/2018 

FFPP on 
or after 

1/07/2019 

FFPP on 
or after 

1/07/2020 

FFPP on 
or after 

1/07/2021 

1 F 7 c Broken Shift Shift $10.10 $10.30 $10.50 $10.71 

2 F 5 Overtime Breakfast Meal $15.24 $15.55 $15.86 $16.18 

3 F 5 Overtime Luncheon Meal $19.73 $20.13 $20.53 $20.94 

4 F 5 
Overtime Evening 
Meal Meal $28.76 $29.33 $29.92 $30.52 

5 

F9h 
G5d 
J1c Vehicle Allowance Km $0.42 $0.43 $0.44 $0.45  

6 G 3 a 
Vehicle Allowance - 
Official Business Km $0.85 $0.85 $0.85 $0.87 

7 G 10 b 

Apprentice - TAFE 
Examination 
Allowance Week $2.32 $2.37 $2.42 $2.47 

8 G 2 a 

In charge of 
residential aged care 
facility less than 100 
beds Shift $26.20 $26.72 $27.26 $27.81 

9 G 2 a 

In charge of 
residential aged care 
facility more than 
100 beds or more Shift $42.21 $43.05 $43.91 $44.79 

10 G 2 a In charge of section Shift $26.20 $26.72 $27.26 $27.81 

11 G 4 d Laundry Hour $0.16 $0.17 $0.17 $0.17 

12 G 5 b On call Day $23.36 $23.82 $24.30 $24.79 

13 G 6 a 
On call during meal 
break Period $12.64 $12.90 $13.16 $13.42 

14 G 7 a 

CEA - RN Postgrad 
Cert (not a hospital 
cert) Week $21.98 $22.42 $22.87 $23.33 

15 G 7 a 

CEA - RN Post Grad 
Dip or Degree (not 
nursing undergrad) Week $36.65 $37.39 $38.13 $38.89 

16 G 7 a 
CEA - RN Masters or 
Doctorate Week $43.98 $44.86 $45.76 $46.68 

17 G 7 a 

CEA- EN Cert IV 
(unless upgrades the 
qual leading to 
enrolment) Week $14.56 $14.95 $15.25 $15.56 

18 G 11 

Catering Site 
Management 
Allowance Hour $2.99 $3.05 $3.11 $3.17 

19 G 12 Training Allowance 

Per 
hour of 
Training $5.61 $5.72 $5.83 $5.95 

20 G 4 c Uniform Week $7.80 $7.95 $8.11 $8.27 

21 G 13 

Medication 
Administration 
Allowance 

Per 
hour 

per shift $4.77 $4.77 $0.90 $0.90 

22 G 14 

Service 
Management 
Allowance Day $48.49 $49.46 $50.45 $51.46 
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Fair Work Act 2009 
s.185—Enterprise agreement

Catholic Healthcare Limited
(AG2019/1871)

CATHOLIC HEALTHCARE RESIDENTIAL AGED CARE 

ENTERPRISE AGREEMENT (NEW SOUTH WALES) 2018 - 2021

Aged care industry

DEPUTY PRESIDENT BOYCE SYDNEY, 18 NOVEMBER 2019

Application for approval of the Catholic Healthcare Residential Aged Care Enterprise 
Agreement (New South Wales) 2018 - 2021.

[1] An application has been made for approval of an enterprise agreement to be known as 
the Catholic Healthcare Residential Aged Care Enterprise Agreement (New South Wales) 
2018 - 2021 (Agreement). The application is made pursuant to s.185 of the Fair Work Act 
2009 (Act). It has been made by the Employer, Catholic Healthcare Limited. The Agreement 
is a single enterprise agreement.

[2] The Employer has provided written undertakings dated 15 November 2019. Those 
undertakings are attached to this decision at Annexure A. I am satisfied that the undertakings 
will not cause financial detriment to any employee covered by the Agreement (as compared to 
the relevant provisions of the Nurses Award 2010, Health Professionals and Support Services 
Award 2010, or the Aged Care Award 2010) and that the undertakings will not result in 
substantial changes to the Agreement. I note that those undertakings become terms of the 
Agreement.

[3] Subject to the undertakings referred to above, I am satisfied that each of the 
requirements of ss.186, 187, 188 and 190 of the Act, as are relevant to this application for 
approval, have been met.

[4] The Australian Nursing and Midwifery Federation — New South Wales Branch, and 
Health Services Union of Australia NSW Branch, both being bargaining representatives for 
the Agreement, have given notice under s.183 of the Act that they want the Agreement to 
cover them. In accordance with s.201(2) of the Act, I note that the Agreement covers both 
organisations.

[5] I am satisfied the more beneficial entitlements of the NES will prevail where there is 
an inconsistency between the Agreement and the NES.

[2019] FWCA 7867

DECISION
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[6] The Agreement is approved and, in accordance with s.54 of the Act, will operate from 
25 November 2019. The nominal expiry date of the Agreement is 30 June 2021.

DEPUTY PRESIDENT

Printed by authority of the Commonwealth Government Printer

<AE506141  PR714386>
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Annexure A
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IN THE FAIR WORK COMMISSION 

Matter No.: AM2020/99, AM2021/63 & AM2021/65 

Re Applications by: Australian Nursing and Midwifery Federation and others 

STATEMENT OF JOHN EDWARD ALBERRY 

I, John Edward Alberry of Tasmania say: 

1. I am a member of the Australian Nursing and Midwifery Federation. 

Personal Details 

2. I was born on 

3. I work 64 hours a fortnight at Rosary Gardens which is part of Southern Cross Care Tasmania. 

Southern Cross Care have severa l facilities across Tasmania. Rosary Gardens is in Hobart. I 

am employed as an Extended Care Assistant (ECA) and I work full time/ part t ime. My base 

hourly rate (under an Enterprise Agreement) is $23.38. 

4. My income really on ly meets my living expenses although, with carefu l budget management, 

I am managing to save a few dollars toward my retirement. I continue to work in a physically 

and emotionally stressful workplace (even though I am nearly 64) because my low wage 

means that my superannuation balance is also low . 

5. I work weekends as part of my shift pattern, the shift pena lt ies make a huge difference to my 

take home pay. 

Work history and qualifications 

6. I have been a care worker for 15 years. I had a career change when the factory I worked in as 

a bootmaker (Blundstones) closed down in about 2003. I started at Southern Cross Care in 

around 2006. My entire career in aged care has been spent at Southern Cross Care Tasmania 

(Hobart). 

Lodged by: 

TheANMF 

Address fo1· Service: 

Level 22, 181 William St 

Melboume VIC 3000 

Telephone: 

Fax: 

Email: 

03 9603 3035 

03 9603 3050 

nwhite@gordonlegal.com.au 
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7. I have Certificate III qualifications in aged care and Certificate IV in Mental Health. Most 

learning has occurred ‘on the job’.  However, I have undertaken many educational sessions 

which have been offered in the workplace in relation to mental health, aged care, in-house 

manual handling, as well as online education which is required by my employer.  I am not 

always given time at work to undertake the education the employer directs me to complete. 

8. Despite having no formal training qualifications other than the above qualifications in Aged 

Care, I am required to support and orientate new care staff to their role and duties. 

 

Description of role and work 

9. Southern Cross Care Tasmania is a not-for-profit aged care provider.  Rosary Gardens is one 

of about 9 facilities the facilities run by them.  Rosary Gardens now has the capacity for 94 

residents, and it is currently at full capacity.  The facility is divided into 5 units.  The number 

of beds in each unit ranges from 16 to 23 giving a total of 94 beds.  I am responsible for the 

care of 23 residents in one unit and can also be called upon by staff in the other units if they 

need help.   

10. In my area with 23 residents, I work the AM shift, starting at 7.00am with one other ECA and 

an enrolled nurse.   After handover from the night staff, we aim to get 5 residents up before 

8.am.   This means attending to the toileting of the resident, assisting them with a shower or 

wash and making their bed. I help the mobile residents who want to have breakfast in the 

dining room (about 5 residents) walk to the dining room for breakfast.  I then deliver 

breakfast to residents that do not go to the dining room and assist them with their breakfast 

as needed.  Depending on the resident, some need to be fed by us, some are able to feed 

themselves. After residents have had breakfast I, and my colleagues, attend to the hygiene of 

the remaining 18 residents. Many of these residents need two people to attend to their care 

as they have limited mobility or difficulty moving safely. 

11. While caring to the residents’ hygiene needs, I can be interrupted by many things – for 

example, calls from other residents who need to go to the toilet, people complaining of pain, 

people needing help to get out of chairs and attending to falls.   I help with the morning tea 

and lunches, including assisting residents with their meals.  I complete paperwork reporting 

to the nurse if needed.  

12. The challenges in my job are to communicate well with the resident to make them feel well 

cared for and to keep their family happy.   

13. When I first started work Rosary Gardens, I usually worked the AM shift in a 36 resident unit.  

The staffing for the AM shift in that unit was 5.5 ECAs and one EN.  Other units had similar 
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staffing levels.  With those better staffing levels, there was more opportunity to sit and talk 

with residents. Following renovations at Rosary Gardens about eight years ago, the number 

of residents in each unit was reduced.  As noted above, staff to resident rations are now 

much lower.   Now, I often feel a resident needs more time, but I cannot provide it because I 

have lots of other people to care for. 

14. Work as a carer is physically hard but also emotionally demanding.  As a carer I 

face/experience a range of issues including: 

a. residents’ abusive verbal behaviour;  

b. physical behaviour (including physical assaults by residents); 

c. dealing with residents who have mental health problems and behavioural issues; and 

d. dealing with the death of residents. Over years of caring for a resident, you build a 

good relationship with them and their death can be very emotionally draining.  I feel 

that this is often not acknowledged by managers who just require you to keep on 

working when you can be distressed after a death.  In my work I care for humans and 

there is a limit to how emotionally detached I can be.  I am not a machine.  

15. Despite the challenges and stressors of my role, I enjoy making people happy and like it when 

I can go home thinking I put a smile on the face of someone today. 

 

Nature of work 

16. The work is physically hard but also emotionally demanding.  Part of the stressors of my work 

is having insufficient time to provide the care needed by elderly frail residents.   

17. The paperwork for residents is complicated.   It can take up to 1- 2 hours for nursing and care 

staff to complete admission paperwork depending upon the resident.  This means that a staff 

member is not available to provide care during that time, leaving others to pick up their 

workloads.  

18. The documentation work I do has increased and is now more computer based.  For example, I 

do hygiene charting, indicating when a resident has showered and how much assistance was 

required.  I complete bowel charts recording when a resident uses their bowels and 

additional information about the movement.  For those using colostomy bags, I record when 

this is changed.  If a resident had a fall, I am required to enter where, when, how this 

occurred.  For COVID-19 I am required to check and record any potential COVID-19 

symptoms.   

19. This has changed a lot since I started at Rosary Gardens.  We used to do written charting and 

were not required to record anywhere near as much information.  Now, reporting is done on 
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a computer at the nurses’ station.  To do this you have to log on, open the file for the patient 

and then enter the information.    

20. Over the past 5 to 6 years or so there has been a reduction in the use of chemical restraints.  

Following this, we now have more falls.   

21. I work as part of the nursing team.  I work as a team with two other care staff and an enrolled 

nurse.  The nurse is responsible for assessing residents if their condition changes and giving 

medications.  I am responsible for advising the nurse of any changes in the condition of a 

resident, doing as requested by the RN in charge of the facility, and giving assistance to 

residents and helping them with their physical needs.  

22. The nursing team cares for residents in accordance with a care plan.  I report to my EN if I see 

any changes in the behaviour of a resident or any other concerns I may have about them.  For 

example, if a resident is not drinking enough, I may suggest to the EN that the care plan be 

changed to put the resident on thickened fluids.  I would also report to my RN if there were 

any change in a resident’s attitude.  If a resident started lashing out or becoming abusive, or 

if they started a new type of behaviour like removing their clothes unnecessarily or going into 

the rooms of other residents, I would report this to the EN.  I also assess residents to make 

sure that their medications are working properly.  If I had any concerns about this, I would 

report it to my EN.  

23. I am always looking for physical changes to residents.  For example, I look for things like 

changes to the way a resident walks, or a changes to the amount of assistance a resident 

requires for lifting.  Whenever helping residents with hygiene, I always review their skin for 

any marks.  I would report any changes to skin immediately.  If I observed a change, I would 

also review the resident’s notes to see if the changes had previously been reported. 

24. I used to have fun at work caring for residents.  Now much harder because additional 

demands on my time.  

 

Skills and responsibility 

25. Since I first started working in aged care people remain in home care longer.  The age of 

residents arriving at Rosary Gardens has increased.  New residents are more frail.  They are 

also more likely to be much less capable of helping with their own care.  Many of these 

residents need two staff to attend to their care.  As a result, I am finding that more time is 

needed to help residential aged care clients, yet less staff are available.  There is more work 

to do to keep residents safe.   
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26. Residents at Rosary Gardens used to live for around 5 years after arriving at the facility.  Now 

it is more like 18 months.  As a result, we deal with the end-of-life issues and palliative care 

more often. 

27. Rosary Gardens used to have a specialised palliative care group.  This was abandoned 6 or 7 

years ago and now staff rostered on shift provide palliative care along with our other day-to-

day work. 

28. Time is also needed to address the issues of residents sympathetically because you cannot 

rush a confused person.  If you do, they are (in my experience) likely to become more 

agitated.  

29. Over the 15 years that I have been working in aged care, the number of registered 

nurse/enrolled nurses working in the area have decreased.  This has increased the 

responsibility of care workers who need to provide care – sometimes without adequate 

support and direction.   

30. When I first started work at Rosary Gardens more staff meant there was time to sit and talk 

to the residents and have fun with them. Management was there to help, and you were able 

to talk with them about concerns you had, and they would listen.   

 

Work Conditions 

31. Residents should have choice.   However, staffing levels are so low that there are real 

limitations on opportunity for residents to exercise choice.  For example, a resident who 

might prefer a night shower may not be able to be accommodated.    There is a disconnect 

between what people are told (about their ‘rights’) and the reality of what can be provided.  

This causes stress for residents, families and care staff.  

32. It is often not possible to take an uninterrupted meal break as staffing is very low and people 

are often interrupted because residents need care.  This means that I and other staff are 

reluctant to leave the premises for a proper break because we know we are probably going 

to be called back to the facility during our break. 

 

Other workload demands 

33. Funding is complicated and requires lots of justification by way of records/assessment. 

Reporting obligations, particularly for registered nurses, can be very time consuming. This 

makes them less available to help with care. 
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Additional comments 

34. I am finding that families of residents are angry.  They are telling me their family member is 

not getting the care they believe is required – and families are sometimes blaming me and 

other care staff.  This sometimes results in verbal aggression toward me and other care staff. 

Often the only person available is the carer and so we bear the brunt of their frustration.  

35. However, residents and their families also regularly thank me and other staff the care that we 

provide.  Residents tells us that they understand how busy we are and sometimes say things 

like “don’t worry about me today”.  Despite this, I always provide the best care I can to every 

resident. Some residents tell me that they reluctant to call for help.  This can lead to residents 

falling and injuring themselves.  When this happens, care staff are often blamed. 

36. As a carer who is almost at the end of my working life, it is difficult to see why a young person 

would start a career as a carer in an aged care facility at the current rate of pay.   The work 

we do is tough.  It is emotionally demanding, stressful and physically hard.  It involves jobs 

like cleaning up faeces and cleaning under foreskins.     While I find parts of the career is very 

rewarding, I don’t feel that the wages are high enough to encourage people to enter, and 

remain, in the sector. 

37. I know that I am not on the Award rate but I don’t think that $23.38 per hour is right for what 

I, and other carers, witness and deal within our working lives.  We are caring for extremely 

frail, dependent people (and their families) who need time and support to help with all 

activities of life.  These residents become well known to care staff and there is no 

acknowledgment that carers are also impacted by their deaths.   

38. An increase in the minimum award rate would reflect the value of the work care staff do and 

should encourage workers to enter into aged care rather than working at a supermarket. 

 

 

 

JOHN EDWARD ALBERRY 

29 October 2021 
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IN THE FAIR WORK COMMISSION 

Matter No.: AM2020/99, AM2021/63 & AM2021/65 
Re Applications by: Australian Nursing and Midwifery Federation and others Matter  

 

STATEMENT OF LISA MAREE BAYRAM 

I, Lisa Maree Bayram, of  Victoria say: 

1. I am a member of the Australian Nursing and Midwifery Federation.  

2. Where I refer to a conversation in this statement and I cannot remember the exact words 

used, I have stated my best memory of the words spoken, or the effect of what was said.  

Personal Details 

3. My date of birth is . 

4. I rely on my income to pay mortgage and support my child who is 6. I am a sole parent so I 

rely on my parents who are nearby to assist with my daughter, especially as I work 

afternoon or PM shift. Childcare is simply unavailable at that time and it also helps reduce 

costs. 

5. I work five shifts a fortnight including two on the weekend (7.25 hours per shift including 

payment for the meal break, so 36.25 hours a fortnight). I work PM shift exclusively as the 

Registered Nurse (RN) After Hours Coordinator or RN in charge. 

6. I spend most of what I earn on living costs. Being in my 50s I rely on my part time income 

leading up to my retirement, which I can’t see occurring until I am well into my 60s. 

Work history and qualifications 

Training and qualifications 

7. I was hospital trained at The Royal Melbourne Hospital, as a Registered Nurse with a 

certificate of nursing, and registered by the Victorian Nurses Board upon completion in 

1989). I upgraded my qualification to a Bachelor of Nursing (Conversion) in 1994 at RMIT 

University.  

8. I then did a Graduate Diploma of Clinical Nursing Practice and Management at RMIT which I 

completed in 1997. I also did a leadership program when I was at Barwon Health, and this 
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led to a Graduate Diploma of Business at Swinburne University. I completed this is 2004. This 

was very Human Resource focused and included units on change management, people 

management and leadership.  My academic records for these degree and diploma 

qualifications are Annexure LMB 1. 

9. I also completed initial training in Occupational Health and Safety in December 2020 as I am 

a Health and Safety Representative for the workplace.  

10. In terms of continuing professional education, in 2017 I did a short (3 day) Dementia 

Essentials course through Dementia Training Australia. I completed the four-day 

Comprehensive Assessment of the Older Person in Aged Care, in 2018.   

11. In 2018 I also completed the PANACEA (Pain Advocacy Nurse in Aged Care) program course.  

This program focuses on pain management in older people (especially with dementia) and 

was a “Train the Trainer” course.  This involved me and another RN colleague attending the 

PANACEA workshop and learning about the PANACEA program.  We were provided tools to 

run education sessions and given PANACEA resources.  The tools and resources included 

workbooks (different for nurses/ non-nurses), posters and booklets.  After I completed this 

training my colleague and I implemented the program in the workplace by training other 

staff.  We ran multiple workshops with RNs and ENs and Personal Care Attendants (PCAs) at 

the facility, each workshop running over several hours.  

12. I have also completed a two-day palliative care course with Gippsland Palliative Care 

Consortium.  

13. I regard continuing education as essential to my clinical role because there are constant 

changes in specialties such as aged care. Pain management, dementia/memory loss, wound 

care, continence, diabetes and other areas are all crucial to my everyday care and 

interactions with residents. Knowing best practice and the latest thinking in these areas is 

vital to my ability to do the best by my residents.  

Work experience 

14. My early nursing career was mainly at The Royal Melbourne Hospital (1989-2000) as an RN, 

Associate Nurse Unit Manager, After Hours Coordinator for the Essendon campus 

(community hospital used for surgical short stay and rehab which was largely for older 

persons) and then Nurse Unit Manager or NUM of Outpatient Specialist Clinics. 

15. In 2000, I moved to Barwon Health in Geelong as Nurse Unit Manager for their Outpatient 

Specialist Clinics. These were mainly ante-natal care and surgical specialties. There was also 

some diabetes clinics and pain management that I had overarching responsibility for.  I was 

at Barwon Health from November 2000 until August 2011.  
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16. I then had a five-year break from nursing, living in Turkey, where I had my daughter. I 

returned to Australia in 2015 and re-entered nursing at Grossard Court.  

17.  I started work at Grossard Court in November 2016. At that time Grossard Court was 

operated by Sapphire Care.  In about 2018 Sapphire Care merged with Blue Cross and in 

2019 Grossard Court was rebranded to Blue Cross Grossard Court. 

18. Blue Cross is a private, for profit, organisation operating around 34 aged care facilities in 

Victoria.   

19. When I first started at Grossard Court I worked as a part-time Clinical Care Coordinator from 

8.30 am to 4.30 pm.  After a few months I moved to PM shift (2.45 to 10 pm) as the After 

Hours Coordinator (AHC), the sole Registered Nurse rostered on evenings.  

20. My initial contract for work at Grossard Court with Sapphire Care is Annexure LMB 2.    

21. My CV up to the time I started at Grossard Court is Annexure LMB 3. 

Description of role and work 

The Grossard Court Facility 

22. Grossard Court is an 80-bed facility with occupancy currently at about 67.  The facility is a 

large, single level facility with three wings of 22 beds, 38 and 20 bed (memory support 

unit/dementia). When I commenced at Grossard Court the 22-bed wing operated as “high 

care” as distinct from the 38-bed wing which did not accommodate high care residents.  As 

discussed further below, now there is very little difference between the acuity of residents 

in the 22-bed and 38-bed wings as both contain “high care” residents.   

23. Each of the wings has a dining facility. Meals are served in each dining room by the personal 

care workers (PCAs) and the kitchen staff. PCAs do breakfast preparation (toast and 

porridge) layout and monitoring of residents in their rooms. They also do the service of 

morning and afternoon tea and lunch/dinner in both the dining rooms and in resident’s 

rooms.  

24. Residents have single rooms with en suites.  

Staffing on shift 

25. Grossard Court employs a facility manager who works Monday to Friday during office hours.  

That person has generally been qualified as a RN but is generally so busy with running the 

operational and HR issues that she has little hands-on role in clinical care or clinical 

management.   

26. The staffing on PM shift is 6.5 personal carers or PCAs, two ENs and one RN.   
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27. When I am rostered on the PM shift I have an Enrolled Nurse (EN) and two Personal Care 

Attendants (PCAs) in the 20-bed dementia wing.   About 12 of these dementia residents 

need full assistance with meals (some are choking risks, others don’t have the cognitive 

capacity to sequence eating).  At mealtimes there is another PCA who comes from the 22-

bed ward to assist.  Full assistance effectively means 1:1 help for at least 15 minutes during 

mealtime.     

28. On my PM shifts there is one EN and two PCAs in the 38-bed wing.  In the 38-bed wing, I 

believe nearly half of the residents in that wing are rated as “high care” under the Aged Care 

Funding Instrument (ACFI) based on mobility and complexity of clinical care needs and level 

of assistance required.   In 2016, I believe all residents of the 38-bed wing had a “low care” 

ACFI rating.  Currently around 6 residents in this wing need two person lifts for mobility, 

toileting and hygiene.  When I started in 2016 few residents required full assistance with 

hygiene, mobility or with meals.  Many of the residents of this wing now require assistance 

with mobility and there are approximately four who need full assistance with meals.   

29. On my PM shift in the 22-bed wing I work as the team leader and AHC together with 2.5 

PCAs. The 0.5 PCA is a short shift from 4.30 to 8 pm which is shared with the dementia unit 

as outlined above. 

30. Although I do not work on night shift I know from performing handovers and from reviewing 

documentation at the facility that the shift runs from 9.45 pm to 7.15 am.    On some 

occasions there is an RN on night shift but on other occasions there will be an EN in charge 

and no RN.  In addition, there is a PCA in each wing (so 4 staff in total for the whole facility).  

31. From reviewing documentation and receiving handovers, I am aware that the AM shift is 

staffed by one RN (the Clinical Care Coordinator), plus three ENs who are the team leaders 

of the three wings. There is also a short shift EN who works with the GPs when they come in 

to do their rounds (they also ensure that any ordered blood tests, immunisations and B12 

injections etc are followed up).  There are also 9 PCAs on the AM shift, three in each wing. 

Other staff 

32. The Grossard Court facility has two lifestyle staff who provide group activities, one on one 

social time with residents and organise special events during office hours. Previously there 

was no lifestyle staff rostered on the weekends but now there is one person on one 

morning.  

33. There is in-house physio in the facility six days a week during office hours. There is a gym set 

up for exercises, and they do assessments on new residents and work out what strategies 

we need to manage their mobility. They re-do those assessments when anyone has a fall, 

11862



5 
 

gets sick or comes back from hospital. They also look at equipment allocation based on risk 

assessments.  

34. At Grossard Court we don’t have access to an on-call doctor in the out hours and haven’t 

had this access for over two years.   

My “standard” PM shift  

35. In my role as AHC on PM shift I have overall responsibility for resident care in the whole 

facility and as the team leader for the 22-bed wing I am also responsible for direct patient 

care and overseeing the staff in that wing.  If something happens in another part of the 

facility requiring my attention, I need to drop my usual routine and attend to it.  For 

example, if a PCA found a new wound on a resident, I would need to assess this so that they 

could implement changes.  This sort of event occurs very regularly.   

36. Recently a female resident had a stroke during my shift and I spent a number of hours 

attending to her, making arrangements for end of life care, arranging an exception to COVID 

restrictions for her family to visit, for a priest to visit, for medications and for equipment 

required to keep her comfortable.  I also spent a lot of time speaking with the family in 

person and on the phone as well as making plans and giving directions to staff working in 

that section.   Each of these additional tasks also has associated paperwork.  In the same 

week, a resident in the 38 bed-wing had a fall during my shift.  I made a clinical assessment 

that he had broken his ribs.  We were unable to move him and he had to wait for the 

ambulance whilst on the floor which took two hours to arrive.  During this time, I made all 

the necessary clinical decisions, gave directions to my team to provide care to him.  I 

communicated with the ambulance officers, the family and facility management (because it 

was a category 4 notifiable incident).   

37. This workload was additional to my usual duties as a team leader and AHC as set out below.  

Practically this meant that on those days I worked late, did documentation out of hours and 

had to keep re-prioritising workloads and reallocating members of my team to try to ensure 

the regular workload was completed as well. 

38. As a result, my ordinary routine often gets put off while I deal with important issues.  

However, in the event nothing out of the ordinary arises, my routine would be as follows: 

a. Between 2.45 pm to 3 pm I do handover for fifteen minutes and do a check of the 

Dangerous Drugs (DD) safes.  As the only RN on the PM shift I have ultimate 

responsibility for all DDs in the facility and am required check the DD safes in all 

three wings at the end of the shift.   
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b. After handover I then see any residents who are on end-of-life care, new admissions 

and any residents who might have become unwell or fallen in the last 24 hours 

(mainly looking for pain management issues, and ensuring care plans are up to date, 

or changing them).  This takes an hour or so and I often need to clarify issues with 

the GP or the CCC.  People with wound management usually get assessed and 

treated on the AM shift.  Unless I have a specific hand-over or a need is identified I 

would rely on the ENs and PCAs to report any changes to wounds when they do 

their pressure area care (re-positioning people and tending to their continence and 

hygiene needs).  

c. Between 4.40 and 6 pm I start the dinner time medications for the residents in my 

wing.  I also go to check on medication needs in the other wings. While I am doing 

medications and residents are having their dinner, I also assess residents visually and 

talk to them.  Doing this I am looking for any changes in behaviour, relying years of 

experience to identify changes and new needs.  

d. Between 6 and 7.30 pm I do whatever needs to be done.  Often this will involve 

paperwork, communicating with families, doing a second round for the most unwell 

residents and covering for PCAs whilst having their breaks.  Also attending other 

wings if asked by team leaders to assist. The paperwork includes notes and charting.  

There are always people on pain charting.  For example, this is done two hourly for 3 

days post fall and for 10 days following a reportable incident.  If a resident 

experiences an increase in pain or has started new medication, they will go onto 

pain charting for a few days.  PRN (pro re nata or as required) medication also 

requires assessment and charting.   Communication with families involves providing 

updates for families following an incident such as a fall and generally communicating 

with families or residents as discussed further below.   

e. From 7.30 pm I’d be mainly doing the bedtime medication round and assessing 

residents for pain management. 

f. From 9 to 10 pm I would be completing those things that are urgent, completing 

progress notes, reporting / charting/ preparing incident reports, making or 

answering phone calls, addressing needs that PCAs are bringing to my attention and 

doing the DD counts.  I fax orders for new medications to pharmacies and other 

documents to GPs.  I’d also visit the other two sections to make sure they are under 

control. I often have to rearrange staff from one section to another to deal with an 

issue during the shift.  
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g. In addition to this, I am responsible for the roster for the upcoming night and AM 

shift so I may need to make arrangements to fill a vacancy on the roster through the 

app we have. If no-one picks up the shifts via the app then I have to get 

authorisation to ring the agency (based in Melbourne) to get someone to come in.   

h. I'm supposed to finish at 10 pm but I usually finish around 10.30. Sometimes it is 

even later. It isn't unknown that I would get home and sit at my computer for an 

hour to finish emails and reports. I usually get one short dinner break during the 

shift. 

39. The particular stresses or challenges of the work are many and varied. Being both the team 

leader for the 22 beds as well as the AHC responsible for the clinical care for the whole 

facility is almost unmanageable. 

 

Nature of work 

40. As discussed above, Grossard Court has 9.5 staff over the PM shift for 80 beds (currently 67 

residents) or 1 staff member to around 8.75 beds or 1 to 7 for the current number of 

residents. I understand that this is quite reasonable compared to many other aged care 

facilities.  However, we still don’t have time to do what we need to do for residents, 

especially in taking the time to sit and chat and help them emotionally. We certainly don’t 

have enough flex in staff numbers to cope with multiple simultaneous incidents or do 

palliative care as well as we could.   

41. There is no mechanism to escalate staff to manage changes in acuity or circumstances. The 

roster structure is flat and if three falls occur in a shift or I have residents return or go to 

hospital, I still only have the same number of staff to manage that.  

42. Based on my observation and experience, residents being admitted to Grossard Court now 

need about 50% more care than those admitted 5 years ago.  Residents are being admitted 

with higher acuity.  As addressed above, more residents are being admitted needing two 

person lifts for mobility.  More people are being admitted who are unable to feed 

themselves and need assistance to eat, to be hydrated and with hygiene.  Also, more people 

are being admitted with more advanced cognitive impairment, more people with more co-

morbidities or further advanced disease processes.   

43. I have noticed a reduction on the average length of stay since in 2016.  There are a small 

number of long-term residents, others remain for a very short term.  Generally, residents are 

coming in sicker, closer to end of life.  I have also observed that admissions are becoming 

more urgent which leads to more uncertainty.  When I started at Grossard Court, most 
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admissions happened in an orderly way.  Information that was required to generate care 

plans was collected in pre-admission consultations in discussions with an admissions nurse 

over several sessions.  As a result, residents arrived with well-developed care plan.  Now, 

most admissions are not orderly transitions but are more crisis management with a higher 

level of care required.  Residents often arrive following an accident or incident, sometimes 

directly from hospital. We no longer have an admissions nurse on site. This function is 

managed by head office.  

44. The amount of nursing care required for residents is now much higher and escalates quickly 

so within 12 months of admission there is usually a requirement for intensive nursing care 

(whereas that would be later in their stay previously).  Often a resident’s stay with us isn’t 

about living normal life but managing a series of ever- increasing health crises. For many 

residents, aged care is no longer about a home away from home but entering a semi-

hospital or sub-acute setting after no longer being able to cope with living at home or 

experiencing an acute health episode. As a result, nurses in particular, but also carers, need 

an increased amount of specialist knowledge and updating.   

45. On top of that there are now less nurses to PCAs in the skill mix and fewer staff overall 

compared to 2016.   

Care plans 

46. Since 2016 there have been major changes to care planning which is associated with the 

aged care standards, particularly, respecting resident choice and there is increased 

documentation.  The development of care plans is a significant but necessary burden on 

nursing staff’s time.  

47. Care plans are essential for the management of residents in residential aged care. Care plans 

outline the day-to-day care requirements of residents and the expected outcomes. They also 

document clinical care needs for residents with complex health issues and multiple co-

morbidities. These documents are more and more important as the care needs of residents 

are becoming more and more complex, and length of stay is often short and more intensive. 

These documents are made up of an extensive set of assessments covering all aspects of 

care from assistance with meals to safe transfers and fall risks; diabetes management to care 

plans for oxygen and CPAP machines (for sleep apnoea). Care plans also provide an outline 

for the management of lifestyle, behaviour and social needs.  

48. All staff in the facility are involved in the development of care plans and all staff are 

expected to utilize the care plans and contribute to their updating. RNs and EENs have a 

significant role in developing the care plans especially with respect to the clinical care and 
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complex care needs. PCAs contribute consistently with input on general care needs such as 

hygiene needs, nutrition, safe transfers and social needs.  

49. Care plans are made up of a series of assessments.  For all new residents, there are around 

30 assessments, all of which are done by nursing staff with some assistance from allied 

health professionals.   This involves many hours work.  Care plans are also routinely updated 

every few months and every time there is a significant change in the condition of the 

resident. For example, care plans are updated if a resident had a fall or when they 

deteriorate and progress towards end of life. This is a significant work commitment for 

nurses in particular.  This takes nurses away from direct resident care and places the burden 

of general care on PCAs who must then rely on the care plan to inform their care, with less 

direct supervision from nurses. 

50. Nursing staff rely heavily on PCAs for the day-to-day implementation of care plans and to 

provide information about required changes.  PCAs implement the day-to-day requirements 

of a care plan in relation to hygiene, continence needs, showering and dressing.  In doing 

this, PCAs are expected to be assessing residents and reporting what they see to their team 

leader.  PCAs regularly provide feedback to nursing staff about changes to residents, such as 

a resident being in bed more often, whether continence aids are working and skin changes.  

If a PCA observed something like red skin on a resident, they would be expected to report it 

to their team leader.   This may lead to further assessment by nursing staff and action such 

as a skin integrity and risk assessment and changes to a resident’s care plan.  PCAs may then 

carry out changes to a care plan, such as getting a resident an air mattress, sheep skin or 

changing the resident’s moisturising regime.   

51. PCAs are also required to do a lot of charting.  For example, residents will require charting of 

food intake, urine output, bowel use.  PCAs will document issues such as whether or not an 

air mattress is working properly and will help with charting pain.   

Advanced care directives  

52. Advanced care directives may indicate a patient’s preference not to be resuscitated or not to 

be admitted to hospital.  This reflects the increased general understanding that sending 

older frail residents out of their environment may have detrimental effects on them. We use 

advanced care plans for everyone. These plans are made in advance with the best intentions 

in the world. However, the new resident centred processes aren’t matched by additional 

resources at the facility to implement the plans.  For example, palliative care drugs, 

analgesia and additional staff are required to do palliative care properly, when the choice is 

not to go to hospital. 
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Medications 

53. Following the Royal Commission into Aged Care Quality and Safety, I have noticed a 

significant reduction in the use of medications to manage changed behaviours but also pain.  

There are new rules around prescribing medication.  I have spoken to GPs and seen 

documentation reflecting the changing attitudes to the use of medication.  Doctors are more 

reluctant to prescribe psychotropic and hypnotic drugs – both long term and PRN.  Even with 

basic pain relief like Panadol or Endone, they are averse to leaving PRN orders in place. This 

means that both behaviours and pain are harder to manage and are sometimes 

exacerbated. This change may lead to some outcomes which are better for residents, but 

only if the staff are trained to use non-pharmacological strategies to manage the behaviours 

or long-term pain.  This reduction in use of restraints even flows over to acute pain relief as 

doctors are reluctant to prescribe morphine PRN for example over a weekend. This means 

staff are required to have higher skills, especially RNs and ENs to manage without these 

drugs and other carers also need to understand and adapt to the flow on effects in terms of 

changed behaviours and care requirements.    This creates particular difficulties where there 

is no GP access and a resident is in significant pain.  This is now a continuous problem. 

COVID-19 

54. Because of COVID-19 we have introduced significant infection control measures at the 

facility.  The doors to the facility are now locked.  The main entry to the facility is closest to 

my section.  As a result, I am often the one who has to do the entry screening (temperature 

checking and log-in).   

55. For all staff the COVID requirements have added extra tasks. When we are on COVID-19 

restrictions we have to manage the bookings for residents – on 5 August for example we 

went from 2 visitors a day to no visitors. That means extra calls and then arranging remote 

contact for residents.   

Infection control 

56. Infection control has always been a key role in residential aged care, but with COVID the 

basic levels of infection control (like handwashing, cleaning etc) are higher day to day.  The 

education and training that was required to implement this higher standard was enormous. 

There were a number of short courses that RNs had to take on and then train ENs and PCAs 

– donning and doffing for a COVID-19 case in particular. We had lots of people coming in, 

including Monash Uni, to do training.   
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57. During the 2020 COVID-19 lockdown we had five or six people in isolation at any given time 

because of new admissions, residents returning from hospital or residents showing 

symptoms.  Staff were required to put on full PPE when we entered the room of residents in 

isolation. Our two residents who go off site for dialysis were in isolation at all times whilst in 

the facility over this period.   If any resident gets a cold they need to be treated as a 

suspected COVID case. This means a lot more layers of process to get the same work done 

and a much higher level of understanding of the risks and the need to do it 100% right – 

especially among the EN and PCA group.  Reinforcing that education occurred virtually every 

hour in mid to late 2020. These infection control measures are on-going – every outbreak 

and lockdown we have to reintroduce quite stringent requirements. The changes are almost 

normalised now but adds another layer of work and responsibility.     

Food, nutrition hydration 

58. With food, nutrition, and hydration there has been a major increase in skills and 

responsibility. Many more people have complex health issues including dementia, diabetes 

or haemodialysis, and with these conditions come major food, nutrition and hydration 

needs. This area is much more at the forefront within residential aged care. Each of these 

conditions has different needs – whether fluid restrictions, weight loss monitoring, 

swallowing assessments, skin integrity checks etc.   

Continence 

59. With continence care we have a number of residents with in-dwelling and supra-pubic 

(abdominal) catheters  – probably about six or seven and two residents with colostomies. 

Nursing staff at Grossard Court need to know about infection and skin risks as well 

hydration/nutrition needs to manage them appropriately. There is a level of technical skill 

that PCAs need as well – they will empty the catheters and record the output. PCAs would in 

some cases change the colostomy bags and record that.  Maintaining continence has been 

an increasing  focus over the 5 years that I have been at Grossard Court.  We use strategies 

to maintain continence such as toileting regimes for as long as possible, rather than relying 

on continence aids.   

Dementia 

60. With dementia care we have the small memory support wing but of the other 50 odd 

residents there would be a significant proportion – perhaps 60% - who have short term 

memory loss through to moderate diagnosed dementia. That means everyone working in 

the facility has to be cognisant of the behaviours, how individuals present differently with 
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dementia (aggressive, sundowners, wanderers and how they display these symptoms which 

are unique to them), how to respond and how to deescalate. Carers and nurses also need to 

know how to find meaningful activities for each person – the things that engage them and 

provide meaning. This has made the work more complex and needs a higher level of skill and 

responsibility to deal with the myriad of different forms of dementia.   

Mobility, falls and restraint 

61. With regards mobility and falls, we have had several bariatric (obese) residents until 

recently. However, we haven’t had and still don’t have appropriate equipment and 

infrastructure to manage them.  

62. Changed attitudes within the last 5 years to resident rights and the use of restraints mean 

that residents (e.g. with serious dementia) are allowed to wander or walk. We have to do a 

risk assessment around the fact that we are letting someone who is a falls risk wander. We 

need to involve the doctor and the family in that process and gain consent. This is a whole 

new area of process of consultation and documentation.  The need for a risk assessment 

flows to other areas – e.g. a resident riding their electric scooter around the facility or on the 

street. We had a lady who was getting disoriented at night-time and we needed to put her 

bed against the wall. Again, this needed a risk assessment, as there is a risk of falling and 

getting stuck near the wall.  Each of these risk assessments needs to be updated regularly (at 

least each several months). Again, if someone who has had a stroke and has swallowing risks 

but wants to eat solid food – we need to do a risk assessment and involve the family and 

doctor. Resident choice is leading to increased acceptance of risk, and made life more 

complex inside residential aged care. 

63. Keeping immobile people up and around so they have some movement is another new focus 

at Grossard Court. This is important to residents but involves a lot more work for staff in the 

facility.    

64. With social supports, the biggest challenge has been COVID. For the residents who are 

cognitively intact the lack of family contact has had significant impact on their life and the 

staff are trying to fill that gap. The staff, especially the PCAs are getting emotionally closer to 

the residents which creates its own issues. PCAs also have to manage the remote contact as 

well as the increased emotions of window visits. There is sometimes an increased emotional 

response that residents have after having had remote contact or window visits.     
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Documentation 

65. There are increased reporting requirements in Aged Care.  For example, with the new 

Serious Incident Response Scheme (SIRS), you have to go into details about the resident’s 

condition prior to the injury and all kinds of risk assessments re fall risks or skin tear risk.  

These issues are discussed further below.  This wasn’t required in this degree previously. 

While all this information is captured in routine progress notes, we are required to re-write 

it in a new form. In relation to our Incident Management System, previously you just had to 

tick a box that the family had been called. We are now required to document that open 

disclosure has occurred. Now you have to say when the call took place, who it was with, 

what was discussed and the outcome of the call.  

Changes to my role 

66. Over the past 5 years the scope of my job has changed and the complexity of the role has 

increased. There is more crisis management, more interventions, increased documentation, 

changes to expectations, increased resident choice and so on.  All of this has occurred within 

the context of greater acuity and the same or less staff. When I think of my time in the 

public acute hospital system, I think many of the nursing roles there are quite predictable. 

Each specialty area is narrower in scope, people have known illnesses trajectories, there are 

well defined options for treatment and there are clear pathways to achieving a good 

outcome. In aged care the scope is much more varied, there are more unexpected crises and 

the outcomes aren’t always as positive. On top of that, because the facility is the resident’s 

home residents have more say about their whole life (as do their families) which is different 

to a hospital setting. So the need for nurses and PCAs to adapt to changes in resident wishes 

and expectations around care, is higher in my view in aged care than it is in the acute 

setting. People do die in hospitals, but by and large people come in sick and go home well. In 

aged care we need to deal with loss and grief more regularly and that is both a skill and a 

burden for staff. In aged care we also need to form relationships with residents because they 

are there for a relatively long time – to understand their interests, their families, their 

emotional needs. In a hospital setting the patient is there, usually, for only a short time, so 

the social and emotional side is in a narrower scope and the clinical nursing is the most 

important.  
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Skills and responsibility 

67. When on shift as the AHC I have ultimate clinical responsibility for everything that happens 

in the facility as the delegate of the CCC. 

68. In my role as an RN, team leader and AHC, I have to manage staff, including any reports in 

relation to medication errors or poor behaviour.  I may need to deescalate conflict between 

staff and counsel them to get a return to a decent working relationship. I’m responsible for 

the whole facility on the PM shift.  

69. I’m also responsible for the whole facility outside of office hours with regards other non-

clinical issues – fire brigade, issues in the kitchen, badly behaving visitors. I’m also 

responsible for management of equipment and infrastructure so I may need to get things 

fixed e.g. lifting equipment or beds. 

70. As noted above, I am responsible for all DDs when on shift.  All ENs at Grossard Court are 

endorsed ENs (EENs) meaning they are able to administer medication.  However, EENs can’t 

give out PRN medications without RN approval, they cannot open the DD safe without a RN 

and can only administer regular prescribed DDs under the supervision of a RN. 

71. I also regularly interact with families of residents.  I keep families aware of issues with 

residents.  Sometimes, family members call the facility to discuss other issues with the 

family.  For example, if the son or daughter of a resident was being admitted to hospital, a 

resident may be upset or concerned.  The family may ask me to inform a resident about this.  

The need to assist with communications between families and residents is even more 

challenging now with the COVID restrictions on visitors.   

72. I am also responsible for dealing with incidents, falls, unexpected illness or deterioration, 

deaths and  mandatory reports across facility. This involves assessing, changing care plans, 

accessing resources (ambulances / hospitals ) documenting and calling families.  Reporting 

requirements have increased, especially following the Royal Commission and the 

introduction of the Serious Incident Response Scheme or SIRS. SIRS requires us to not only 

deal with issues through our own Incident Management System but notify the Aged Care 

Quality Commission when any of eight types of notifiable incidents occur. These notifiable 

events are divided into Priority 1 and Priority 2 incidents – the former, more serious 

incidents, must be notified within 24 hours and, from October, the latter must be notified 

within 30 days. Just getting all the nursing staff on board with these new systems has been a 

challenge and learning curve for all of us.   

73. Not having access to doctors in the out of hours is also an extraordinary stress. Treatment of 

something as simple as a urinary tract infection can be delayed with serious consequences 
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because of this lack of access to a doctor.  A GP attends Grossard Court on early Friday 

afternoon and not again until Monday afternoon – therefore residents can be distressed for 

the whole weekend or decline. During the 2020 COVID second wave, the facility had access 

to public sector hospital in-reach nurses, with ability for ED phone admissions. However, the 

link to hospitals has been cut back and there is now no formal consultation mechanism and 

no public acute ‘in reach’ service. We need to be able to identify issues in order to escalate 

issues out of facility –senior nurses in a hospital have so many more resources to address 

clinical issues. 

74. Additional nursing requirements have emerged even over my time at Grossard Court. There 

is a greater need for more advanced clinical assessment. There are more haemodialysis 

residents living in aged care than ever before including two residents at Grossard Court.  

High level nursing care is required to look after persons requiring haemodialysis involving a 

different skill set. Residents of Grossard Court go out for their dialysis. However, we need to 

be able to look after their fistula and their end stage renal needs (which are different with 

regard fluid restrictions, end stage medications, diet etc.).  

75. There is now more use of morphine syringe drivers and better palliative care management 

skills are required. In one case at Grossard Court we have even used a syringe driver to 

manage end stage COPD (chronic obstructive pulmonary disease) for almost a year. The use 

of morphine pumps requires significant knowledge and skill.  Recently, three Grossard Court 

residents were on morphine pumps in end of life care at the same time.  This created a huge 

workload. 

76. We have four residents on continuous oxygen therapy. Until recently this number was even 

higher.   Continuous oxygen therapy was less common for residents if Grossard Court in 

2016.  In providing oxygen therapy we use both oxygen cylinders and oxygen concentrators. 

This requires additional skills to learn the equipment and to monitor the condition of the 

resident. 

77. We also have more residents using CPAP machines to assist sleep apnoea. There are around 

four or five residents in the facility currently using these machines.  In 2016 we had one.  

While these machines are not complex, you still have to know how they work.  Furthermore, 

we now have to document when we hook the resident up to the CPAP and when we take 

them off, as well as when they are cleaned.  Previously the resident would manage this 

themselves.    

78. Better pain management expertise is still needed at Grossard Court.  All staff also need 

better dementia specific training, wound care and medication management skills.  There are 
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still deficits in some areas but there has definitely been incremental change and 

improvement over the last five years.  

79. Blue Cross Staff have a set of on-line education modules to be completed every 12 months.  

RNs, ENs and PCAs are also provided with 1.5 days of mandatory training each year which 

includes sessions on dementia care, palliative care and would care.  I believe that this has 

contributed to an increase in skills.  As a result of COVID, there has been a significant 

increase in infection control training as discussed above.  This is ongoing.  

80. One of the biggest issues we all face at Grossard Court is the advanced care planning and 

critical incident management and trying to get the balance right between the rights of the 

resident and doing the best by them clinically. For example, someone may have end stage 

dementia and have specified in their advanced care plan that they don’t want to go to 

hospital.  However, if they then have a fall and have a considerable injury, what do we do?  

These are difficult decisions but, unfortunately, the resources available to me at the time will 

often dictate the outcome rather than the resident’s wishes. You have to try to manage the 

expectations of the family, the decisions of the resident, the risk assessment (clinically) as to 

whether to send them to hospital and what resources we have to manage them if they are 

kept in the facility. This can be a no-win situation. Whatever decision is made is never 

optimal. The skills of building trust with the family and good communication are essential. A 

key role is to try and help the family make good decisions at critical times, usually when 

there is a lot of stress present.   

81. Working out what information residents and their families want also requires significant 

skill.   Some people want all the available information.  Others want you to make the 

decisions.   My role is often to work out what information people want and in how much 

detail.  This is a balancing act because it is essential to be honest and acknowledge when 

things go wrong.  Good communication involves building trust.  This takes time, speaking 

with families, phone calls and meetings.  Sometimes it means giving recommendations, 

asking questions.  Sometimes it involves knowing to say nothing at all.   

82. Recently, in a two week period we had two residents fall within a few days of each other. 

Both were assessed at the time by the nurse on duty and appeared to have minor injuries. 

They were both very advanced in age and one had end stage dementia. A couple of days 

later both became quite unwell and presented like they had a fracture. Both had an injury 

which probably needed treatment. However, because of their advanced age, their dementia, 

their care plan and the family wishes, we didn’t send them to hospital. The problem is we 

didn’t have extra staff to look after them or PRN analgesia or access to a doctor out of hours. 
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One died and the other is still with us in palliation. At the same time, another resident who 

had had a massive bleed and had been sent to ICU in the hospital came back to us.  We had 

to provide end of life care for this lady.  She decided that she did not want any more 

treatment this involves detailed discussions with her, her family and GP. We managed her 

symptoms and pain and agitation.  She also died. Again, there were no extra staff and we 

were still doing all of our usual work.    

83. I would say that while there are still gaps in PCA education, there wouldn’t be a PCA 

employed at Grossard Court who doesn’t have a Certificate III or Certificate IV.  

84. The education for all staff has increased, especially short updates and courses. Most nurses 

do their 20 hours of mandatory CPD for registration plus additional hours. You need to do 

this just to keep abreast of developments. We have three days paid leave in our enterprise 

agreement but leave is often hard to organise and get authorised. So often any CPD is in our 

own time. 

 

Work Conditions 

85. The resources are the main limitation and challenge in our work environment. I try and 

advocate for better resources. For example, I tried to advocate around access to doctors. I 

have also been advocating for better palliative care management - trying to get a better 

palliative care tool that we have trailed but we are not currently allowed to use.  I am also 

advocating for better staffing. 

86. The work for nurses and PCAs involves occupational violence and aggression.  There are two 

types of occupational violence and aggression we experience in the facility.  Firstly, there is a 

clinical aspect to occupational violence and aggression from residents with cognitive 

impairment.  The most prevalent source of this is residents with dementia.  Staff have 

become more adept at recognising trigger points, understanding how aggression manifests 

in individual residents, how to react when it happens and then how to de-escalate. There is a 

high level of skill required to reduce these incidences.  Secondly, we also experience 

occupational violence and aggression from visitors and families.    

87. As noted above, many residents at Grossard Court require a two person lift.  This makes life 

very tough at night if there are multiple calls for toileting.  Staff also struggle with analgesia 

and palliative care to keep residents comfortable in a timely manner. Care needs at night 

have become higher as resident acuity increases. Yet there are the same number of staff and 

often no RN is available.  I know this based on discussions at handover and documentation 
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about night shift, and the state of residents make clear that there are struggles with 

analgesia and continence over night. 

88. Getting antibiotics or analgesia for a resident is extremely difficult in the out-of-hours. If 

something happens during the PM or night shift we need to make a call about whether to 

get them into an ambulance and off to Wonthaggi Hospital. Sending them to hospital isn’t 

an easy call. The hospital tells us that they are not enthusiastic about receiving our residents, 

especially at night.  There are hospital ‘in-reach’ nurses available if requested –for help with 

things like catheters, new stomas, high level wound management or follow up people who 

have been in hospital.  However, they are only available during office hours. During COVID 

they worked extended hours (until 8pm and on weekends). Their role is to keep people out 

of hospital.  However, there is only one “in-reach” nurse rostered on each day for South 

Gippsland to assist several aged care facilities. They are based at Wonthaggi but because 

they service so many facilities they are often pre-scheduled at other places and are 

unavailable. 

89. As noted above, all residents at Grossard Court have single rooms with en-suites.  This is 

essential for privacy and infection control. However, it makes the work of carers, ENs and RN 

harder as we can’t see and monitor each resident easily and, with increasing acuity, many 

spend longer periods in their rooms. Newer, more spacious buildings are definitely a major 

development of the last 20 years. But while physical infrastructure has improved 

enormously the layout has made it harder to deliver care.  

90. Peer support is also a great challenge. In the public sector I had lots of other RNs and 

specialists around me to bounce ideas off or share information. Now I only see the other RN 

at handover and our Clinical Care Coordinator works 7-3pm so I don’t get much time with 

her. From a peer support perspective and a continuity of care perspective there isn’t the 

cross over that enables us to easily share information or develop strategies and plans.  More 

cross-over would make provision of care easier.  I’m not aware that Blue Cross runs any 

community of practice that you can reach out to for new ideas or to share innovations. I 

understand that the Clinical Managers (including the AM CCC from Grossard Court) meet 

regularly across different facilities and they have some education woven into their meetings.   

The Clinical Manager might bring information back from meeting and share it with staff at 

facility.  Other RNs (like me) and ENs do not have meetings like this.   
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Work in the aged care industry 

91. I think the work we do is valued, especially by residents and their families. It is probably 

more valued now by the community because of COVID and the outcomes of the Royal 

Commission. However, I feel that ‘value’ is not reflected in the remuneration, resources, 

staffing or education that we receive. 

92.  While there are lots of challenges, I enjoy the responsibility in residential aged care. I like 

being able to coordinate activities and respond to challenges and get good outcomes for 

residents.  I enjoy the mentoring (consistently coaching) and teaching of ENs, sharing 

knowledge and experience and explaining how I arrived at clinical decisions for residents, 

and high-level intensity of the role. I also enjoy the interaction with the family and enabling 

them to make good decisions for their loved ones.   It is always challenging because I don’t 

know the past experiences of families, but it’s about using your own life experiences as well 

as extensive nursing experience to guide people in really important decisions. 

 

 

 

LISA MAREE BAYRAM 

29 October 2021 
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SCHEDULE 1 - Employment Terms and Conditions 

The Employer: Sapphire Care Pty Ltd ("The Employer") 

The Employee: Lisa Maree Bayram ( "You" ) 

1. Position and Reporting Relationship 

f~ SapphireCare 
. • 'Care as I would like it' 

The position is that of Registered Nurse (Team Leader) reporting to the Residential Manager. 
During the continuance of your employment you shall perform the duties set out in your position 
description, and also undertake such other duties as may be assigned to you by your above
named manager or the Chief Executive Officer of Sapphire Care. 

2. Applicable Award/Agreement 

Your conditions of employment will be as per Sapphire Aged Care Pty Ltd Enterprise 
Agreement 2015 ("the Agreement"). 

3. Date of Commencement and Contract Period 

The proposed commencement date of your employment Monday 7th November 2016. Your 
employment will be on a casual basis working as operational requirements deem necessary. 

4. Location 

The role will involve you being based at Grossard Court and may also involve you undertaking 
work at Sapphire Care residences and other locations as circumstances warrant. 

5. Remuneration 

a) Classification 

Your classification is Registered Nurse Grade 4a Year 1 (YW1A) 

Your salary shall be $39.2226 gross per hour exclusive of Sapphire Care's statutory 
obligations under Superannuation legislation. In accordance with the Agreement, you 
will be paid a 25% loading which is lieu of any entitlement to annual leave, sick leave and 
other leave entitlements. Therefore, any work conducted will not count as service for leave 
entitlement as outlined in the Fair Work Act, other relevant legislation and the Agreement. 

b) Superannuation 

The employer superannuation contribution in this contract is calculated in accordance with 
the Superannuation Guarantee (Administration) Act 1992. 

The employer contribution will be made to a complying superannuation fund that you 
nominate. It is up to you to provide Sapphire Aged Care with the relevant information and 
details of this fund. A Choice of Superannuation Fund - Standard Choice Form is attached 
for your convenience. If you decide not to choose a superannuation fund and / or fail to 
notify the organisation in writing of your choice prior to your first pay cycle, Sapphire Care 
will offer a default fund. 

Form No: 1.11.11 
Date of issue: 
07.07.15 

Page - 1 - of 4 
Version: 5 
Approved HR 
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r SapphireCare 
_,a. 'Care as I would like it' 

c) Pay Period 

Your cash salary will be paid fortnightly two (2) weeks in arrears to a bank account or 
accounts nominated by you. 

6. Police Record Check 

Your employment is subject to a satisfactory Police Record cneck being provided to Sapphire 
Care prior to your commencement. In the event the Police Record Check is unsuccessful or 
not sighted by your Manager prior to the commencement date of this contract, Sapphire Care 
reserves the right to withdraw this employment offer. 

The Police Record Check is to be obtained at your expense. Satisfactory, ongoing, three-yearly 
Police Checks obtained at your expense will be required as per the Aged Care Act 1997 (Cth). 

You are obliged to disclose any relevant criminal charges or convictions which would disqualify 
you from being employed in the period between the three (3) yearly checks. You are required 
to read and comply with Sapphire Care's Criminal History Record Checks Policy and Procedure 
containing information relating to the types of offences which would disqualify you from 
employment. 

7. Hours of Work 

Shift(s) will be offered as deemed necessary to fulfill operational requirements. However, you 
may be asked to assist in other areas, vary your working times, hours and perform tasks, which 
are consistent with your skills and abilities. 

8. Leave 

a} Unpaid carer's leave 

You are entitled to a period of up to two (2) days unpaid carer's leave for each occasion 
when a member of your immediate family or household requires care or support because of 
personal illness or injury or an unexpected emergency in accordance with the terms of 
Sapphire Care's policies as amended from time to time. 

At Sapphire Care's request, you may be required to provide a medical certificate from a 
registered health practitioner as evidence of illness or injury to establish your entitlement to 
personal leave. 

b) Parental Leave 

You will be entitled to parental leave in accordance with the Agreement. 

9. Sapphire Aged Care Values, Code of Conduct, Policies and Procedures 

Sapphire Care has a number of documents that detail expected standards of behaviour and 
deal with workplace issues. You are required to be familiar with the Code of Conduct; and 
Policies and Procedures and to comply with them. These documents may be amended by 
Sapphire Care from time to time. Whilst you are required to comply with these documents they 
are not incorporated into, or otherwise included into, your contract of employment with Sapphire 
Care (including this contract). 
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10. Performance Review 

Sapphire Care shall conduct a formal review of your performance on an annual basis. 

11. Termination 

Sapphire Care may terminate your employment in accordance with the Agreement and the Fair 
Work Act 2009 (Cth). 

12. Return of Company Property 

Upon termination of your employment, all property, materials and items issued to you and/or 
belonging to Sapphire Care or any related entities of Sapphire Care, including but not limited to 
office keys, motor vehicle, mobile phone, business cards, documents or records of any nature 
held by you, computers, papers, computer disks and CD's, and any other items in your 
possession or otherwise under your control which belong to Sapphire Care must be 
immediately returned to Sapphire Care. 

13. Confldentlality 

In the course of your employment, you will have access to and will encounter information 
relating to Sapphire Care and its business and assets. You must treat all information as 
confidential. You must only use, copy and reproduce this information for purposes directly 
associated with your employment with Sapphire Care. You must do all things necessary to 
safeguard the confidentiality of this information, in particular by ensuring that it is stored 
proper1y and securely. Upon termination of your employment, you must return to Sapphire 
Care all documents or copies of documents containing this information. 

Your confidentiality obligations do not apply to information, which Is within the public domain, 
other than as a result of a breach by any person of their obligations of confidence. 

14. Intellectual Property 

This contract requires that you assign to Sapphire Care a!I intellectual property rights in the 
works created by you during your employment with Sapphire Care (refer to Code of Conduct). 

15. Moral Rights 

It is a condition of employment that you confirm that you will not exert your moral rights during 
your employment with Sapphire Care. 

16. Variation 

This agreement may be varied at any time while it is in operation, by written agreement 
between you and Sapphire Care. 

17. Entire Agreement 
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This Schedule and the attached documents contain the entire understanding between you and 
Sapphire Care concerning the employment and supersede all prior communications between 
the parties. 

To accept this offer, please sign and return this agreement. 

its authorised representative 

Date 

Acceptance by Employee 

I, LISA MAREE BA YRAM accept the terms and conditions of employment set out above. By 
· nd by its terms. 
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7t11 November, 2016 

Ms. Lisa Bayram ••• --
Private & Confidential 

Dear Lisa, 

SapphireCare 
• · 1re as I would Irk@ 1t 

Re: Confirmation of Change of Employment Status 

This letter serves as confirmation of your change of status from a casual to a permanent Employee with 
Sapphire care Pty Ltd. This appointment is for the role of Clinical Manager reporting to the Residential 
Manager at Grossard Court effective on 7 November 2016. 

Your ordinary hours of work for the position are confirmed as part-time, thirty (30) hours per fortnight. 
Your days of work will be Tuesday and Thursday. Your employment is for a fixed term commencing 7 
November 2016 and terminating 31 January 2017 or until such t ime as the incumbent returns to work, 
to cover a period of parental leave subject to the termination clause of this agreement. 

Your classification is Registered Nurse, Grade SB 

Your salary is $43.0363 gross per hour exclusive of Sapphire Care's statutory obligations under 
Superannuation legislation. 

Your conditions of employment w ill continue be as per the Sapphire Aged Care Pty Ltd Enterprise 
Agreement 2015 nhe Agreement"). 

As a [part-time Parental Leave Replacement Employee, you may receive a lower hourly rate of pay than 
a casual employee, however you will be entitled to various additional conditions of employment 
including paid annual and personal leave as set out below. 

a. Qualifying Period - In accordance with the Fair Work Act 2009 (Cth), a six-month qualifying 
period will be applicable to your employment with Sapphire Care. Please note, during this 
period of employment you should not assume continuation of employment until you have been 
notified of such. (this is option or the amount may be reduced} 

b. Annual Leave -you are entitted to 

25 days annual leave pro rata for each completed year of service 

You are also entitled to 17.5% annual leave loading paid as prescribed by the Agreement. 

Employees who work a significant number of weekends are entitled to an additional week's leave 
under the terms of the Agreement. Employees who wortc part time accrue annual leave on a pro 
rata basis. 

1· Page 
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Your starting date of this appointment will determine the cycle of your annual leave. An application 
form should be completed by you and authorised by your Manager in advance of when you wish to 

take annual leave. 

Sapphire Care encourages the taking of annual leave as part of its work life balance program. 

c. Personal/carer's Leave - You are entitled to paid personal leave that can be used for either sick 
or carer's leave in accordance with the terms of the Agreement and Sapphire Care's policies as 
amended from time to time. Employees who work part time accrue personal leave on a pro 
rata basis. 

If all of your entitlement to paid personal leave has been exhausted, you are entitled to a period of 
up to two (2) days unpaid carer's leave for each occasion when a member of your immediate family 
or household requires care or support because of personal illness or injury or an unexpected 
emergency in accordance with the terms of Sapphire Care policies as amended from time to time. 

At Sapphire Care's request, you may be required to provide a medical certificate from a registered 
health practitioner as evidence of illness or injury to establish your entitlement to personal leave. 

Personal leave will not be paid out on termination of employment. 

d. Performance Review - Sapphire Care shall conduct a formal review of your performance on a 
biannual basis. 

e. Termination - Either you or Sapphire Care may terminate your employment at Sapphire Care any 
time with not less than: 

Period of Continuous Service Period of Notice -

Less than 3 yrs 2 weeks 

Over ~ yrs - completion of 5 yrs 3 weeks 

Over 5 years 4weeks 

Sapphire Care may elect to terminate your employment without notice upon payment to you of a 
sum equal to the salary you would have earned if you had worked out the required notice period. 

If at the time of termination you are over 45 years of age and have completed at least two (2) years 
of continuous service with Sapphire Care, you will receive a further one (1) weeks notice. 

Where your employment is terminated in circumstances warranting summary dismissal, no notice 
period or payment will apply. 

f. Conversion back to casual - you may elect to return back to a casual employment arrangement 
with two (2) weeks written notice. You need to understand that this will change your 
employment entitlements and you will no longer have permanent hours of employment. 

I• Other terms & conditions - all other terms and conditions remain as per your original Casual 
Employment Contract including Company Property, Confidentiality, Intellectual Property, Moral 
Rights and Variation . 

-2- I P age 
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Your ongoing employment with Sapphire Care will continue to be subject to a satisfactory Police Record 
Check and Right to Work entitlements being provided to Sapphire Care for verification prior to expiry. 
In the event the Police Record Check is unsuccessful or not provided, or your working entitlements 
preclude you from fulfilling your contracted hours, Sapphire Care reserves the right to terminate your 
employment. 

Please confirm your acceptance by signing and returning this letter to me as soon as possible to confirm 
your agreed conditions of employment with Sapphire Care. 

I look forward to continuing to work with you to provide high quality services to customers of Sapphire 
care. We hope you continue to find your role challenging and rewarding. 

Signed by SAPPHIRE CARE Pty Ltd Its authorised representative 

-~\~\~ 
a{2.,, Position Date 

Acceptance by Employee 

I Lisa Bayram, accept the terms and conditions of employment set out above. By signing this letter, I 
agree to be bound b Its terms. 

/I~ II 6fr-iKIJ114 
Employee Name loate 
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Name: Lisa Maree Bayram (Adair) 

Address: 

Telephone: 

Date of Birth: 

AHPRA Registration no.: 

PAST PROFESSIONAL MEMBERSHIP: 

Member, Royal College of Nursing Australia 1997 - 201 1 

Victorian Outpatients Benchmarking Group 2003 - 2011 (Chair 2007 & 2008) 

Department of Human Services (Department of Health) 'Outpatient Innovation and 
Improvement Strategy' Advisory Committee - 2008 

Department of Human Services (Department of Health) Working Parties; 
Victorian Public Hospital Specialist Clinics 'Discharge Guidelines' 
Victorian Public Hospital Specialist Clinics 'Access Guidelines' 
Victorian Public Hospital Specialist Clinics 'Self Assessment Tool' 

QUALIFICATIONS 

Graduate Diploma of Business in e-Business & Communication 
Swinburne University 2005 

Graduate Diploma in Clinical Nursing Practice & Management 
R.M. I.T 1997 

Bachelor of Nursing 
R.M. I.T 1994 

Graduate Nurse Programme 
The Royal Melbourne Hospital 1989 - 1990 

General Nurse Training 
The Royal Melbourne Hospital 1986 - 1989 

Curriculum Vitae 2016 2 
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EXPERIENCE 
 
 
2011 - 2015  
During this time I resided in Turkey with my family. There I worked in our family business in 
tourism and retail. I undertook merchandise display, purchasing, stock management and 
customer service, particularly engaging and assisting foreign tourists. 
  
I also attended Ankara University’s Language school, tutored children in English, and was 
active in an International Women’s Group through the St. Paul Cultural Centre, whilst 
immersing myself in the Turkish culture and society. 
 
 
 
 
2000 - 2011  Barwon Health – The Geelong Hospital 
    Nurse Unit Manager – Outpatients 
 
 
The Nurse Unit Manager of Outpatients Department at Barwon Health was responsible for 
overseeing the provision of timely equitable, assessment and quality care of patients in the 
Surgical, Medical and Obstetric specialty clinics. Reporting through to Surgical Services 
Executive on Outpatients performance. 
With a throughput of approximately 45,000 patients per annum and approximately 4000 
patients waiting for an appointment, the service catered for a population of approximately 
250,000 people in Greater Geelong, Bellarine Peninsular and Surf Coast region.  
 
 
Leadership 
I was responsible for the management of the overall functioning of the Outpatients 
Department to optimise patient care, including responsibility for the clinic schedule, 
allocation of space and resources. I led a team in a culture that promoted respect, integrity, 
and teamwork in the delivery of care. Participated in the strategic planning of the 
organisation and had responsibility for implementation of those strategies at the Outpatients 
level. Promoted and celebrated Outpatient services within the organisation and the broader 
health care community. 
 

• Assessment of the needs of the area, planning and managing the implementation of 
processes to maximise appointment utilisation 

• Facilitated an environment for the introduction of new models of care by including 
staff in decision making, including ideas and strategies and providing required 
resources to enable successful implementation 

• Dynamically led change 
• Participate in projects associated with improving Outpatients management 
• Sought opportunities for enabling change and enhancing patient management 

(including funding from the Outpatients Innovation & Improvement Strategy) 
• Took a lead role in planning and development of a new clinic and successful 

relocation to new site without interruption to service delivery 
• Successfully submitted a  business plan to obtain funds for renovations and 

upgrades of current clinical areas 
• Conducted a ‘Values’ exercise, with subsequent development of Outpatients’ values, 

mission and philosophy. 
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• Project facilitator for DHS Designing Care project (2001-2002 part time secondment) 
– Redesigning Gynaecology Outpatients 

• Project leader for implementation of patient information system (PiMS) (2001 – part 
time secondment) - responsible for implementation of this electronic system for 
waiting list, referral and appointment management for all clinic based areas. 

• Inaugural member of the Victorian Hospitals Outpatients Benchmarking Group from 
2003. This group was established to Benchmark, share ideas and improvements 
and is currently a resource group for the DHS Outpatients reform Strategy 

• Chair person for Victorian Outpatients Benchmarking Group –inaugural Chair 2007 
and second term 2008  

• Presentation at DHS Primary Health Forum – Electronic Solutions to Health Care 
2007 (Barwon Health Referral Template successes) 

• Board presentation 2010, overview of current service delivery and challenges, with 
suggestions and opportunities for future success 

• Hosted other health services, and acted as a mentor in change management and 
reform in Outpatients 

• Participation in Health Round Table Meetings – Improving Access to Outpatients 
2005 & 2007  
 
 

Human Resource Management 
I successfully introduced a new Outpatients career structure, integrating services, designing 
new challenging position descriptions to facilitate the delegation of many clinical 
responsibilities to the Nursing staff and linking clinical and clerical teams to manage 
specialty groups. This, together with new models of care and the introduction of nurse and 
allied health led clinics resulted in a cohesive, enthusiastic and skilled Outpatients team. 
 

• Designed a new career structure for Outpatients staff 
• Negotiated with Unions, Human Resources and Executive to implement new career 

structure 
• Designed new position descriptions 
• Undertook extensive recruitment of new staff and successful application for 

additional Nursing and clerical EFT  
• Developed strategies to enhance staff satisfaction and promote an environment of 

learning and facilitating ideas  
• Managed staff performance review system 
• Integrated relocated services into main Outpatients team 
• Implemented a Clerical Team Leader and Lead Nursing roles as part of professional 

development and career path for staff 
• Integration of DHS Musculo-skeletal Co-ordinator role into Orthopaedic Lead Nurse 

Role 
• Established physiotherapist and General Practitioner and nurse led clinics 
• Developed a framework for education and training with reward and recognition for 

same 
 
 
Clinical Care & Customer Service 
Recognising the risks associated with an overcrowded service, long delays to patient 
assessment, underutilisation and ineffective utilisation of appointments, and dissatisfied 
customers, I oversaw the implementation of many processes that streamlined access, and 
improved timeliness of patient assessment. I also facilitated the provision of tools and 
information vital to quality care and successful outcomes. 
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• Successful implementation of Patient Information Management System (iPM) to 
facilitate and support necessary changes in process and care 

• Implemented robust referral processes and clinical guidelines for referral to specialty 
services 

• Developed a GP liaison role  
• Developed and implemented triage processes for referrals 
• Implemented transparent waiting lists to ensure timely and equitable access to 

services  
• Continually assessed and managed risks associated with waiting list, referral 

systems and complaints 
• Facilitated the implementation of clinical guidelines for some specialties 
• In conjunction with surgical specialists, developed and supported physiotherapy, GP 

and Nurse led clinics 
• Implementation of an electronic clinical system (BOSS) for access to pathology and 

digital imaging 
• Successful pilot site for DHS and Centre for Rheumatic Diseases Orthopaedic 

Waiting List (OWL)  project 
• Lead role in the redesign of Women’s Services and the successful transition of the 

Antenatal clinics into a new model of Pregnancy Care Clinics. 
• Developed strategies for the discharge of patients to community providers for 

ongoing supported management  
• Development of Did Not Attend policy and procedures adopted by other services 

and health care organisations 
• Developed communication strategies for stake holders 
• Introduced Patient Focused Booking processes, offering patients choice of 

appointments 
 
 

Quality Improvement and Innovation 
• Participation in the DHS Designing Care projects 2001. This project (Redesigning 

Gynaecology Outpatients) was the winner of the Overall Barwon Health Quality 
award for 2002 

• Winner of Barwon Health Quality Award –Surgical Services Division – for ‘General 
Surgical Outpatient Clinics Redesign’ 

• Participation in the DHS Patient Flow Collaborative 11, with successful redesign of 
Urology Outpatients service and resultant equitable, timely access to care for 
patients 

• Pilot Arthroplasty review service 
• Pilot site for DHS Outpatients Minimum Data Set project 
• Participation in DHS Outpatients Innovation & Improvement Strategy workshops 

2007 & 2008 
• Participation and group presentation at Patient Flow Collaborative 11 education 

forums and showcase meeting - 2006-2007 
• Participation in Victorian Orthopaedic Waiting List Project Launch 2006 
• Attendance at Change Champions Conference – Improving Access to Outpatients 

2007 
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1998 – 2000   The Royal Melbourne Hospital 
    Nurse Unit Manager – Outpatients 
  
 
Management of the overall functioning of the Outpatients Department to optimise patient 
care;  including responsibility for the clinic schedule, allocation of space and resources, 
supervision and leadership for the nursing and clerical staff. 
 
 
Quality Improvement in Clinical Care & Customer Service 

• Amalgamation of the clerical and reception staff from the Medical Records 
Department into the Outpatients Department. 

• Successful amalgamation of outlying services into the Outpatients Department. 
• Redesign of appointment schedules 
• Redesign of the referral and registration processes to improve access and entry 
• Implementation of a triage system for all referrals. 
• Piloting new systems for retrieval and presentation of medical records  
• Installation of computers in clinic rooms for retrieval of clinical data 

 
Leadership 

• Empowerment and support of the nursing staff to work towards Clinical Nurse 
Specialist classification.  

• Review of the arrival processes ensuring optimal VACS funding for the Hospital. 
• Provision of education and resources for ward desk clerks regarding the appropriate 

use of the appointment system. 
• Relocation of the Oral Maxillo-Facial Surgery and Dental clinics and the hospital 

Transit Lounge into purpose built facilities. 
• Participation in the preparation of a Functional Brief for the development of an 

Ambulatory Care Centre. 
  
Committee Membership  

• Council of Nursing Practice – 1996 -  Secretary & deputy secretary, 1998, 1999 
• Procedure Review Committee - RMH Management/ NUM Representative 1998, 

1999  
• Medical Records Advisory Committee -Outpatients Representative 1999 
• Outpatients Advisory Committee -Outpatients Nursing Representative 1999 
• Ward Desk Clerk Training Working Party 1999 
• RMH Hospital Signage Committee 1999 
• Nurses Ethics Working Party – 1998-1999 

 
 
 
1996 - 1998 The Royal Melbourne Hospital–Essendon Campus 
  Administrative Nurse (After Hours Co-ordinator) 
 
Responsibilities 

• Act in the absence of the Services co-ordinator, in the supervision and management 
of the Hospital. The Hospital included general ward areas, Outpatients clinics, the 
Rehabilitation centre, theatres and day surgery, satellite dialysis centre, ancillary 
staff and various tenants.  

• Maintain effective lines of communication with the clinical staff. 
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• Monitor staffing levels, patient acuity and rostered vacancies. Allocate staff 
throughout the hospital ensuring appropriate skill mix and adequate numbers in 
clinical areas to ensure quality care. 

• Participate in interview panels and process reference checks. 
• Act as the emergency controller in all internal emergencies and provide leadership 

for the clinical staff. 
• Oversee the maintenance and safety of the hospital environment after hours. 
• Act as a role model and clinical resource 
• Procedure Review Committee – Essendon Hospital Representative 1997 1998 & 
• Essendon OH&S Committee 1997 – 1998 Secretary & Management Representative 

 
 
  
1993 - 1996  The Royal Melbourne Hospital 
  Associate Clinical Nurse Manager – Renal Unit 
 
 
Clinical Responsibilities 

• Co-ordination of patient care by liaising with nursing, medical and allied health 
professionals to ensure care given in a manner complimentary to hospital and unit 
philosophies. 

• Liaison with Haemodialysis and Peritoneal dialysis centres and other hospitals to 
facilitate patient care planning. 

• Management of rosters and staff allocation. 
• Liaison with nursing supervisors regarding bed utilisation and discharge planning. 
• Preparation of performance appraisals for all nursing staff. 
 

Leadership and quality 
• Lecturing of Advanced Clinical Nursing postgraduate students in various aspects of 

Renal management. 
• Participated in the development of an evaluation tool for postgraduate nursing 

student’s clinical placements. 
• Participation in the establishment of a Renal Nursing Competency Programme for 

Graduate Nurses. 
 
 
 
1992 - 1993 The Royal Melbourne Hospital 
  Permanent Leave Reliever 
 
1992 Monash Medical Centre – Moorabbin Campus 
  Grade 2  
 
1990 - 1991  The Royal Melbourne Hospital 
  Grade 2  
  
1989 - 1990  The Royal Melbourne Hospital 
  Graduate Nurse  
  
1986 - 1989 The Royal Melbourne Hospital 
  Student Nurse 
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Lodged by: 
The ANMF 

Telephone: 03 9603 3035 

Address for Service: Fax: 03 9603 3050 
Level 22, 181 William St  
Melbourne VIC 3000 

Email: nwhite@gordonlegal.com.au  

 
 

IN THE FAIR WORK COMMISSION 

Matter No.: AM2020/99, AM2021/63 & AM2021/65 

Re Applications by: Australian Nursing and Midwifery Federation and others 

 

STATEMENT OF LINDA HARDMAN 

I, Linda Hardman of  New South Wales 

say: 

Personal Details 

1. My date of birth is . 

2. I live by myself in Barrack Heights. 

3. I rely on my income to pay rent and put some of my income to superannuation. 

4. I generally work 75 hours per fortnight, which is about 10 shifts per fortnight. 

5. I am not certain that my current income working in aged care will meet my future living 

expenses and retirement. 

6. I work both weekend days to obtain the weekend loadings or penalties. This is to ensure I get 

paid a decent income. If I worked day shifts during the week, my income would be significantly 

less. 

Work history and qualifications 

7. I have worked as an Assistant in Nursing (AIN) for twenty years. 

8. I have worked for the whole time at what is now an Estia Health facility in Figtree.  Estia took 

the facility over about four years ago.  It used to be owned and operated by Kennedy Health, 

which was a smaller operator than Estia. 

9. I am employed as a Nursing Assistant (qualified).  I am employed permanent part time, at 

75 hours per fortnight. I get paid $25.19 per hour.  

10. I am employed under the conditions of the Estia Health NSW Enterprise Agreement 2019. 
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11. I have: 

(a) a Certificate III in Aged Care, which I got in around 2001 through TAFE; 

(b) a Certificate IV in Aged Care which I got in about 2007 through my work; and 

(c) a Certificate IV in Mental Health, which I got in around 2018 via Vision Australia, again 

through my work. 

12. I got the Certificate IV in Aged Care in 2007 because the work was changing (as I will explain 

below) and I thought it would be good to upskill. 

13. I got the Certificate IV in Mental Health because, again as I explain below, increasingly we 

were getting mental health issues, including in relation to dementia, in aged care. 

14. In both cases, I felt that the aged care system was changing and it was good for me to keep 

upskilling to keep up with the changes.  We were encouraged at work to keep upskilling. 

Description of role and work 

15. I work in a residential facility. The facility is licenced for 120 residents but there are currently 

80 beds occupied. 

16. The facility is divided into four areas, and the rooms have a capacity of up to four residents. 

I am often responsible for up to eight residents on each shift. The nursing home residents have 

quite a number of residents who have dementia and associated behavioural problems.  

17. I work with other AINs overseen by a Registered Nurse (RN) or Enrolled Nurse (EN). I work 

eight morning shifts and two afternoon shifts. Some of these shifts are on the weekend. 

18. Every day is different working in aged care. The tasks I perform most often are showering, 

bathing, toileting, taking residents to activities, attending to pressure area care, responding 

to resident’s needs. A big part of my shift is answering the resident’s call buzzers. During the 

current COVID pandemic lockdown, the nurses and other staff are often the only social contact 

that residents can have which has added an extra responsibility to an already large task list.  

19. Working in aged care is challenging. I want to meet the residents’ needs but there is not 

enough time and there is sometimes unrealistic expectations from residents’ families and 

management about how much care can be delivered on a shift. I want to provide quality care 

to the residents but I am often time limited. There is also a challenge in meeting the 

requirements for documentation. 

 

11899



3 
 

20. The role of the AIN currently includes: 

(a) personal hygiene of residents, including showering, applying deodorant, etc.; 

(b) toileting residents, which includes taking them to the toilet or panning them, and 

changing pads; 

(c) transferring residents to chairs, wheelchairs, toilets, etc., which often requires two or 

sometimes even three AINs (for heavier residents); 

(d) helping residents get to activities (including meals) on time; 

(e) providing emotional support to residents.  My own view is that part of an AIN’s 

responsibility is to advocate for residents to make sure that they are looked after; 

(f) paperwork (which I will describe in detail below). 

21. At Estia Figtree, AINs do not dispense medication. 

22. Apart from these core tasks, my view is that AINs have and exercise the following skills in 

carrying out their work: 

(a) Observational skills.  You have to know your residents very well, so that you know 

when they are off or something is up.  I may not know all of the medical terminology, 

but by careful observation you can get a sense of when things are wrong and alert the 

ENs or RNs. 

(b) Recognising behaviours.  Often, before a resident has problematic behaviours 

associated with mental illness or dementia, you can notice triggers or little changes in 

behaviour. It is important to recognise these sorts of things and report them to 

the RN. 

(c) What I call “PR” skills.  AINs are often the face of the facility, as far as residents’ 

families are concerned.  It is an important part of our job to maintain relationships 

with residents’ families as well as residents.  Also, though, we need to recognise what 

is not our area, and to involve ENs and RNs where questions are asked that need their 

expertise. 

(d) Also in the area of PR skills is advocating for residents, which I mentioned above.  

Sometimes that means taking requests or complaints from residents to management 

or other staff.  Or, keeping our eyes open for safety issues and requesting changes in 

procedures where we think they are necessary. 
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23. I also think that our ability to be adaptable and diplomatic has increased over the years I’ve 

worked in aged care. I think AINs have excellent time management and team skills because 

there are so many tasks that need to be finished in a shift. 

24. The diversity of residents has changed over time. There is an increase in residents from various 

cultural backgrounds. It can make it more difficult to communicate with the residents and rely 

on non-verbal cues and try to learn some of their language to understand their needs. 

25. I interact with the families when they’re allowed to visit. They mainly visit in the evenings and 

weekends. This can add to your workload on the weekend.  If the questions asked by the 

families are too complex, their enquiries are referred to the RN on duty. I try to maintain a 

professional distance. 

Changes in the work of AINs over the time I have been working in aged care 

Acuity of residents 

26. One of the big differences between now and when I started working in aged care is the 

increased acuity of residents. 

27. When I started in working in aged care, I estimate that around 50 per cent of the residents 

were ambulant.  These days, we’d be lucky if it is 30 per cent. 

28. I think this is in part due to the aging population.  And, I think it is in part because people have 

been staying in their homes for longer than they used to.  Often, when people like that come 

into residential aged care, they have more medical problems than I think they would have had 

if they had come into residential aged care earlier.  At home, there are fewer services 

available.  Family carers do not have the training for aged care and often cannot cope.  So, by 

the time that they end up in residential aged, care, they are high care. 

29. There are also a lot more residents who are overweight, some of whom are bariatric.  For such 

residents, some tasks — like transferring into and out of bed — require three staff to do, 

whereas with a less-heavy resident you could have used two.  Since there are more of the 

heavier residents these days, that increases workload for AINs, both in terms of the number 

of transfers you are required to be involved in, and the physical demand of those transfers. 

30. Also, with very overweight and bariatric patients, tasks like changing pads and attending to 

personal care are much more time-consuming and difficult.  For example, it is a more-difficult 

and time consuming task to check for skin issues. 
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31. Even apart from heavier residents, higher-acuity patients means a greater workload for AINs.  

Ambulant patients can transfer themselves into and out of bed, onto and off the toilet, into 

and out of the shower, to and from meals or activities, or at least many of these things.  

Higher-acuity patients can do none, or nearly none, of these things unaided.  So, a greater 

proportion of higher-acuity patients means a greater workload for AINs.  

32. There are also a lot more residents who have dementia or mental illness.  I detail the effects 

of this, below. 

33. And, higher-acuity patients tend to have a greater need for wound care.  For the AINs, that 

means a greater workload in terms of lifting and transferring so that ENs or RNs can attend to 

wounds. 

Documentation 

34. For a number of reasons, documentation takes a lot longer than it used to. 

35. First, up until around 2 years ago, care needs were documented by paper. Computers have 

been introduced in the last couple of years. There are limitations as to their use as there are 

not enough terminals for all the staff and this can cause a delay in entering notes. 

36. There are a limited number of computer terminals.  That means that you are competing with 

other workers for use of the terminal and you have to try to fit in when there is a chance to 

use it.  If something happens when you’re trying to complete your paperwork, which it often 

does (whether it is attending to a buzzer, assisting a resident with toileting, or something else), 

often someone else is using the terminal when you return, and even if not you have to log in 

again, and remember where you were up to. 

37. Second, and more importantly, there is a lot more paperwork and documentation than there 

used to be.  For instance: 

(a) There is more charting; 

(b) There is a greater emphasis on documenting skin integrity.  Every skin integrity issue—

tears, bruises—has to be documented, no matter how minor.  The slightest little 

blemish on the skin has to be documented. 

(c) It is necessary to document what kind of care a patient chooses not to receive.  For 

example, if a resident chooses not to go to the toilet, or shower, or have their skin 

checked, that needs to be documented. 
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38. There is so much as an AIN that I need to be aware of when caring for a resident. For example, 

if I am showering someone I need see if there any change in their condition, they could be 

grimacing and therefore in pain. When residents are meant to eating, I need to see if they are 

eating. I need to make sure they’re drinking water.  I document all of these sorts of things. 

39. Care plans are much more detailed than they used to be.  RNs are generally responsible for 

preparation of the care plan, but the records kept by AINs form part of the input into those 

plans.  There is an expectation that AINs will keep very detailed records, more than used to 

be required, to feed into the care plans. 

40. If a resident is ACFI-funded, and a lot of them are, then there is a need to fill in ACFI paperwork 

as well.  Until about five years ago, the system was the “Resident Classification Scale” (RCS)  

The ACFI paperwork takes a lot longer to complete than the RCS paperwork, is longer, and 

requires more detail.  Also, whereas the RCS was completed on paper, the ACFI material has 

to be completed on the computer, which means that I have the problems I referred to at 

paragraph 36 above.  And, because there are more people on high care than used to be the 

case, there is more ACFI paperwork to complete. 

41. The pressure to do ACFI paper work is a huge factor in my work. We are made aware of the 

importance of ACFI paperwork.  

Resident choice 

42. It has always been part of the job to treat residents with dignity and respect.  I love making 

sure the residents are happy, are well presented and that they have a good day.  I like to see 

them clean, tidy, happy and well looked after. 

43. In the last several years, and especially after the Royal Commission, that has increasingly 

meant respecting residents’ individual choices—person-centred care—even where one might 

in the past have seen that as clashing with the carer’s duty of care. 

44. For example, residents may choose not to shower, and whereas in the past I might have tried 

pretty persistently to persuade them to shower, these days the approach we are expected to 

take is to respect their choice and document the fact that they chose not to have a shower.  

Similarly, you might notice skin excoriation and want to apply cream to the affected area.  But, 

if the resident does not want you to, then you just document that the resident chose not to 

have cream applied. 
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45. This is a difficult line to walk.  It is very stressful, more than it used to be, trying to figure out 

the right approach to a situation where you strongly think that something is in the best 

interests of the resident’s health, but the resident’s choices have to be respected as well. 

Dementia and difficult behaviours 

46. The number of residents with dementia or mental health issues has increased a lot over my 

time in aged care. 

47. Dementia and mental illness cause difficult behaviours in residents, including aggression and 

violence. 

48. So, much more than used to be the case, carers are faced with aggressive or violent residents.  

It is not unusual for residents to try to hit you. 

49. There is also, I think for the same reasons, more verbal aggression than there used to be.  

Some residents are frustrated or in denial as to the need for them to be in care.  They might 

be angry at their families, but because you are the person who is there, you get the abuse. 

50. Another factor that leads to behaviours is that, especially after the Royal Commission, there 

has been a push to get residents off anti-psychotics or on reduced doses.  In theory this is a 

good idea.  In practice, my experience has been that when residents are taken off anti-

psychotics, often their behaviours get worse.  As an AIN, I feed that back to the ENs and RNs, 

but even if doses are re-increased, in the meantime I am dealing with the behaviours. 

51. All of this puts you on edge.  With my experience, I am pretty good at recognising the kinds of 

triggers that will lead to behaviours, aggression, or abuse.  But, despite all of my training and 

experience sometimes I do not see the warning signs.  Sometimes, you just have to leave a 

resident’s room because you can see that the resident is about to get aggressive.  I always 

make sure the resident is safe before I leave.  I then re-approach several times.  I use strategies 

such as changing staff, to see if that makes a difference.  If none of that works, then I report 

it to the RN on duty and it is written up in the work logs. 

52. Dementia and mental health issues also leads to wandering.  Some residents wander into 

other residents’ rooms, which can lead to conflict.  Even if it does not, we spend time finding 

wandering residents and persuading them go back to their own room or in any event leave 

another resident’s room.  Sometimes we use strategies such as making a cup of tea, or finding 

an activity for the resident to undertake.  At times I just have to make time to have a chat with 

the resident to reassure them or orientate them in time and place.  This takes time, but it can 

prevent a resident becoming aggressive or intrusive into other residents’ rooms. 
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53. All difficult behaviours, aggression, and abuse, we document and feed back to the RN. 

Training and qualifications 

54. There is an increased expectation that staff have a minimum of a Certificate III in Aged Care, 

or are working towards this qualification. This was not in place when I started working in aged 

care 20 years ago. 

55. This is the sense I get based on the kinds of people that are hired to work at Estia Figtree.  

20 years ago, it was common for people to learn on the job.  These days, nearly everybody 

that is hired has a Certificate III, at least. 

56. I think this is a good thing.  If people do not have a Certificate III, then they do not know some 

of the basic skills such as emptying catheter bags, manual handling of residents, and how to 

walk residents safely. 

57. I report to the RN or EN who is in charge of the area where I’m working. I am often responsible 

for students who come and complete work experience for the Certificate III course.  

58. I have a lot of knowledge I need and skills I use to care for residents. I need to be aware of skin 

tears, behaviour, pain levels, hydration levels, toileting requirements. 

59. Training in aged care in my experience has declined and shifted to online training. This does 

not allow much room to ask questions or gain from other staff member’s experience. 

60. For example, it used to be that Dementia Australia used to come into the facility fairly regularly 

to provide training.  These days, that does not happen.  Of course, that is partly because of 

COVID, but even before COVID there were fewer opportunities for outside training.  There 

seems to be less focus on outside training than there was earlier in my career. 

61. There has been the introduction of Information Technology (computers.) I have had to learn 

more computer skills. 

Staffing and interactions with other health practitioners 

62. I work as part of a nursing team. It is made up of AINs, ENS, and RNs. I have described my tasks 

above, at paragraph 20.  ENs are responsible for things like dispensing medication and wound 

dressings (which AINs do not do), and of course for paperwork.  RNs also dispense medication 

(including some that ENs do not), apply wound dressings, and attend to paperwork.  There is 

constant communication between AINs, ENs, and RNs. 

63. When I started working in aged care twenty years ago, there would have been at least four 

RNs on each shift. On most normal shifts now, there is often only two RNs on a shift. The 
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consequence is that their workload is high. They are also often in charge of the facility and 

have to deal with staffing issues on top of their clinical workload.  

64. When I started in aged care, there were four AINs on a full shift, plus one on a short shift.  For 

a while, and until recently, we had three AINS and no short-shift worker.  Currently, we are 

back up to four AINs (without a short shift AIN).  But, four AINs today is not the same as four 

AINs back in 2001.  The workload of AINs is much heavier these days than it used to be, as I 

have explained. 

65. The staffing levels at my workplace are not adequate for the number and care needs of the 

residents. This incudes not enough AINs, RNs, or ENs. I recently took annual leave and do not 

think I was replaced on my regular shifts. If someone calls in sick, they’re often not replaced.  

This is different from when I started in aged care, both in that there were more staff overall, 

and in that when staff were sick they were replaced. 

66. The General Practitioners (GPs) are reluctant to come into aged care and it can be difficult to 

get GPs to care for residents in aged care.  It has always been a little bit difficult to get GPs to 

come to see residents, but even before COVID it seemed like it had become more difficult 

than when I started in aged care.  There are more hospital transfers, and the requirements to 

transfer a resident into the facility is very difficult due to the increased restrictions and 

checking due to COVID.  

Additional comments 

67. I know other aged care staff value our work, alongside public hospital and private hospital 

nurses.  

68. The community doesn’t really understand aged care work. It isn’t until a community member 

has a relative or friend in aged care they realise the deficiency in the system. They often do 

not know that until they have a family member in aged care or they end up being a resident 

in aged care. 

69. I do not think that the community understands what goes into properly-performed aged care.  

Even families that come into the facility have an expectation that it should be possible for their 

mother or father to be brought to, say, the dining room straight away.  They do not know that, 

for example, someone might have had a fall, someone needs to be put onto a hoist, someone 

needs to be taken off the toilet, or similar.  If when someone comes to visit there are three or 

four people on the toilet, then we have to attend to that before we can walk another person 

down to the dining room.  There are too few AINs to do all of these things at once. Sometimes 
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we get verbal abuse from families.  This, of course, causes upset and stress.  Based on the 

things that have been said to me by families, I think this comes from a lack of understanding 

about the aged care sector and the workload, and sometimes from unrealistic promises made 

by management 

70. I think that part of the reason we are undervalued as a workforce is that mostly we are a 

female workforce. 

71. I do not think that the pay is adequate for the work that is done.  I work weekends to get 

loadings.  If I did not, I would not have enough money to get by. 

72. The sense I get is that people who are not actually on the floor, working in aged care, do not 

know or care about how difficult the work actually is.  I do not do it because it pays well.  I do 

it because I feel like an AIN in my heart.  I enjoy caring for people. 

73. I do feel valued by residents.  They know what I do.  They are encouraging, and I have 

relationships with them.  That is another difficult part of working in aged care.  I do not think 

it is well understood that aged-care workers have relationships with the residents, sometimes 

over many years.  When someone passes away, you do not even have time to grieve.  If you 

are lucky, your RN will tell you to go and have a cup of coffee because they know it has affected 

you.  These are people that I look after and care for.  That’s the heart of it.  It is not just a job. 

74. Because of COVID, that if anything is heightened.  It has been harder or sometimes not 

possible for families to come and visit.  For me to provide proper care means that I spend an 

extra five or ten minutes with residents.  Sometimes they cry, and need a bit of TLC.  That has 

to be done, but then it is harder to fit in all the other work. 

75. I also feel valued by other aged-care workers, for the same reasons.  They know what it is like.  

There is camaraderie and we uplift each other. 

76. I, and other aged care workers with whom I’ve spoken, feel a little let down by the Royal 

Commission.  I had hoped that it would come through more in the media coverage what it is 

like to be on the floor in terms of the work pressure and time pressure.  We are working our 

guts out to provide quality care, and we were hoping that would come out, and maybe some 

recognition that we are undervalued and underappreciated.  Instead when you see aged care 

in the media, it is usually negative. 

77. I intend to retire in six years’ time and intend to continue to work in aged care until then.  

78. Aged care would be improved by introducing staffing ratios and making sure there are enough 

staff and more Registered Nurses in Aged Care.  
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79. An increase in the minimum rates would make working in aged care more attractive.  

Industrial matters 

80. I have been involved in enterprise bargaining a number of times. I have participated as a 

member bargaining representative for the ANMF. The experience was interesting and the last 

bargaining I was involved the employer tried to remove some of our penalty rates. My 

colleagues at my facility and other sites owned by my employer took some action to protect 

our penalty rates as we rely on these to be paid a decent income. 

81. We did not take industrial action, but we made posts on social media and tried to draw 

attention to the issue. 

82. I have never been involved in industrial action.  I think it would be difficult to organise 

industrial action in an aged care setting.  For one thing, my sense from speaking with other 

aged care workers is that a lot of aged care staff are worn down and feel undervalued.  As for 

being worn down, people work long hours and do hard work.  Often carers, including me, stay 

behind and work double shifts rather than leave other workers short-staffed.  It is tiring.  And 

as for feeling undervalued, as I discussed above, people do not understand or value our work.   

83. Our wage rates are about 6% above the minimum Nurses Award 2010 pay rates. 

 

LINDA HARDMAN 

29 October 2021 
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IN THE FAIR WORK COMMISSION 

Matter No.: AM2020/99, AM2021/63 & AM2021/65 

Re Applications by: Australian Nursing and Midwifery Federation and others 

 

STATEMENT OF MAREE ANNE BERNOTH 

I, Maree Anne Bernoth of  New South Wales say: 

1. I am a member of the Australian Nursing and Midwifery Federation.  

2. Where I refer to a conversation in this statement and I cannot remember the exact words 

used, I have stated my best memory of the words spoken, or the effect of what was said.  

Personal Details 

3. My date of birth is . 

Work history and qualifications 

4. I have been a Registered Nurse (RN) since 1974, having completed my hospital-based 

training between 1971 – 1974 at the Macquarie Hospital, North Ryde.  Between 1975 and 

1985 I continued my nursing career in NSW and Victoria.   

5. I also hold a Master of Education (Adult Education and Training) from the University of New 

England and a Doctorate from Monash University. My PhD research examined the outcomes 

of an education program designed to promote body awareness and demonstrated how 

unsafe the exposed body and the aged care environment is and the impact of neo-liberalist 

policies on those who work in aged care and those dependent on care.  

6. I also have a Postgraduate Certificate in Gerontology. 

7. Between about 1985 and 1991 I worked at Allandale Nursing Home (Allandale) Cessnock, as 

an RN, Nurse in Charge.   At that time, Allandale was an aged care facility run by the NSW 

State Government.  Also in 1985, I obtained a Post Graduate Gerontic Nursing Certificate 

through Allandale. 

8. Between about 1991 and 1992 I worked at the Mater Misericordiae Hospital, Waratah, NSW, 

working on medical and surgical units, dealing predominantly with older people. 

-
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9. Between about 1993 and 1995 I worked at Mercy Hospice, Waratah, NSW, as a clinical nurse 

educator and part of the commissioning team, helping to establish the hospice.   

10. In 1995, I returned to Allandale where I worked as a senior nurse educator until 1997.  

Although this was a non-clinical role, I was in the facility and worked closely with clinical 

staff, teaching Post Graduate Gerontic Certificate for RNs, the Enrolled Nurse (EN) course 

and courses for care workers, sometimes referred to Assistants in Nursing (AINs) and 

sometimes as Personal Care Attendants (PCAs).  I also worked closely with the doctors for 

patient care needs.  There was a medical unit and patients who needed medical intervention 

would stay in the unit.  We could also receive them quickly back into the residential aged 

care facility from hospital stays.  I did the university liaison as some academics from the 

university came in to do research.  I kept records of everything the staff did, worked with 

staff in the clinical unit, produced clinical practice guidelines, instigated a wound care system 

and was involved in driving a lot of innovation.  Allandale was also a site for the pilot 

program for the first nationally accredited care worker course, a Certificate III Aged Care 

Work.  I was involved in developing and delivering this, together with a Postgraduate 

Certificate in Gerontology and other professional development for staff.  Through this work, 

and from having previously worked at Allandale in a clinical role, I had a very good 

understanding of the functioning of the facility.   

11. In 1997, I was seconded from Allandale to work as a Lecturer/ Clinical Associate at the 

Gerontological Nursing Research & Practice Unit, University of Newcastle.  During this time, I 

taught postgraduate aged care courses.  I kept across what was happening at Allandale 

during this period and was teaching the course to RNs and AINs in various aged care facilities 

across NSW. 

12. Between 2000 and 2002, I worked at Catholic Care of the Aged, Newcastle, as an Educator. 

In that role I was attached to 14 different not for profit aged care facilities and I led a team 

of educators.    

13. In 2002, I worked for about six months as a RN at Warabrook Residential Aged Care 

(Warabrook) Baptist Community Services, in Warabrook, NSW.  I was employed in a clinical 

role but was tasked to get staff to work together.  At the at time, Warabrook was owned by 

Baptist Community Services.  

14. Between 2002 and 2005 I again worked for Catholic Care of the Aged as an Educator.  This 

role was similar to what I had been doing between 2000 and 2002.  

15. In 2005, I also set up my own consulting business, Maree Bernoth Education Services.  In 

that business I was engaged by various aged care providers to provide a variety of 
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educational services to facilities, mainly in Newcastle and Sydney.  In that role I was regularly 

inside facilities where I worked with staff, providing training in a clinical setting, mentoring 

staff and helping with day-to-day work.  In my work I identified knowledge deficits of staff 

within a particular facility and then provided formalised training to address that deficit.  I 

continued to work in that business until 2009. 

16. Between 2007 and 2009, whilst completing my PHD, I also performed some clinical work as a 

RN, working predominantly with older people.  

17. In 2009, I was employed at Charles Sturt University (the University), working in the School of 

Nursing, Midwifery and Indigenous Health.  I have an ongoing a teaching research role 

focused on aging and aged care.  In 2017, I was appointed an Associate Professor in the 

School of Nursing, Midwifery and Indigenous Health.  This School is now known as the 

School of Nursing, Paramedicine and Healthcare Sciences. 

18. In my work at the University, I provide education and other supports to aged care managers 

and educators such as assistance identifying evidence-based practice and clinical education.  

I liaise with aged care facilities as part of that work. I teach and research in aged care 

facilities, this involves speaking with AINs, PCAs, ENs and RNs on a regular basis.   

19. I am in regular contact with new RNs in the industry, helping them develop their knowledge 

and skills and navigate issues such as the standards and the funding tool, medication and all 

the issues they experience on a day to day basis. I also liaise with Directors of Nursing and 

senior staff from aged care facilities, who ring me now and then for information or an 

opinion about matters.  

20. In my work at the University, I supervise Higher Degree Research students from Honours 

students to PhD candidates. The research methodologies of the students are varied and 

cover a range of topics associated with aging and aged care including nutrition, evidence 

based practice, cultural competence, migrant experiences and mental health. 

21. My undergraduate students at the University go into facilities for their workplace learning 

placements (WPL).  After completing their WPL, students come back and report their 

experiences to me, debriefing about their challenges in practice.   

22. As part of my role with the University I am invited by facilities to provide in house teaching.  

For example, I provide the “Insight Series” with Catholic Health Care.  This involves teaching 

about approach to participatory care, “working with” rather than “caring for” older people.  

When I have presented this series staff engage with me and ask questions based on their 

experience.   
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23. In 2013, I did a research project with Hobart District Nursing Service, researching how to 

assess older people in the community.  The focus of this research as building aged care 

capacity by working with care workers in the community, evaluating new way to assess older 

people. 

24. In about 2019, I worked together with other academics at the University to obtain a grant 

through NSW Family and Community Services, Liveable Communities Grants, for the 

creation of an on-line resource.  Together we then developed “OPTEACH”.  OPTEACH stands 

for Older People Training Educating Aged Care & Health.  The website is 

www.opteach.com.au. It is a site of resources to help educate a range of people including 

health professionals, volunteers, community groups, older people and carers. 

25. In my role at the University, I have also developed a “transition to practice program” for 

newly graduated RNs who are going into aged care.  Programs like this are common for 

acute care nurses and are rarer in aged care.  This program commenced in 2019.    

26. I also have regular interaction with representatives of the aged care industry through the 

Navorina Nursing Home in Deniliquin and Nambucca Valley Aged Care providing training and 

doing research.  

27. I am a member of the New South Wales Nurses and Midwives Association Aged Care 

Reference Group.  At meetings of that Reference group, we hear from RNs, ENs, AINs and 

PCAs from across NSW and discuss current issues in residential aged care.  These issues 

include staffing, medication, overwork, COVID-19, lack of services, dealing with families and 

the difficulty of PCAs trying to manage the conditions they are working in.  

28. I also Chair the Murrumbidgee Primary Health Network Aged Care Consortium.  This 

consortium hosts meetings of aged care facility manages, TAFE representatives including an 

Aged Care Course Coordinator, representatives of the Murrumbidgee Aged Care District, 

consumer representatives and other guest speakers.  This consortium coordinates particular 

programs such as the NSW Older People’s Mental Health service. I also work with the 

Murrumbidgee Local Health District (MLHD), doing research and meeting with people from 

the District for clinical and research purposes.  I work closely with the Clinical Nursing 

Palliative Care coordinator of the MLHD who wrote the palliative care chapter of the text I 

edit. 

29. Together with  I co-edit the text Healthy ageing and aged care (2017) 

published by Oxford University Press.  The second edition of this text is due to be published 

next year. 

30. A copy of my CV is Annexure MAB 1. 
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Nature of work, skills and responsibility and work conditions 

Resident acuity 

31. I have observed that since the late 1990s and the introduction of the Aged Care Act 1997, 

aged care has moved from catering to residents who were still fairly functional to a situation 

where older people are now being admitted to facilities with complex nursing issues.  People 

now entering aged care are frailer.   

32. The emphasis in aged care has gradually moved to community-based care and keeping 

people in their homes for longer, so that when they are admitted to an aged care facility, 

their needs are complex.   

33. Overall, people entering aged care are more physically complex, are less mobile, more likely 

to be incontinent, their skin is more vulnerable and are more likely to have other problems, 

such as swallowing issues. There is also now a greater prevalence of mental health issues, 

including more people who are depressed, people who have had previous psychiatric 

conditions that are exacerbated with age, and people with dementia.  Often, people are 

being admitted to a facility because their family or community aged care services can no 

longer cope.  So, there are behaviour issues, they might be becoming increasingly aggressive 

or there are issues around their care that just cannot be managed in the community.  

34. This means that when someone is admitted, their needs are multiple, and they may have 

competing care needs. Assessing those needs and determining a priority of care requires a 

lot of assessment and decision-making from the RNs and the care workers.  PCAs or AINs do 

not necessarily have all the all skills to do this, but are being asked to perform this work with 

little support to help them. 

35. A specific example of this is wound care.  Wounds provide an indicator for the level of 

dependency.  Wounds like pressure injuries reflective of frailty of residents.   I have been a 

member of Hunter Wound Care Interest group since its inception in the mid 1990s and have 

now been awarded Life Membership.  I have also been observing wounds in aged care for 

around 35 years.  From this I am able to say that the prevalence of wounds in aged care 

facilities such as pressure injuries have increased over the past 20 years or so.   
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Documentation 

36. Since the late 1990s, I have also observed significant changes in requirements for 

documentation.  Funding is now heavily dependent upon documentation and time spent 

completing documentation is increasing.   

37. The requirements for documentation have been increasing throughout my entire career, 

especially since the late 1990s.  This includes changes to government requirements for 

standards monitoring and the ACFI funding tool. The documentation around chemical 

restraint has especially increased recently since the Royal Commission.   The documentation 

required for infection control, especially in reporting for COVID-19 have been significant.  

New requirements for serious incident documentation was also introduced after Royal 

Commission.  Things like reporting requirements for adverse events such as falls and 

medication errors have also increased and add to the overall requirements for 

documentation.  There are also new reporting requirements around communication and 

notifications with families.  Not only does this add to the workload of staff in aged care but 

also requires additional technological skills where reporting is done electronically, using 

computers, iPads and smart phones.  

38. I have observed that some facilities employ a specialist staff member who just does the 

accreditation or standards documentation or the funding tool.  What that means is that the 

documentation can be divorced from the day to day reality in the facility.  However, if care 

workers are required to complete that documentation in addition to their other daily work it 

is another impost on the time they can spend with the resident.  

Palliative care 

39. I have also observed that the average stay of residents in an aged care facility is getting 

shorter.  There is a higher ratio of patients at end of life and a greater need for palliative 

care.  Palliative care is a very complex and sophisticated area of nursing.  I did a significant 

amount of worked in this specialised area, working as part of the commissioning team and 

as an educator at the Mercy Hospice.  Palliative care involves managing symptoms, 

balancing competing care needs, interacting with families and challenging communication.   

In managing symptoms, first you have to identify the symptoms.  This can be complex for 

someone with dementia for example.  Then, you have to communicate that need and get it 

addressed.  In acute care and in community care we have specialist palliative care teams 

with years of experience.  This is a highly specialised area and very time-consuming work.  In 
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residential care facilities staff are required to deal with palliative care on a regular basis 

without the necessary specialised training and resources.   

40. I am aware of recent changes to palliative care needs in aged care through my ongoing work 

in facilities, my work with the with the Murrumbidgee Primary Health Network Aged Care 

Consortium, from working with the MLHD Clinical Nursing Palliative Care Coordinator and 

from my involvement with the New South Wales Nurses and Midwives Association Aged 

Care Reference Group.  I am also aware of this through my ongoing involvement with aged 

care facilities and through academic work, including my work co-editing  the text Healthy 

ageing and aged care.   

Psychotropic drugs and restraints 

41. Particularly since the Royal Commission there has been a decline in the use of psychotropic 

drugs and chemical restraints. There are also additional requirements on staff to manage 

and report incidents including incidents of violence and aggression by residents.  The 

reduced use of psychotropic drugs and chemical restraints requires aged care staff to have 

and to use more sophisticated skills.  The increased reporting requirements now involve 

much greater interaction with police and families in facilities.   

Dementia and occupational violence and aggression 

42. My research and personal observations indicate that dementia in aged care facilities is 

increasing.  Dementia presents many challenges.  For example, it can be difficult to 

distinguish between dementia, delirium and depression.  All may present in similar ways.  A 

critical role of an RN and any aged care worker to identify symptoms so that this can be 

treated.   

43. There are more and more issues with dementia because of the reduced use of psychotropic 

drugs since the Royal Commission.  With the reduced use of psychotropic drugs there has 

also been an increase in resident-on-resident violence, another source of distress for the 

staff.  

44. I now receive a lot of calls from practitioners within about residents from facilities, 

particularly from facility managers and educators wanting education to assist staff with 

behaviours.  Increased violence and aggression, particularly resident to resident aggression 

is a significant problem.   
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Skill mix  

45. The skill mix in aged care facilities has certainly changed over time.  Over the past 20 years I 

have seen a reduction in the ratio of RNs, especially educators and mentors, in aged care.  

There are generally now no mentors in aged care facilities and so staff and students go into 

facilities without adequate mentoring and support.  Likewise, there are not enough RNs to 

manage residents and to manage requirements of facilities.  There are now not enough staff 

to work with, supervise or mentor care staff (PCAs and AINs) to show them what is 

important and what can be left for example, or how to prioritise care.  PCAs and ANIs are 

working very hard and very fast doing the best they can but may not be prioritising time to 

insure they do the most important thing.   

46. As a result of staffing levels there is limited supervision of care workers (AINs and PCAs) by 

RNs.  There is often no supervision of RNs. New RNs going into aged care usually do not have 

the benefit of a mentor.  They are usually rostered on without another RN and so have to 

find their own way.   

47. The deficit of RNs in aged care facilities also means that AINs and PCWs are now required to 

take on leadership roles.  For example, AINs or PCAs are now often responsible for training 

new staff, providing practical training on how facilities run.  Without the skill of nurses, 

especially RNs, it is difficult for more junior staff to know if they are giving good care.     

48. Between the 1990s and the early 2000s I was on the board of Geriaction, an organisation 

focused on improving the quality of the provision of aged care.  Geriaction brought together 

managers and educators in aged care facilities, published a quarterly journal called 

“Geriaction”.   Gradually, over a few years I observed a number of specialists involved in 

Geriaction lose their positions and educators in aged care, becoming redundant or being 

replaced by less experienced and less staff.    

Dealing with families 

49. Based on my clinical experience and ongoing discussions and observations, I know that 

dealing with families of residents is emotionally demanding.  Families come in a wide variety. 

Some will work with you, some are understanding of the environment of aged care. But 

there are other families who can become quite obnoxious and quite unreasonably 

demanding. Then there are also families who have taken complaints to management.  Often 

management are not able to address the issues to the satisfaction of the families or do not 

have good complaints management systems in the facility.  After attempting to raise 

complaints with management, families can become frustrated and take it out on the care 

workers.  
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50. In the past, supporting families, especially where complex relationships existed, and 

educating them was important it was a partnership. Since the late 1990s and the 

introduction of The Aged Care Act 1997 I observed a change in emphasis.  The emphasis now 

is often on profit, not care.  

Continence  

51. Continence care is also a very time intensive issue for aged care staff.  Getting people to the 

toilet appropriately and then getting them off the toilet within a reasonable time frame 

takes considerable time and resources.  On some occasions, residents go into residential 

aged care, they are put in incontinence pads.  More funding is attached to residents who are 

incontinent.  However, the use of incontinence pads can lead to urinary tract infections 

(UTIs).  The identification of UTIs requires skill and time to identify the symptoms of this and 

a failure to treat this can lead to delirium and have serious health consequences.  

Communication  

52. Communication within facilities is another significant issue for staff.  This includes 

communicating with residents who have a cognitive impairment, residents who are from 

different cultural backgrounds, and residents who have some sort of physiological issue that 

makes communication difficult such as a stroke.  

53. Communication can also be a challenge dealing with residents who have dementia.  For 

example, a resident may have learnt English as a second language but as the dementia 

progresses, they may lose the ability to speak in their second language and revert to their 

primary language.  So again, communicating needs becomes an issue and create frustration 

for resident.  This can lead to violence and lashing out. These are challenges that confront 

RNs and care workers all the time. 

Diversity 

54. I have done my own research and supervised other research dealing with cultural diversity 

and have also observed this in aged care facilities.  We now have more residents in aged 

care facilities from culturally and linguistically diverse backgrounds.  The use of aged care 

facilities by first nations people is increasing.   This causes challenges in providing adequate 

care and takes extra time.  With this diversity there is also requirement for the staff to be 

culturally aware and culturally safe. Things like food and respect for religious feasts present 

additional challenges. This is another requirement, another skills set staff have to develop.  
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Technology and medication aides 

55. Medication aides, like multidose blister packs, can help the safety of the resident and can 

reduce time pressures on staff, but they cannot be relied on as always being right. There 

always needs to be the human element and checking and monitoring to check that the 

medication dispensed is correct. There are serious consequences for the resident if an error 

occurs. PCAs and AINs are now relied upon to check medications and then observe possible 

adverse side effects to those drugs.  This is a significant responsibility. 

56. Technological change is happening so quickly, in standards, funding tools and education. The 

use of tele-health has increased.  Likewise, a lot of care plans and medications are now 

computerised.   There is a requirement and expectation that staff will have the skill and 

know how to use devices and technology.  Staff are required to trouble shoot when things 

go wrong with technology.  This has become more prevalent during COVID-19 and with the 

increasing use of technology for families and loved ones to communicate with residents.  

Impact of providing care on the carer 

57. Through my research and personal observations, I am aware that staff in aged care facilities, 

especially PCAs, regularly sacrifice their safety to give the care that is needed. For example, 

they may bend and twist and disregard the principles of safe manual handling, focusing on 

the need of the resident at that time rather than their own safety.  Likewise, in the COVID-19 

pandemic, these workers are going to work knowing they may contract the disease. They do 

double shifts, they work overtime, so physically is it very difficult for the care workers.  

58. I know from personal experience and my ongoing observations that work in aged care is very 

emotionally demanding.  It often involves coping with the multiple needs of the residents, 

especially those that cannot be met.  It is very distressing to finish your shift and leave, 

knowing that you have not been able to provide the best care that you can.  

59. When working in clinical aged care, I would wake up in the middle of the night, terrified that 

I had not done something.  I would worry about something that has not been done for 

someone.  I would regularly have these discussions with other nurses and still do. 

60. Aged care work is cognitively, physically, emotionally, and spiritually very demanding work. 

This work is getting more and more stressful as staff are not properly supported with 

mentors and inadequate staffing generally. 

61. Aged care work is also complex.  Unlike most work in acute care, a RN in aged care often will 

not have back up from other RNs or specialists.  There is an absence of peer support, 

managerial support and specialised services like pathology and allied health.  As a result, 

nurses and carers in aged care need to develop a wide range of skills and broader 

11918



11 
 

knowledge.  Because of the lack of support, staff working in aged care also have greater 

responsibility for complex and emotionally demanding situations, including dealing with end 

of life.  

62. Now in aged care we have burn out and good people leaving especially in rural areas.   

 

Additional comments 

63. I believe that an increase in modern award minimum wages for staff in aged care is so much 

needed.   

64. I do not think that aged care work is currently properly valued.  The recognition of the work 

done by aged care staff is a little better after COVID-19.  However, the industry still needs a 

better profile. The public needs to know what is involved in aged care work and what we do. 

65. It is difficult to attract young undergraduate student nurses to work in aged care.  Through 

my University work I regularly speak to young student nurses and it is difficult to convince 

them that a career in aged care is worth thinking about and pursuing.  The absence of 

defined career pathways in aged care also presents a challenge to staff retention.  Unlike in 

the acute sector, the career options for a RN in aged care are limited.  As a result, RNs in 

aged care must be remunerated better to attract and retain then in the aged care industry.   

66. People working in aged care are not being properly remunerated for the skills and 

knowledge required to do their jobs, or the level of responsibility they have.  The aged care 

sector needs to attract and retain many new staff over the next 10 years.  We already have a 

deficit of staff in rural and remote areas.  We must start paying people properly to work in 

aged care in order to retain and attract staff.  If staffing in aged care facilities cannot be 

increased with the increasing demand, older people will have to stay in their homes, shifting 

the burden of care onto families to care for them.    

 

 

MAREE ANNE BERNOTH 

29 October 2021 
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Maree Anne Bernoth  
RN, BHlthSc(Nursing), Med(Adult Ed&Training, Hons1), PhD  
Associate Professor, School of Nursing, Paramedics & Healthcare Science 
Charles Sturt University 

 

  
 

Summary 

Over the course of my professional career and especially since commencing employment at 
Charles Sturt University (CSU), I have demonstrated a strong capacity for leadership in the 
domains of education, research and community engagement. 

I have built a strong national profile as an educator in the field of aged care especially 
ageing in rural areas, with the award of an OLTC. This is further evidenced by presentations 
at national conferences, peer reviewed journal articles and as a co-editor of a text, Healthy 
Ageing & Aged Care, published by Oxford University Press (winner of two national awards 
and the second edition is currently being written).  

My profile is also evidenced through:  

• The review processes and contributions to government policy 
• Recognition as an expert commentator by media  
• Inclusion on the Charles Sturt Research Impact web site 

https://research.csu.edu.au/engage-with-us/research-impact 
• Invitation to appear before the Royal Commission into Aged Care Quality and Safety. 
• Internationally, I have worked with academics in Sweden, America, Canada, and New 

Zealand and have been invited to review grant applications for the New Zealand 
Government. 

• Invitations to review courses for other universities and TEQSA  
I have successfully collaborated with nursing academics from Charles Sturt, the University of 
Tasmania, RMIT and with academics from the School of Business at Charles Sturt to publish 
peer reviewed articles. This demonstrates my ability to network and publish across 
disciplines.  

During my tenure with the School of Nursing, Paramedicine & Healthcare Sciences, I 
successfully led one research team to deliver a significant research project funded by NSW 
Health, Health Education and Training Institute (HETI) – which has resulted in the 
establishment of a Joint Clinical Chair in Aged Care between CSU and Catholic HealthCare, 
as well as the development of an innovative model for new graduates seeking a career in 
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aged care in rural Australia. A recently completed research project investigated isolated 
Mothers with postnatal depression establishing relationships with child and family health 
teams across Western New South Wales and Murrumbidgee Local Health Districts, mental 
health teams and the Safe Starts Indigenous program.  

My media profile is exceptional and has had an impact on creating public awareness and 
discussion about aged care, education and postnatal depression in Australia. As a result of 
my significant research into aged care I have an informed and influential voice – which has 
positioned me as a subject matter expert at a local, state, national and international level. I 
advocate for the provision of quality aged care and the support and education of the aged 
care workforce – and have presented written submissions to State and Federal 
Governments. I have also been invited to appear before the NSW State Government inquiry 
into the role of registered nurses in aged care facilities and the Australian Law Reform 
Commission inquiry into the prevention of elder abuse.  

I have strong community links as evidenced in my appointment as Community Engagement 
Lead in the SNMIH, Charles Sturt Link to the Country University Centres, Charles Sturt 
representative on Standards Australia and the Chair of the Murrumbidgee Primary Health 
Network Aged Care Consortium. I have strong and long-standing links within the aged care 
industry, the local health district and child and family health services and I have attracted 
industry partnerships to Charles Sturt. These relationships have resulted in successful and 
often significant grant applications, peer reviewed journal articles and conference 
presentations.  

In taking an appreciative inquiry, community-focused approach to researching, research 
teams I have worked with have achieved significant outcomes. My research, 
teaching/learning and community engagement form a nexus which provides a platform for 
informing subsequent projects in all three arenas. The research teams I work in, and the 
research teams I lead, have evolved through previous research outcomes and links I have 
with industry. Teams have always included early career researchers and/or clinicians to 
further develop their skills and enthusiasm for research. I teach research to undergraduate 
students and contribute to education sessions provided by the Research Office. Projects 
have had an impact on older people, registered nurses, government policy, and isolated 
mothers experiencing postnatal depression, in rural communities. 

I am focused on achieving research outcomes aimed at making a difference to the provision 
of health professionals for these areas and improving health outcomes of people, 
populations and communities. 
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Professional Standing 

 Charles Sturt University 

2009-current Associate Professor, School of Nursing, Paramedicine & Healthcare 
Sciences  

2019-2021 
2011-2015  
 

SNMIH Honours Co-ordinator  
 

2019–2021 
2011–2015  
 

Member of the Faculty of Science Honours Committee 

2017–2019 SNMIH Research Lead 

2011–2019 SNMIH Member of the Faculty of Science Research Committee 

2017–current SNMIH Community Engagement Lead 

2019–current Charles Sturt - Representative on Standards Australia MB-027 Ageing 
Societies Group 

2019–current  Charles Sturt – Lead for the partnership with Country University 
Centres 

 

 Committee Membership  

2019–current Chair of Murrumbidgee Primary Health Network Aged Care Consortium 

2016–current Member of the Australasian Association of Gerontology 

2018–2019 Member of the Scientific Committee for the 2019 AAG Conference 

2017–2020 Member of the NSW Executive Committee of the AAG 

2017–current Member of the New South Wales Nurses’ Association Aged care 
Advisory Group    

2010 Life membership of the Hunter Wound Interest Group  
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Qualifications 

2009 Monash University 
Doctor of Philosophy   

2001 University of New England  
Master of Education (Adult Education & Training, Hons Class1) 

1994 Charles Sturt University  
Bachelor of Health Science (Nursing) 

1985 Allandale Nursing Home, Cessnock  
Post Graduate Certificate in Gerontological Nursing       

1974 North Ryde Psychiatric Centre  
Registered Psychiatric Nurse    

Awards 

2017 Australian Tertiary Publishers Award for the Best Tertiary Resource for 
Healthy Ageing and Aged Care, text edited in conjunction with Dr 
Denise Winkler 

2017 Awarded the Australasian Association of Gerontology Highly 
Commended award for Healthy Ageing and Aged Care, text edited in 
conjunction with Dr Denise Winkler 

2013 Australian Office of Learning and Teaching Citation for outstanding 
contribution to student learning - The development of ICT materials 
and community involvement to foster engagement, learning and 
enquiry in a stigmatised discipline of nursing – aged care. 

2012 Dean of Science commendation for teaching a BN course subject 
NRS375 Health Optimisation 1: Gerontic Nursing Care. 

2012 Most Passionate Lecturer – awarded by the graduating BN students. 

2010 The Uni Jobs Lecturer of the Year Awards. 
Voted by students to be in the top ten university lecturers at Charles 
Sturt University. 

2007 Awarded life time membership of the Hunter Wound Interest Group for 
my contribution to the formation and development of the group. 
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2006 Try Hard Award – awarded by clinical staff at Baptist Community 
Services (Warrabrook) for my success in building an effective clinical 
team in a previously dysfunctional unit. 

1997 More Valued Than You Know – a poem written by the Deputy Director 
of Nursing, Allandale Aged Care Facility, to articulate gratitude for the 
education and the support of staff as they navigated through 
organisational change. 

1996 Citation for maintaining staff morale at Allandale Aged Care Facility 
which was undergoing substantial change; awarded by the 14 Nursing 
Unit Managers. 

1994 Citation from staff of the Mercy Hospice, Newcastle for my contribution 
to the commissioning and ongoing education and support of the staff. 

Employment History  

 Academic and clinical positions 

2017–current Associate Professor SNMIH 
Charles Sturt University, Wagga Wagga, NSW 

2014–2015 Senior Lecturer in Nursing SNMIH 
Lecturing in aged care, research (undergraduate, postgraduate level 
and Indigenous students) 
Postgraduate Courses Coordinator 
Coordinator of the Nursing Honours Program 
Charles Sturt University, Wagga Wagga, NSW 

2009–2013 Lecturer in Nursing SNMIH 
Lecturing in aged care, research (undergraduate & postgraduate level), 
psychosocial nursing 
Coordinator of the Nursing Honours Program 
Charles Sturt University, Wagga Wagga, NSW 

2007–2009 Registered Nurse 
Primary Care Nurse & District Nurse 
Grenfell Community Health, Grenfell, NSW 

2007–2009 Registered Nurse 
Cowra and Canowindra Hospitals, NSW 
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2005–2009 Principal 
Maree Bernoth Education Services, NSW 
Providing a variety of CLINICAL and PROFESSIONAL 
education services to a wide geographical area of NSW and the ACT 

2005–2009 Conjoint Appointment 
School of Nursing & Midwifery 
Faculty of Health  
University of Newcastle, NSW 

2002–2005 Education Coordinator 
Catholic Care of the Aged, Sandgate, NSW 

2002 Registered Nurse 
Baptist Community Services, Warabrook, NSW 

2000–2002 Educator 
Catholic Care of the Aged, Newcastle, NSW 

1997–2000 Lecturer / Clinical Associate 
Gerontological Nursing Research & Practice Unit 
The University of Newcastle, NSW 

1995–1997 Senior Nurse Educator 
Allandale Aged Care Facility, Cessnock, NSW 

1993–1995 

1991–1992 

1986–1991 

1982–1986 

1979–1982 

1975–1978 

1974–1975 

1971–1974 

Clinical Nurse Educator, Mercy Hospice, Waratah, NSW 

Registered Nurse, Mater Misericordiae Hospital, Waratah, NSW 

Nurse in Charge, Allandale Nursing Home, Cessnock, NSW 

Program Nurse, Morisset Hospital, Morisset, NSW 

Registered Nurse, James Fletcher Hospital, Newcastle, NSW 

Enrolled Nurse, Star Nursing Agency, Melbourne, VIC 

Senior Nurse, North Ryde Psychiatric Centre, NSW 

Student Nurse, The Macquarie Hospital, North Ryde, NSW 
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Professional Activities 

2019–2020 
 

• Monthly contributions to the local publication Coolamon 
Chronicle  

• Along with Stephen Duckett and Helen Keleher, I presented at a 
webinar The future teaching of health: the impacts of COVID-19’ 
organised by Oxford University Press. 

• Participated in the NSW Department of Communities and Justice 
led discussion to formulate the next NSW Ageing Strategy 

• Presented to the U3A in November, How our bodies change as 
we age and what that means for an older person. Feedback from 
an audience member – It was professional, informative, personal 
and interesting – a difficult combination! and brought together 
much of the previous presentations. 

• Co-chair of the Scientific Committee for the AAG National 
Conference in Sydney in November. Feedback – The plenaries 
have been thought provoking, and the whole ‘vibe’ has been 
great. So, thank you for all the hard work, and congratulations 
on what you and your colleagues, including the scientific 
program chairs and the ancillary events folk, have achieved. 

• CSU Marketing invited me to represent CSU at the Women’s 
Agenda Leadership Awards, presented an award and was 
featured in the Mentee’s Manifesto 2019, How women at the top 
of their game have worked with mentors and sponsors to get 
there. https://womensagenda.com.au/mentees-manifesto/how-
leading-women-have-worked-with-mentors-and-sponsors-to-get-
there/  

• In conjunction with the James Farley from the School of 
Communication and Creative Industries, we attracted a 
photographic exhibition The Art of Ageing, to the HR Gallop 
Gallery. I was invited to make the closing address to the exhibit.  

• I mentored Katie Murrell-Orgill from the Division of Student 
Services during her participation in the LDW program 

• I attended the education for the peer review process, Peer 
Review for Promotion @ CSU Workshop, related to promotion 
process and have undertaken a peer review for promotion from 
D to E 

• Provided education for the senior clinical staff from MLHD in 
April in Leeton – Creating Governance Documents 
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• Supported Shelter South Australia with their submission to the 
Royal Commission 

• Worked with School of Oral Health and the School of Community 
Health to identify education opportunities with Charles Sturt 
related to ageing  

• Met with representatives from Sunflower House in Wagga on 
behalf of the HOS. Then supported the group to identify funding 
sources and linked them with Eileen Petrie to establish clinical 
placement opportunities. This collaboration resulted in 
government funding to extend their programs.  

• Worked with Dr Bridget Honan putting together a Translational 
Grant application to explore a model of care for older people in 
Emergency Departments 

• Appointed lead between Charles Sturt the Country University 
Centres 

• Voted Chair of the Murrumbidgee Primary Health Network Aged 
Care Consortium 

• Assisted members of the UDRH, Three Rivers, in the 
organisation of and provided the speaker for the Dubbo 
Community Forum 

• Interviewed twice by Counsel Assisting the Royal Commission 
into Aged Care Quality and Safety 

• Submitted two report to the Royal Commission and assisted with 
the Dubbo Community submission 

• Subpoenaed to appear before the Royal Commission to inform 
the Commission about the experiences of rural and remote older 
people in accessing aged care services 

• Appointed Charles Sturt representative on Standards Australia 
Committee MB-027 Ageing Societies  

• Supported staff at Loreto Home of Compassion, aged care 
facility with education material and access to online education 

2017–2018  
 

• Co-edited Health ageing and aged care in collaboration with 
MLHD clinicians and community dwelling older people 

• Co-author of monthly articles related to healthy ageing and 
health communities by contributions in the Coolamon 
Community Chronicle 

• Submitted a community dementia grant with the community at 
Lake Cargelligo 
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• Appointed the Community Engagement Academic for the 
Charles Sturt University, SNMIH   

• Collaborated with the development of the Chair of Clinical Aged 
Care with Catholic Healthcare 

• Collaborated with the writing of the Transition to Practice 
Manual for newly graduated nurses in residential aged care  

• Provision of education to clinical staff at Wagga Base in relation 
to clinical research  

2016 • Evidence to The Australian Law Reform Commission 
• Granted SSP for 201630 
• Publication of aged care text that I co-edited 
• Reviewer for TEQSA aged care course 
• Collaboration with Murrumbidgee Local Health District in relation 

to improving the system to facilitate clinical research  
• Provision of expert advice for Centacare 

2015 
 

• Submission to the NSW Government inquiry into abuse and 
neglect in residential aged care   

• Invited member of the NSWNA Aged Care Reference Group 
• Written submission to the NSW Upper House Inquiry into 

Registered Nurses in NSW Nursing Homes  
• Building research links with Wagga Wagga Base Hospital, 

Murrumbidgee Local Health District and Murrumbidgee Medicare 
Local 

• Developing gaming as learning strategies for teaching statistics 
and for engaging students with ageing and collaborating with 
older people 

• Collaborating with Dr Travis Ingersoll from West Chester 
University, Pennsylvania in writing, teaching and future research 
opportunities 

• Development of the online aged care subject for the new 
curriculum in the BN course at CSU – NRS221. 

2014 
 

• Development of a whole of community healthy ageing clinical 
placement model 

• Collaboration between MML and CSU SNMIH. Funded by HETI 
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• Working with other academics across CSU to establish a 
partnership between Albury Wodonga Aboriginal Health Service 
(AWAHS) and CSU 

• Working with Education For Practice Institute on a scoping 
document about clinical preceptors’ experiences of their 
supervision practices and seeking grant opportunities to develop 
this into a research project 

• Lead on a steering committee to submit a grant application for 
research into developing a model for delivering aged care in 
rural and Indigenous communities 

• Supported students enrolled in Bachelor of Oral Health to 
undertake research related to periodontal disease awareness 
amongst third year nursing students. The paper from this 
research has just been accepted by Contemporary Nurse, a peer 
reviewed nursing journal.  

2013 • Provision of clinical education to staff at Camarra Lodge, Leeton 
and provision of clinical expertise to Loreto Home of 
Compassion, Wagga Wagga 

2012 
 

• Collaboration with CSU Media, promoting the role of CSU Media 
to other academics and HDR students 

• Promotion of the Bachelor of Nursing course through the 
Nursing Expo in Canberra, TAFE Information Day and Science 
Unleashed 

• Working with Sub Dean, Learning & Teaching to further develop 
the aged care DVD 

2011 
 

• Provision of clinical education to staff of Cooinda Court Aged 
Care Facility, Junee 

• Working safely in aged care – A collaboration with Bushland 
Health Group, Taree 

• Participated in the course review of the Master of Nursing, 
SNMIH, CSU 

2010–2012 
 

• Worked with the School of Communication and Creative 
Industries to develop a DVD related to aged care which has 
been used for the teaching and assessment in NRS375 Health 
Optimisation 1: Gerontic Nursing Care. The filming process was 
used as an assessment for the students in the School of 
Communication and Creative Industries. 
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Publications and Presentations 

Refereed Full Journal Articles, Conference Presentations  

 My research active status at Charles Sturt University is Tier 2.  
My publications, conference presentations and other aspects of my 
academic profile can be found at: 

• Charles Sturt University Profile: 
https://www.csu.edu.au/faculty/science/nurse/staff/profiles/acad
emic-staff/maree-bernoth 

• ORCID ID: http://orcid.org/0000-0002-1788-2674  
• Google Scholar Profile:  

https://scholar.google.com.au/citations?user=ef9IbDUAAAAJ&hl
=en 

• Scopus Author ID: 55318359800: 
https://www.scopus.com/authid/detail.uri?authorId=55318359800  

• ResearcherID: J-1573-2014: http://www.researcherid.com/rid/J-
1573-2014  
h-index Google Scholar (GS): 10 
h-index ORCID: 7 
h-index Scopus: 6 
h-index Mendeley: 6 

 Books 

2017 Bernoth, M., & Winkler, D. (Eds.) (2017). Healthy ageing and aged 
care. Oxford University Press 

Due for  
publication 2022 

Bernoth, M., & Winkler, D. (Eds.). Healthy ageing and aged care.  
(2nd ed) Melbourne: Oxford University Press 

 

 Book chapters 

2014 O’Sullivan, S., Hill, B., Bernoth, M., &. Mlcek, S. (2014). Indigenous 
approaches to research. In Z. Schneider, D. Whitehead, G. 
LoBiondo-Wood, & J. Haber (Eds.). Nursing and midwifery research: 
Methods and appraisal for evidence-based practice (5th ed.) (pp. 
257–276). Elsevier 
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2001 Somerville, M., & Bernoth, M. (2001). Safe bodies: Solving a dilemma 
in workplace education. In F. Beven, C. Kanes, & D. Roebuck 
(Eds.). Knowledge demands for the new economy: Proceedings of 
the 9th Annual International Conference on post-compulsory 
education and training: Volume 2, pp, 253-260. Available at 
http://www.voced.edu.au/content/ngv32619  

National Government Documents  

 Since 2011, I have made submissions to State and Federal 
Governments on topics related to the quality of service provision for 
older people, the staffing of residential aged care, neglect and abuse of 
older people, the experiences of older rural people including older 
Indigenous people. I have made three submissions to the Royal 
Commission into Aged Care Quality and Safety.  

 Most of these reports are available in my Charles Sturt University 
profile site: 
https://researchoutput.csu.edu.au/en/persons/mabernotcsueduau/publi
cations/?type=%2Fdk%2Fatira%2Fpure%2Fresearchoutput%2Fresearc
houtputtypes%2Fbookanthology%2Fsubmissions to inquiries and con
sultations  

Journal and Text Review 

 I review articles and texts for: Lippincott Williams Wilkins, Rural and 
Remote Health, Collegian, International Journal of Nursing Practice, 
Contemporary Nurse, Health & Social Care in the Community, 
Australasian Journal on Ageing, Research in Ethical Issues in 
Organizations, Annals of Long Term Care and other journals as 
recorded in Publons, 
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Media   

 As a result of my advocacy work in relation to standards of service and 
care delivered to older people, since 2006 I have developed a strong 
media presence. Initially I engaged with the media alone in an attempt 
to bring media attention to aged care. However, as an academic and 
with the support of CSU Media, I have learnt to engage with the media 
in a way that leads to delivering information to the community, to 
politicians and to industry in an impactful way. 

For two years, I was an invited writer for a local community newsletter, 
The Coolamon Chronicle which enabled me to keep the community 
informed about healthy ageing and about what was happening with the 
Royal Commission. The benefit for me was that I learnt to 
communicate in a way that relates to rural communities in order to be 
informative and impactful.    

I have over 70 media events covering press, television and radio at 
local, regional, national and international levels. Media respects me as 
an expert in aged care and journalists approach me for comment on 
various research or government reports especially relating to the Royal 
Commission.   

Media engagement can be found at: 
https://researchoutput.csu.edu.au/en/persons/mabernotcsueduau  

Successful Grant Applications  

2018–2020 
$322,260 

NSW Health Translational Research Grant 
Supporting isolated new mothers in New South Wales using an e-health 
program for postnatal depression: A translational research project 

2015–2016 
$15,000 

Carewest. Title: Evaluation of Tele-Health Equipment. Chief investigators: 
O. K. Burmeister (lead), Y. Al-Saggaf, M. Bernoth and D. Ritchie. Project 
Reference: 0000101524. Outcomes: Reduced hospital admissions and visits 
to doctors for participants. 

2014–2015 
$15,000 

Young and Well Cooperative Research Centre. Title: Identifying the medico-
legal and ethical challenges in Synergy. Chief investigators: O. K. 
Burmeister (lead), Z. Islam, M. Bernoth and C. Kulmar. Project Reference: 
0000101141. Outcomes: Reported to funding body, with tenders going out 
late 2015 and the pilot going live in February 2016. 
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2014 
$60,000 

CareWest (LiveBetter) – Lead Institution in a Grant with Charles Sturt as 
Subcontractor. Social and Community Links: a driver of healthy and active 
ageing. Co-Investigator M. Morrison, O. Burmeister, Z. Islam, M. Bernoth, 
and R.Dionigi.   

2014 
$45,000 

HETI Grant: Development of a whole of community healthy ageing clinical 
placement model. Collaboration between Murrumbidgee Medicare Local and 
CSU. The project identified non-traditional placements for undergraduate 
nurses and evaluated the effectiveness of the placements (SHAPE). 
Resulted in report to the funding body and a conference presentation. This 
approach is being used by other universities for clinical placements of 
undergraduate, nursing students and recently, I have had an enquiry from 
America about the program. 

2013 
$40,000 

Hobart District Nursing Service. Title: Building workforce capacity for early 
intervention in functional decline. Chief Investigators: F. Onslow (Director of 
Care) and M. Morrison (lead), M. Bernoth, O. K. Burmeister, Z. Islam, S. 
Doherty, B. Dorgelo and P. Walsh. Outcomes: Positive improvements in self-
managing their functional disabilities reported by the almost 100 
participants; a paper in Issues in Mental Health Nursing (Q2); an Australian 
online magazine article; two peer reviewed papers published. 
 

2012–2013 
$25,000 

Carewest (renamed LiveBetter). Title: Age Care Workforce Reform – 
Building communities of practice around the prevention of functional decline. 
Chief Investigators: M. Morrison (lead), M. Bernoth, O. K. Burmeister, Z. 
Islam and B. Ramudu. Outcomes: Report back to funding body showed 
significant, positive improvements for staff satisfaction in working with 
clients; it also contributed to further success in partnering with LiveBetter for 
grants. 

2012 
$14,000 

Charles Sturt, Faculty of Business (FOB), Competitive Research Small 
Grant: Healthy Ageing through ICT. Chief Investigators: O. K. Burmeister 
(lead), K. Russell, E. Dietsch and M. Bernoth. Outcomes: This led to 
increased quality of life for members of the Wagga Wagga Senior Citizens 
Club; the peer trainer received a community award for his work for this 
project in 2016; a paper was published in Issues in Mental Health Nursing 
(Q2), 2016. 

2011 
$5,000 

Faculty of Science Seed Grant: Exploring the experiences of older rural 
people who have had to leave their community to access aged care. Chief 
Investigators: M. Bernoth, E. Dietsch and C. Davies. Outcomes: Two peer 
reviewed journal articles, four conference presentations.  
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Grant Under Review 2020 Dementia Grants. I supervised Dr Syed Haris Omar from the Rural 
Clinical School, Faculty of Medicine, University of NSW, in his application for 
this grant.  

Closed, invited 
Expression of 
Interest 

Murrumbidgee Primary Health Network, Supporting Aged Care in the 
Community, an evaluation of an existing program to prevent unnecessary 
admission to hospital. 

Research Supervision  

 PhD Completions 

 
 

Green, E. (2018). Quantitative and Qualitative Inquiry into the Use of 
Noninvasive Ventilation to Treat Acute Asthma in Adults: A Multi-Site 
Study 

 
 

Gibson, C. (2018).Sharing and valuing older Aboriginal people’s voices 
about social and emotional wellbeing services: A strength-based 
approach for service providers 

 
 

Biles, J. (2016). I am looking for my truth: A hermeneutic 
phenomenological study focusing on undergraduate nursing students' 
journeys in Indigenous Australian cultural competence 

 
 

Watson, L. (2016). Researching with Young People who Provide Primary 
Care for a Family Member with Mental or Physical Health Problems: A 
Critical Psychology Approach 

 

 Masters and Honours Completions 

 I have supervised to completion, nine Masters level students and two Honours 
students, one of whom progressed to PhD completion (E. Green) 

 

 In Progress 

 Mack, S. The role of leadership in building, facilitating and sustaining a 
person-centred approach to working with residents, in the residential 
aged care environment (PhD)  

 Morris, M General practice nurse engagement in behaviour change for 
lifestyle risk: A grounded theory study (PhD) 
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 Tziros, G. Greek Migration Experiences and later life emotional 
wellbeing. A Qualitative Study (DHlthSc) 

 Evans-Barr, G. Organisational and Individual Outcomes of Volunteer 
Withdrawal: Consequences for Retired Volunteers (PhD) 
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Lodged by: 
The ANMF 

Telephone: 03 9603 3035 

Address for Service: Fax: 03 9603 3050 
Level 22, 181 William St  
Melbourne VIC 3000 

Email: nwhite@gordonlegal.com.au  

 

IN THE FAIR WORK COMMISSION  
 
Matter No.:                    AM2020/99, AM2021/63 & AM2021/65 
 
Re Applications by:      Australian Nursing and Midwifery Federation and others 
 

 

                                                    STATEMENT OF PATRICIA MCLEAN 

 

I, Patricia McLean, Enrolled Nurse (EN), of  

Queensland say: 

1. I am a member of the Australian Nursing and Midwifery Federation (ANMF). 

2. Where I refer to a conversation in this statement and cannot remember the exact words 

used, I have stated my best memory of the words spoken, or the effect of what was said. 

 

Personal Details 

3. My date of birth is . 

4. I live alone in a serviced apartment within TriCare Retirement Village at 21/ 146 Capitol Drive 

Mt Ommaney 4074. I moved to TriCare in 2020. I previously owned my own townhouse 

which was mortgaged. With my reducing work I was not able to continue to pay my 

mortgage, so I sold my townhouse and moved to TriCare. 

5. I have relied on my income from aged care work to pay my mortgage and living expenses. 

After selling my townhouse I relied on this income to pay my TriCare apartment fees, 

groceries, fuel, coffee, overnight stays at Caloundra, a little bit of medicine, hydrotherapy, 

saving for retirement through super and other savings via salary sacrifice.  

6. I was employed full-time by the Uniting Church in Australia Property Trust (Q.) trading as Blue 

Care (Blue Care) from 2009 until 2017. Between 2017 and about 2019 I worked 8 shifts a 

fortnight for Blue Care. Between about 2019 until about 2020, I worked six shifts a fortnight. 

Then from 2020 until 26 July 2021, I worked 4 shifts a fortnight for Blue Care. I resigned my 

employment with Blue Care effective on 26 July 2021.  
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7. My income working in aged care did not meet my living expenses. Just before my retirement I 

was paid a base wage of $30.42 / hour by Blue Care, which is the rate for an EN Level 2.3 

under the Blue Care / Wesley Mission Brisbane Nursing Employees Enterprise Agreement 

2013. 

8. Between about 2020 and July 2021, I received from Blue Care about $350 net wages each 

fortnight plus $400 deposited into my salary sacrifice account. At this time, I also received 

around $300 from Centrelink. 

9. At that rate I could not afford private health insurance, life insurance or go to the dentist. 

Previously, to increase the likelihood that I could pay my electricity bill, I would use less 

electricity by avoiding running the heater in my house in winter and having shorter showers.  

10. Since June 2021 I have been working one day a week for the Queensland Nurses and 

Midwives’ Union. 

11. I am 68 years old and I would like to retire now, but the amount I have been able to save 

from my wages, salary sacrifice amounts and my superannuation from 43 years of work in 

aged care are not enough to retire on, so I will have to continue to work to make ends meet. 

 

Work history and qualifications 

12. Before working for Blue Care I was employed by Baptist Care (now re-named as Carinity) in 

aged care from 1972 to 2009 (during which I had about 6 years of maternity leave for 3 

children). I first worked as a Domestic Assistant (now called an environmental worker) for 2 

weeks, and then as an Assistant in Nursing (AIN) at Brookfield Village in Brookfield, a western 

suburb of Brisbane. Brookfield Village is a large, aged care complex accommodating around 

250 residents comprising: 

a. William Carey Nursing Home – renamed Haven Lodge; 

b. Poinsettia Place, a high-care Hostel; 

c. Miller Terraces, which were a series of bed sitters (like serviced apartments); 

d. Bougainvillea Hostel; 

e. Camellia  Court (a secure low care dementia unit); and 

f. Three sets of independent living units, Carey Court, Frankston Court and McAllister 

Court. 

13. I lived in at Brookfield Village in 1972 -73. 

14. From about 1986 – 2007 I was a manual handling facilitator for Baptist Care / Carinity. 

15. Between about 1987 – 2007, I was classed by Baptist Care as a Senior AIN. In that role, I: 

a. Mentored new staff and was buddied up with them; 
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b. Worked closely with the physiotherapist; and 

c. Was also the “Link Nurse” i.e. the nurse who liaised with the nursing home’s 

continence product provider, Hartmann’s. 

16. I became registered by Australian Health Practitioners Regulation Agency (APHRA) as 

anEnrolled Nurse on 14 September 2007 and my employment classification. With Baptist 

Care changed to Endorsed Enrolled Nurse (EEN) around the same time, and I remained 

employed in that capacity until 2009. “Endorsed” in my job title referred to the fact that I was 

endorsed by APHRA to administer medicine.  

17. While employed as an EEN by Baptist Care, I also performed the specialist roles of Workplace 

Health & Safety Officer, Fire Safety Advisor & Infection Control Co-ordinator. 

18. On. 6 October 2009 I commenced full-time employment as an EEN with Blue Care Community 

Service. My work in that employment has always been principally providing nursing care in 

elderly client’s homes on the northside of Brisbane. My employment with Blue Care was 

based at the following locations (in chronological order): 

a. Blue Care Northside Community Care office at Milton; 

b. Blue Care Northside Community Care office at Everton Hills (that office having 

moved from Milton); 

c. Blue Care Community Care office at Sandgate at 50 Ibis Avenue, Deagon; and 

d. Rangeview Respite Centre – a day respite centre at Rangeview  Place, Ashgrove. 

19. My employment with Blue Care was converted to part time in 2017, working 4 days / week. I 

then reduced to 2 days / week.  

20. I resigned my employment with Blue Care, effective 26 July 2021. 

21. My Certificate of Service given to me by Blue Care is Annexure PM 1. 

22. My position description, entitled “Critical Job Demands Analysis” is Annexure PM 2. 

Qualifications and training 

23. I have a Certificate IV in Aged Care which I obtained on 20 January 2004 through Bremer 

Institute of TAFE. 

24. I undertook a Diploma of Nursing through TAFE Toowoomba and completed that in 2007.  

25. I completed a certificate IV in Workplace Health and Safety through Future Skills on 27 July 

2011. 

26.  I have done a number of Blue Care courses including continence and safety coaching. Some 

of that has been through a Blue Care online training program called SABA. 

27. I have done a lot of courses. In dementia and I specialised in providing dementia care to many 

clients. 
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28. I have done driver safety training including fatigue avoidance, being a 30-minute course on-

line every 12 months since about 2011. 

 

Description of role and work 

Residential care at Brookfield Village 

29. When I worked in the William Carey Nursing Home. (Haven Lodge) from 1979 until 2008,, 

there were 52c. residents living in that nursing home. I worked in Poinsettia Place in 2008-

2009, during which. Time about 30 residents lived there. Between 1983 and 1986 I worked 

night shift across both facilities as an AIN..  

30. William Carey Nursing Home has a 12-bed Dementia unit and three wings, with 14 beds in 

each of Wings A & C.. B-wing and the Dementia ward each comprised twelve single-bed 

rooms.  

Community Care with Blue Care 

31. My. Work as a Community EN for Blue Care has always been principally in elderly client’s 

homes on the Northside of Brisbane. I typically saw 7-10 clients each day but I saw up to 14 

clients some days when most of those clients were scheduled for shorter visits, such as for 

insulin injections. 

32. I. have mostly worked day shifts in community aged care. I worked on weekends from 2009-

2017. Since 2017, I have worked only Monday-Friday each week. Prior to about 2016, I would 

generally see clients between 7am and 1pm and work from the office from 1 to 4pm each 

day,, doing paperwork associated with the clients I had seen that day. After about 2016, I was 

directed by my manager at Blue Care to do paperwork in the client’s home rather than doing 

this from the office. From that time, I started doing my paperwork during my client visits. 

33. Also in 2016, Blue Care directed me to complete training in a module entitled “Lone Worker” 

or similar. I completed that module each year after that time. After 2016 I generally worked 

as a “lone worker”. 

34. Being a “lone worker” meant I went straight from my home to my first client’s home and 

spent my day working through a list of clients. After I reduced my work to 3 days per week in 

2019, I was told by Blue Care that I couldn’t garage the Blue Care car at home and so I’d have 

to attend the Blue Care office to pick up a car at the start of each day and drop it off at the 

end of the day. 

35. Since 2016, my typical shift would involve me driving to my first client around 7am, usually in 

the Clayfield / Albion area. From 2009-2019 I home garaged the Blue Care car and travelled in 
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unpaid time from my home to my first client and from my last client back to my home. 

Sometimes, such as when my first or last client was at Sandgate, that unpaid travel was one 

hour each way. Sometimes up to two hours on the return trip in peak hour traffic.  

36. Since 2019 I would also attend. The Blue Care office at their Ashgrove Respite Centre at 7am 

to collect a Blue Care car. Often the time allocated to get from the Ashgrove Respite Centre 

to the first client would not be sufficient.. I would usually see 4-5 clients until 12.30pm at 

which time I usually, but not always, had lunch and morning tea combined. After lunch I 

would go to the next client and continue with my list. I would usually see around 2-3 clients 

after lunch. 

37. After about 2016 I completed paperwork throughout the day. This made time management 

harder and meant that I had to be doing paperwork whilst providing care to clients.  I would 

have lunch on the road and at the end of the day, I went home. I had almost no direct face-

to-face interaction with other nurses. 

38. At Blue Care, I reported to my manager, the Clinical Care Co-ordinator.  

 

Nature of work 

Complexity of my work 

39. The work I have performed in aged care has become more complex and challenging since 

1998, both when I was working in residential care at Brookfield Village prior to. 2009 and in 

community care with Blue Care since that time.  

40. For example, in my work at Blue Care: 

a. I have observed that older people are remaining in their homes longer before being 

admitted to an aged care facility.  As a result, the complexity of clinical issues and 

the needs of clients have increased. My clients had greater and/or increased levels 

of co-morbidities and acuity in 2021 than in earlier years. By 2021, many of my 

clients has deteriorated and chose to spend more time sitting or lying in bed. Clients 

spending more time in bed can itself cause problems such as “pressure” injuries.  

b. For clients with wounds, I clean wounds with boiled (not boiling) water or a product 

called Prontosan Irrigation Solution (depending on what the client could afford) and 

apply wound dressings. I deal with complex wounds and have treated many acute 

wounds including venous ulcers, large wounds, wounds caused by pressure on the 

skin from sitting / lying. One one occasion a client’s muscle was exposed because of 

a 250 x 25 millimetre tear in the skin on his leg. I have been nauseated from the 

smell and sight of wounds on many occasions.  
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c. My knowledge of wound dressing products has increased significantly since I first 

started with Blue Care. Also, wound dressing products have changed significantly 

during the time I’ve been working in aged care. Blue Care has significantly reduced 

the amount of stock. Dressings provided to me since 2009. Blue Care has a contract 

with CH2 and we could not get products that CH2 did not supply. Clients were 

required to pay for all dressings that I applied, so I needed to have knowledge of 

various products and their prices and be able to recommend the best products to 

clients that they can afford. For example, I used to use Betadine solution, which was 

effective for about 24 hour in  resisting infection, but later changed to using Inadine 

gauze because it was effective in resisting infection for 2-3 days when multiple 

layers are applied to a wound.  

d. I conduct skin integrity checks including inspection for bruises and skin tears, 

including under clothing. I advise clients about skin care. 

e. I assess the mobility of clients whenever they are moving in my presence. If I assess 

that a client may benefit from a physiotherapist or equipment from an Occupational 

Therapist, I would refer the client to the Allied Health staff. I would also record 

observations in the clients notes. If the mobility off the client had recently changed, I 

would do an assessment and also record this in the notes. 

f. I have been encouraged in recent years, much more than in 2009, to check the 

weight of our clients more regularly, and to educate clients more about the 

importance of remaining hydrated. 

g. I talk to all of my incontinent clients about incontinence pads and other strategies to 

deal with their concerns about toileting with the objective of them maintaining good 

hygiene: bowel care was also discussed.  

h. I have noticed an increased prevalence of clients who want to talk beyond the end 

of my scheduled visit. This coincided with a reduction of social. Support in recent 

yers, especially for Commonwealth Home Support Programme clients and the 

reduction of the duration of Blue Care client appointments. To deal with this, I 

developed extra social skills to be able to leave their home without offending them; 

and 

i. Where I noticed that a client’s health and wellbeing was suffering because a family 

member or unpaid carer living with and supporting the client was not supported, I 

sometimes took steps to arrange more support for the family member or unpaid 

carers.  
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41. In my work at Brookfield Village towards the end of my time working in the late 2000s, there 

was a significant reduction in the use of chemical and physical restraints. Bed rails stopped 

being used because they restricted the client’s freedom to move. This led to more challenges 

providing care to prevent falls. I discuss the changes to medication use further below.  

42. Attitudes towards dementia clients have changed and training has increased. Previously, 

dementia clients were all treated the same way. We used chemical and physical restraints 

upon residents and clients who posed a risk to their own safety or the safety of others. Now, 

we do not restrain residents or clients generally, but instead distract them and occupy their 

attention to prevent them from engaging in dangerous behaviour. It so now recognised that 

even though people with dementia have similar symptoms, each must be treated as an 

individual. Dementia care now involves looking at life from the perspective of the person with 

dementia to work out what makes them the individual that they are so that they can be 

treated with dignity and respect. This is a significant change that I have observed over my 

career. As a result of training and encouragement from Blue Care, all nurses at Blue Care 

treat elders with dementia more as individuals in 2021 than in 2009. I support the changed 

attitudes and increased training, but it means more time is needed to spend with clients and 

more skill is required.     

Care plans 

43. Since about mid 2020 the initial Carey plan would be prepared by an RN. Prior to that time I 

would prepare the care plan. For my new Blue Care clients care plans would be signed off by  

the client then entered into Blue Care systems.  

44. Every new client of  Blue Care goes through an admission process involving the creation of a 

care plan. Care plans record details of the client, including what they wanted to improve and 

the agreed action to be taken. Until about 12 months ago I was regularly involved in the 

admission processes. I have admitted more than 100 clients to nursing care in their home by 

Blue Care. The admission of those clients to nursing care involved me developing the care 

plan for each of those clients. I did so in consultation with the client.  

45. Often a care plan would require me to make additional assessments and judgements of what 

treatment I need to provide. I would make assessments of the health of every client on every 

occasion when I have contact with them. My work as an EN at Blue Care involved keeping ca 

plans up to date by making changes as appropriate. Often a care plan would require updating 

because things would change. For example, a wound may improve so visits to the client may 

reduce from 3 to 2 times per week.. It was important that Care plans were kept up to date so 
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any Blue Care nurse providing care to the client would have accurate information about 

them. 

Other documentation and reporting  

46. A large part of my job at Blue Care was filling in progress notes as a part of reporting. For 

each client visit I would record in the progress notes my clinical observations, sometimes 

attaching photographs taken and uploaded to file. Sometimes my notes would include 

recommendations, such as a referral to an RN or a doctor. I may also record levels of anxiety, 

concerns or stresses of the client. If the care plan needed to be changed or varied, I would do 

that and then also record this in the progress notes. 

47. At Blue Care I was also required to take other actions to assure that all documentation was 

up to date. For example, clients require referrals from their GP for a catheter change. Where 

the referral for the client catheter change is out-of-date, I would need to contact the doctor 

and get a written referral or verbal permission from the doctor to change the catheter. If the 

doctor wouldn’t provide such verbal referral during our telephone conversation,  I would 

need to schedule another visit to that client for a later day.  

48. Sometimes I had substantial involvement with GPS, especially for more complex clients. From 

time to time I would take photos of wounds and send them to a client’s doctor for them to 

review.  

 

Physical demands of work 

49. Working for Blue Care, visiting clients in their home was physically demanding. Some clients 

did not have hospital beds or slide sheets. This meant that attending to these clients in bed 

and moving these clients can be difficult.  

50. I would also carry two work bags in my car, one with personal items such as water / tissues 

etc. I would carry a bag which weighed about 5 kilograms in and out of each client’s 

residence. It held the tablet, phone, gloves, sanitiser, pen and paper etc.  

51. In about 2014 I understand that Blue Care arranged for a Critical Job Demands Analysis to be 

prepared for the job I was doing (see Annexure PM 2). That document included a “Task 

Analysis”, detailing the physical, psychological and cognitive demands was completed in 

respect of the job entitled. I have reviewed this part of the document. It provides an accurate 

description of the demands of my tasks as at 2014. Although there were some changes to the 

nature of my work after 2014, I confirm that it accurately describes the nature of the work I 

would perform.  
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Emotional demands of work 

52. My aged care work is emotionally demanding and stressful. In both residential care and 

community care I have had clients who died while in my care which is very distressing. I 

developed long-term professional relationships with most of my clients. Some of my clients 

get better and no longer need nursing. Some unfortunately die. On one occasion a client fell 

and. Hit his head when letting me into his house. I administered first aid, called an 

ambulance, contacted his family and Blue Care office. I was with him until the ambulance 

arrived and took him to hospital. That client died a few days later.  

53. Anytime a client of mine dies I feel sad knowing I won’t see them anymore.  

54. I remember a night in the mid 1990’s working at Brookfield Village when a female resident 

was dying and the locum GP was lost trying to find the facility. The RN and I took turns sitting 

with the resident to comfort her. We would leave the room to cry, then return once settled 

for a bit. The woman was in pain and thrashing around. It was very hard watching her dying 

in pain.  

      Scheduling of my work 

55. At Blue Care, I would do my work each day according to a schedule provided to me by Blue 

Care, identifying which clients I was to see at specific times. Until around 2016, Blue Care 

employed an RN who would make up my schedule. The RN had a clinical background and set 

a schedule of appointments which I found to be realistic. That is, the schedule allowed me 

sufficient time to deal with clients. In about 2016, Blue Care implemented changes to this 

system and began employing a team of “schedulers” to prepare schedules of nurses 

providing community care. I understand that those people did not have nursing experience or 

qualifications. Around this time, I was also given a smart phone and tablet to use for work. 

From 2016 my schedule was provided to me through the “Procura Mobile” app on my Blue 

Care smartphone. My schedule would often, but not always, include a lunch break. 

Sometimes I would be scheduled to see two or even three clients at the same time in  

different locations. Occasionally my schedule would include gaps or “admin time” when there 

were no clients to see. I would use that time to make sure my paperwork was up to date, 

review client files or complete online learning.  

56.  

57. In or about early 2021, my manager told me that those gaps in my schedule had reduced my 

productivity and asked me to call the schedulers to get those gaps filled. After that 

discussion, I would call the schedulers and ask them to fill the gaps in my schedule.  
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58. When I received training on the use of the new technology introduced by Blue Care I was told 

by my manager that I would need to go into the tablet and download my client list on the 

“CDV” program (Clinical Day View) in my own time before work. The CDV program contained 

a copy of my daily client schedule, client’s care plans, wound care plans, referrals, client 

details (next of kin etc). Because glitches sometimes occurred it was necessary to download 

all documents before I started work.  

59. I was required to log on and off the Procura Mobile app for each client appointment.  

60. My schedule was subject to change at any time of the day or night. Sometimes my schedule 

on the Procura Mobile app on my Blue Care smartphone would change and become different 

to my schedule in the CDV program.  

61. Over my time with Blue Care, the times allocated to me for client appointments decreased. 

For example, in 2009 I was generally scheduled for appointments which averaged about 40 

minutes. In 2021, I was generally scheduled for appointments of about 20-30 minutes. The 

main change to the length of appointments occurred in around 2016.  

62. In addition to the shortened scheduled appointments, I was also required to fill in paperwork 

during the appointments after 2016.  

General changes 

63.  I have much less time to do everyday nursing tasks that I did when I started at Blue Care. I 

have much less time to talk to clients, which is necessary to build rapport and trust. I used to 

have much more mentoring and training from RNs than I did when I finished at Blue Care. I 

would sometimes shorten my meal breaks to avoid clients missing out on necessary care. I 

worked outside my rostered paid time to complete clinical records and read / respond to 

work emails.  

64. During my time in residential care I also noticed a change in that things became more task 

orientated than supportive and I had less time to provide care. This coincided with an 

increase in verbal and physical aggression towards me from residents.  

Diverse backgrounds of my clients  

65. I have cared for aged care residents and community care clients from diverse cultural and 

linguistic backgrounds, including many Italian and Chinese clients, a few indigenous clients, 

gay men, transsexual and queer clients, men and women. Previously, the majority of 

residents I nursed were of Anglo-Saxon- Celtic descent. In 2021, I nursed more Italian clients 

than those of any other cultural group. 
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66. Where a client did not speak English, sometimes a family member would assist in translation. 

If no one was present to translate, I would communicate with them in very simple English and 

worked to understand their broken English.  

67. I have had deaf clients and blind clients that I found ways to communicate with them. 

68. The need for me to respond to cultural, emotional,  social, and psychological needs of 

residents and clients has always been part of my job, but it increased, especially in recent 

years.  

69. Blue Care required me to undertake cultural diversity training of about 90 minutes online, 

through SABA. 

Additional client care 

70. In my providing community care I had to do some additional duties to be able to provide the 

care. I did some cleaning for infection control. For example, sometimes I needed to clean a 

client’s dining table to make it sterile for clinical use.  

71. I provided social support to my clients, most of whom would live alone in their own home. 

Since the mid to late 2010s, Blue Care has been more orientated to the performance of pre-

determined nursing tasks for which Blue Care was funded. At the same time, I was also 

required by Blue Care to apply the Blue Care Tailor Made Service Model, including Blue. 

Care’s “Person. Centred Care Philosophy and the Well-being Approach”. The Blue Care Tailor 

Made Service Model was described as focused on the person “who comes first and is at the 

centre of all we do”. A copy of the Blue Care Tailor Made Service Model is Annexure PM 3. 

72. I have always delivered care in a person-centred way. Occasionally I would put the kettle on 

for a client or fetch things from another room in their residence at the request of a client 

with limited mobility. I have made sandwiches for diabetic clients with low blood sugar levels, 

collected Webster packs from a chemist and helped plan meals for clients whose nutrition is 

inadequate. I have also advised upon, and arranged, recreational activities for residents and 

clients. Also, as discussed further below, I worked with other health professionals for the 

well-being of clients.  

 

        Skills and responsibility 

         Clinical work  

73. My work with Blue Care involved changing catheters, providing wound care (including 

drains), treating ulcers, assessing clients as to whether they needed to go to their GP / 

hospital, applying cream (medicated and non-medicated) to client’s skin, administering 
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medicine, assisting clients with medication, and monitoring client’s health to ensure they are 

doing okay at home. In doing this work I exercise the skills that I have developed working in 

aged care over around 45 years and the skills I learnt through my training.  

74.  The skills I use and responsibilities I had in caring for residents and clients includes 

communication, assessing needs, supporting residents and clients emotionally, socially and 

physically, making written records of clinical assessments, administering treatments and 

making assessments of any other issues or concerns I have, or which are expressed to me 

about the client’s health. 

75. At Blue Care, I knew the allergies of most of my regular clients without having to look them 

up. I knew what wound care products worked best for individual clients. I knew how to 

approach a client about future care planning, such as them moving to residential aged care or 

palliative care. 

      Time management and IT 

76. Time management was a challenge when I began community nursing but I developed time 

management skills. I learnt how to focus on more than one activity simultaneously, such as 

listening to a client, often talking about matters unrelated to the treatment I was to 

administer in that visit, and talk to the client, while doing clinical work with them, like 

changing their wound dressing or their catheter. Despite my improved time management 

skills, I would still need to work at home after rostered shifts simply because I was not 

scheduled enough time during my rostered shifts to do all the necessary recording of clinical 

information. 

77. I have gained IT skills, especially skills in problem-solving IT malfunctions. When I first started 

using some of the software that Blue Care required me to use, I didn’t understand how that 

software worked, but became very competent in using that software. I had to learn where to 

find particular documents in the software (apps) For example, clinical documents more than 

3 months old are archived in a different system called Core Procura. I learned how to get out 

of CDV and open up the Core Procura app and then find the document I needed. The tablets 

that Blue Care gave me and other nurses regularly malfunctioned. I learnt how to trouble 

shoot some of those malfunctions.  

Working with other staff and skill mix 

78. In residential care I supervised AINs and support workers (now called environmental staff 

e.g. kitchen staff and cleaners.) 
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79. In community care I have supervised Personal Support Assistants (PSAs), especially in their 

prompting of clients to take their medicine and to ensure that services required by a nursing 

care plan or a personal care plan were provided by the PSA to each client.  

80. I had more responsibility in every aspect of my job in 2021 than I did in 2007 when I started 

working as an EEN. In 2021 there was less RN support than when I started working in 

community nursing in 2009 and I needed to shoulder more responsibility to ensure that 

clients received the care they needed. 

81. Since about 2016 at Blue Care there has been a reduction in registered nurse numbers as 

team leaders. The consequences of that has been reduced access for me to support. By an 

RN. Prior to 2016 I used to organise ‘double visits’, that is a visit to a client attended by me 

and my Team Leader where I was particularly concerned about a client’s health. After 2016, 

whenever I tried to schedule a double visit, I would be  advised that this was not possible. 

Until about 2016 I also used to have a ‘support day’ about every 3 months or upon request. 

‘Support days’ were shifts during which my Team Leader accompanied me on all client visits 

for the entire shift. In about 2016 the Team Leader positions were made redundant and so 

support days simply stopped happening.  

82. Until 2011, Blue Care would almost always engage an agency nurse to replace any Blue Care 

nurse that was absent from a rostered shift. From 2011 however, Blue Care stopped 

engaging nurses to replaced any Blue Carew nurse in Northside Community Care that was 

absent from a rostered shift. 

Additional skills and training 

83. Between 2009 and 2017, I annually assessed the competency of RNs in hand washing and 

manual handling (e.g. the use of hoists and slide sheets) and recorded these assessments.  

84. Since about 2016, I perform basic maintenance of CPAP (continuous positive airway 

pressure) machines used for sleep apnoea. This included cleaning the machine, checking the 

hoses and refilling with fresh water. Instructions were included in the care plan and any 

action would be included in the progress notes. 

Interaction with other health professionals 

85. Working at Blue Care I would often interact with my client’s General Medical Practitioner 

(GPs) about my client’s various health issues. I email photos of their wounds to their GPs. 

Sometimes I make urgent appointments with GPs for my clients who did not succeed in 

convincing a GP practice receptionist that their condition required urgent attention by their 

GP. My interactions with GPs have increased in frequency since 2009. Many of my clients are 
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also clients of the Lutwyche Family Practice and so I have built up a good rapport with both  

doctors in that practice. 

86. I would also interact with Blue Care RNs and hospital-based nurses including Hospital-in-the-

Home nurses who were also treating my clients. I interacted with other health professionals 

(some of whom are employed by Blue Care and others who are not), such as GPS, hospital 

discharge planners, allied health professionals including physiotherapists, dieticians, social 

workers, podiatrists, Occupational Therapists. If I observed that a client had lost weight or 

had poor nutrition, I would refer them to a dietician.  

Medication and pain management  

87. As noted above, as an EEN. I am “endorsed” to administer medicine under the guidance of 

an RN, I administer medication, ensuring clients are taking the right medication in the right 

dose at the right time.  

88. Part of my community care work included applying Morphine patches. I have observed that 

doctors have generally. Reduced prescriptions of Morphine and other opioids since about 

2016. As a result, clients suffer more pain. So, since 2016, I have increased my knowledge of 

alternative pain management (e.g. physiotherapy, hydrotherapy and TENS machines)) and 

arranged more of these for clients. With less use of drugs like Morphine, more skill is 

required. It is more time consuming and you need to explain to clients what is happening 

and to gain their trust. I am even more gentle when I need to touch the skin of client’s in 

pain than I was before 2016.  

89. Medicine is always changing. There are always new brand names of drugs to learn. I do my 

own research for new products or medications.  

90. Blue Care clients would regularly receive their medications in Webster packs. Webster packs 

are useful but I would still need to check what was being dispensed against the medical 

summary from the doctor. Sometimes the pharmacy would make changes in consultation 

with a client’s GP but this change isn’t recorded in. the medication summary provided for 

the client. Sometimes the pharmacy can make errors. Whenever I saw a difference between 

the Webster pack and the medication summary I would call the pharmacy and ask them 

about it. If they said that there had been a change from the GP I would then call the GP and 

ask for an updated medication summary.  

91. Sometimes medication is called by different names. Sometimes brand names change, 

sometimes a medication summary will list the brand name and sometimes the drug / generic 

name. Sometimes a client would tell me that they usually had a pink tablet and ask why 

today they have a white one. I would talk clients through their medication and make sure 
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that what the client was getting is the one contained on their medication summary. I would 

also educate clients about what medial condition is to be treated by the medicine, and about 

what medicines they should take themselves.  

92. From 2009 I would dial up the dose to be delivered by an insulin pen and the client would 

then inject themselves with that pen. Since about 2011 Blue Care required me to inject 

insulin clients with a syringe containing insulin if the client was unable to inject themselves.  

   Client behavioural management   

93. Working for Blue Care, I would engage in behaviour management of clients, particularly of 

those not wanting to interact with people, those who have little or no trust of others 

generally, and those who were verbally inappropriate by saying things to me like “buggar 

off” or swearing. The objective of my behaviour management was to reduce their stress 

levels, reassure them and practice other conflict resolution techniques so that they were 

able to receive the care they needed.  

94. When working at Blue Care in community care, I advocated for the interests of clients, 

particularly to my supervisor regarding client concerns about having visits from different 

nurses (which is known in aged care as lack of continuity of care) and arranging timely access 

to the client’s doctor.  

95. At Brookfield Village, I would ensure that activities to entertain and engage residents and 

improve their cognitive abilities such as jigsaws, trivia games were provided by other staff.  

Additional steps re client welfare 

96. At Blue Care I found myself pulled in different directions concerning the duration of my 

client visits. Blue Care gave me set times for each visit. But clients and their family members 

wanted me to listen to the client’s life history. I found that families didn’t always understand 

that it wasn’t a 24 hour emergency service and management didn’t appreciate the needs 

and expectations of clients. 

97. Working at Blue Care I would sometimes seek the client’s permission to communicate with 

their family members about the health of their loved one who is my client,  and, if 

permission is given, I would communicate these issues. 

98. If a client didn’t answer the door when I knocked on it or rang their doorbell, I would phone 

the client’s next of kin and ask about the client’s whereabouts and well-being.  

99. On 19 April 2021 I knocked on a client’s door. The client did not answer the door. I could 

hear her yelling so I decided to walk around the outside of her house to the back door, but 

both side gates were locked and I couldn’t get to the back door. I phoned her daughter in 
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the hope that she had a key to unlock the gates or could tell me where such a key was. The 

daughter did not answer my call. I phoned my manager and then the client’s other daughter. 

The client’s sister who lived next door then came over with a key to the front door and she 

let me in. When I was able to enter the house the client told me she had slipped and fallen. 

She had managed to get herself up off the floor but had sustained a skin tear on each arm. I 

attended to those wounds. We then discussed the cause of the slip and I advised her how 

she could avoid slipping again and the obtaining / use of a wearable emergency alarm. This 

all took more time than I had been allocated. So I was required to contact the scheduler to 

negotiate how I was going to manage the rest of my day without forfeiting any other clients.  

 

Work conditions 

Client homes 

100. When I would enter a client’s home for the first time and the client locked the door                   

behind me, I often found this daunting. 

101. Some clients are hoarders. A lot of the material they hoard is paper, cardboard and other 

flammable material. Hoarded material is often stacked up between furniture in client’s 

residences so that it would restrict my movement through the house and often prevent 

entry to their toilet.  

102. Some clients wouldn’t like you using their toilets and some are so dirty or broken that I 

wouldn’t use them. I would try to avoid using any client’s toilet. I would use MacDonald’s 

toilets instead. Every day I would need to plan my toilet use because my access is infrequent. 

I had a toilet location app on my phone until I learnt where most of the public or customer 

toilets are that I could use in my work patch. 

103. There have been hundreds of occasions when I have not been able to go to the toilet when I 

have felt the urge.  

Occupational Violence and Aggression 

104. My work at Brookfield Village would often involve occupational violence. The care needs of 

residents increased significantly between 1997 and 2009. There was also a massive increase 

in aggression and bad behaviours towards me from residents over that period. 

105. I was assaulted about 150 times while working in residential aged care in periods from 1972 

– 2009. The worst kind of assaults I suffered were those I didn’t see coming. I was whacked  

the back  by one resident. Most attacks on me occurred while I attempted to shower the 

resident. I suffered broken skin (split or torn) in around 20 of those assaults. One resident 
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gave me a ‘Chinese burn’. I suffered bruising from about 100 of those assaults. My 

spectacles were broken in one assault around 2004.  

106. At Brookfield Village until around 2006 being bashed by residents was generally regarded as 

inevitable in Dementia Care. 

107. Working at Blue Care I also dealt with difficult clients. For example, in or about 2015, I saw a 

client Monday to Friday to provide her daily medications. Her medications were locked away 

in her home. Most days she told me that she was angry about the medications being locked 

up and sometimes would threaten to hit me. 

Exposure to infections and infection control 

108. Since the commencement of the COVID – 19 pandemic in early 2020, I have worn a mask 

during outbreaks. When seeing clients at the Sandpiper Hostel in Albion (a supported 

residential service in which some of my clients lived), I wore a mask, plastic apron, saw 

clients only in a treatment room (not the clients bedroom) and rubbed hand-sanitiser on  my  

hands before and after seeing every client.  

109. During the COVID – 19 pandemic outbreaks I was directed by Blue Care to wear disposable 

masks while seeing clients and dispose of them in. Paper bags provided to us and to put 

these into a bin in the office.  

110. Since 1998 I have been involved in three Norovirus outbreaks. During those outbreaks at 

Brookfield Village, I and my co-workers were supplied masks, googles, aprons. We doffed all 

that PPE and donned unworn items between contact with each resident.  

Injuries and illness from work 

111. Whilst working at Brookfield Village in around 2000 I strained a muscle moving a resident in 

their bed without a slide sheet and had a 3-day back injury. 

112. I became infected three times with Norovirus during each of the three outbreaks ((2 were at 

Brookfield Village and the third was while I was doing 2 weeks prac at Redcliffe Peninsula 

Hospital as part of my EN diploma.  

113. Before I began receiving flu vaccination around the mid-1990s I often suffered sever upper 

respiratory tract infections in flu season. In each case, my illness followed having been 

nursing a resident with the same illness within several days before I developed symptoms. 

On each occasion I was not aware of having had any contact with each anyone outside the 

nursing home with symptoms of that disease. 

114. Coronavirus has been a major hazard to me in my work at Blue Care since March 2020.  
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Interactions with persons other than clients and residents 

115. In Brookfield Village I had typically about 1-10 interactions with visitors each day, mostly 

those who were visiting a resident, but also tradespeople including electricians and 

plumbers, GPs, Aged Care Assessment Team (ACAT) members (all nurses), pharmacists, 

police and paramedics.  

116. At Blue Care, I would interact extensively with the families of clients, especially with family 

members who live in the same residence as a client. 

117. In my work at Blue Care, some family members would ask me to discuss the client’s medical 

status and interventions with them rather than with the client. I would need to make a 

judgement about whether I should discuss that request, depending on whether the relevant 

family member has a Power of Attorney for the client, whether the client has told me not to 

discuss their health or particulars with family members, and what I was aware of about the 

relationship between the client and the relevant family members and also the clients 

cognitive status. 

118. In my work at Brookfield Village, I interacted with volunteers occasionally, especially those 

who were willing to assist in the feeding of residents and I would monitor and supervise 

them feeding residents to ensure it was a being done safely and correctly. 

119. At  Brookfield Village I also interacted with animals. Some family members would bring in 

the pet dog to visit their family member. At other times a petting zoo was temporarily 

established at the facility.  

120. In my community care work, Blue Care had a policy that clients must lock their dogs away 

during my visit but often dogs were not locked away. When this happened, I would quietly 

suggest that the client put their dog away in a spare room or back garden, but often this still 

would not happen. Cats were not required to be locked away. Dogs sometimes barked at me 

or licked me. Dogs and cats got under my feet and created a tripping hazard. Cats jumped up 

on my lap and the client’s lap while I was engaged in hands-on treatment of the client, which 

could be disruptive and dangerous. I learned the nature of particular animals and how to 

deal with them to minimise disruptions and hazards.  

Travel and transport 

121. My community nursing work at Blue Care also required me to get into and out of a car about 

10 times per day. Often it was not possible to get a park close to the client’s residence or 

one that is in the shade. Also, the distance between client’s was sometimes a short drive. As 

a result, I found that my car would get very hot and would not have the opportunity to cool 

down between appointments.  
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122. Blue Care used to give the nurses ice-blocks on a hot day when we returned to the office, 

but this stopped about 2016. 

123. When it rained, I walked in the rain to the client’s door and back. I would drive in the rain, 

which required me to concentrate harder and often resulted in reduced visibility and me 

feeling stressed. 

124. I am a non-smoker and the Blue Care car which I would collect from work from 2019 often 

stank of cigarette smoke. 

 

Additional comments 

125. I was an enterprise bargaining rep for the ANMF/ QNMU’s Blue Care members. I found 

Enterprise Bargaining outcomes to be disappointing, especially with regard to wage 

increases. Real wages and employment conditions have not really improved in aged care in 

the 43 years of my working in aged care. 

126. Residents at Brookfield Village and clients at Blue Care told me that they valued the work I 

did. I have always felt valued by residents and clients but often did not feel valued by 

management. I felt that my remuneration did not properly value the work I was doing.  

127. I consider that an increase in minimum rates would change and improve the likelihood of 

people remaining or re-entering aged care.   

 

 

                                                                                                                                                   PATRICIA MCLEAN 

29 October 2021 
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Critical Job Demands Analysis

A Critical Job Demands Analysis is a detailed analysis of how a role or task is completed and 
includes detailed descriptions of the physical, psychosocial and cognitive requirements of 
activities, task frequency/duration, environmental factors and the equipment required to 
complete a role. This document is to assist Blue Care Services in determining suitability of tasks 
in the management and prevention of injuries within the workplace for Endorsed Enrolled 
Nurses in the community.

Job Title:

s Endorsed Enrolled Nurse (Community)

Position Description:

s To provide nursing care, and support and guide other unlicensed care staff in the 
provision of quality care based on assessed clients’ needs that promotes quality of life 
and enhances the ability of individuals to maintain their independence and remain within 
their home in the community, ensuring that care is consistent with the mission of Blue 
Care and current best practice (as per Blue Care’s Position Description).

POSITION DESCRIPTION
Hours/Roster Full Time Emolovees

❖ Standard day shifts - including an early shift and a late shift
❖ Standard meal breaks

Environment ❖ Staff are required to work within the community, with up to 
approximately 15 jobs scheduled per shift.

❖ Staff can travel up to 45 minutes each way to visit clients in their 
homes.

❖ Staff drive company owned vehicles of varying models.
❖ Staff usually report back to base following a shift to complete 

necessary documentation and follow up.
❖ Staff are often unaware of the clients immediate environment until the 

first initial visit has taken place (i.e. whether the client has a clean and 
tidy environment, whether they have pets, whether the home has 
uneven ground).

❖ Staff are scheduled with jobs throughout the day, so working within 
work deadlines is important.

Equipment/Tools ❖ Staff may be required to utilise a range of equipment within clients’ 
homes including, but not limited to:

- Transfer equipment (hoist, slide sheet)
- Charts/files
- Wound care equipment
- Mobility equipment (wheelchair, wheeled walkers, sling hoists, 

standing hoists)
- Cleaning equipment

Personal
Protective
Equipment

❖ Closed in shoes
❖ Uniform
❖ Apron
❖ Gloves

General Duties ❖ Assisting clients with all activities of daily living including:
- Hygiene assistance (showering and toileting)
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- Dressing
- Grooming
- Eating/drinking

❖ Assisting clients with mobility and transfers
❖ Operating vehicle to travel to and from clients homes
❖ Completing administrative functions
❖ Liaising with clients, clients’ families, health professionals etc. 

regarding any issues or concerns
❖ Administering medication
❖ Wound treatment

Task Analysis
The following table provides detailed information on the tasks performed by Endorsed Enrolled 
Nurses in the community and the physical demands required of each task. It is considered that 
the physical demands outlined should be utilised for a general guide only, as depending on the 
circumstances and situations encountered by staff, the physical demands of the tasks may vary.

TASK PHYSICAL DEMANDS
1. Assisting clients ❖ Sustained standing with intermittent short distance walking (up to

with activities of 20 meters) to obtain necessary items.
daily living: ❖ Unilateral/bilateral lifting and carrying of items weighing up to

- Hygiene 10kg (i.e. cosmetics, food etc.).
assistance ❖ Frequent bilateral gripping and grasping patterns to hold items.

- Dressing ❖ Intermittent squatting and spinal flexion to access lower levels to
- Grooming dress, wash, dry and groom lower limbs.
- Eating/drinking ❖ Frequent bilateral forward reaching, with elbow extension and 

flexion.
❖ Occasional above shoulder height reaching to access cupboards 

and to dress clients.
❖ Working from floor level to overhead height.
❖ Occasional neck flexion, extension and lateral rotation.
❖ Verbal prompting.
❖ Repetitive arm movements to complete tasks.
❖ Moderate to heavy bilateral pulling and sudden/jerky movements 

to don/doff clients clothing (i.e. compression stockings).
Frequent wrist and digit movements.

❖ Ability to exaggerate walking gait to mobilise over uneven and 
wet flooring surfaces.

2. Assisting clients ❖ Sustained standing with intermittent short distance walking (up to
with mobility and 20 meters).
transfers ❖ Occasional moderate to heavy pushing and pulling to assist 

client to sitting and standing, pushing wheelchairs (i.e. pushing 
up to 100kg clients).

❖ Bilateral lifting and carrying up to 25kg (i.e. wheelchairs, mobility 
aids and limbs).

❖ Moderate bilateral gripping.
❖ Frequent forward bending through the hips.
❖ Frequent squatting and spinal flexion.
❖ Frequent forward reaching, with flexion and extension of the 

elbows, and flexion, extension and abduction of the shoulders.
❖ Bilateral moderate to heavy grasping and gripping.

3. Operating vehicle ❖ Bilateral cylindrical gripping to hold steering wheel.
to travel to and ❖ Unilateral gripping with the left hand to operate gears.
from clients homes ❖ Sustained sitting (up to 30 minutes at a time).

Completed by Lauren Youngberry (Occupational Therapist: Advantage Injury Management Services) Date: 19 December 2014
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❖ Short to medium distance walking to mobilise from vehicle to 
clients home (up to 100 meters)

❖ Sustained hand-eye coordination.
❖ Frequent knee and ankle flexion and extension to operate foot 

pedals.
4. Completing 

administrative 
functions

❖ Unilateral/bilateral forward reaching.
❖ Unilateral fine motor skills to write/document.
❖ Sustained standing and occasional walking and sitting to obtain 

charts etc. in office.
❖ Requirement to flex through the spine to document notes in 

charts on lap or on surfaces not ideal in height at clients home.
❖ Ability to take notes efficiently and succinctly.
❖ Ability to prioritise clients’ needs.

5. Liaising with 
clients, clients 
families and health 
professionals

❖ Intermittent sitting and standing depending on location.
❖ Providing verbal information.
❖ Unilateral lifting and holding of phone to ear when making phone 

calls.
❖ Sustained eye coordination.
❖ Unilateral phone motor tasks to complete relevant 

communication and administrative based functions including 
documenting in charts, documenting notes if charts and dialling 
numbers.

❖ Mobilising over uneven ground to attend meetings, whether this 
be in a public facility or in a client’s home.

6. Administering 
medication

❖ Bilateral fine motor tasks to distribute and administer medication.
❖ Neck flexion to view medications.
❖ Can be completed either sitting or standing.

7. Wound treatment ❖ Frequent and repetitive bending, kneeling, squatting and 
stooping, often in awkward positions within the client’s home.

❖ Lifting and manoeuvring of clients limbs (weighing up to 25kg).
❖ Pushing/pulling of client and equipment/furniture to set up 

appropriate area for treating wounds (i.e. up to 100kg + clients).
❖ Lifting/carrying of wound care box (weighing approximately 5- 

10kg) from vehicle into client’s home (up to 50-100 meters).
❖ Bilateral fine motor gripping to hold items (i.e. gauze, pads) to 

complete wound management.

Overall Physical Demand Level of the Role
KEY

R = RARE (1-15%) O = OCCASIONALLY (15-33%)
F = FREQUENT (34-66%) C = CONSTANT (67-100%)

PHYSICAL WORK DEMANDS

Task R O F C Comments

Standing • ❖ Sustained dynamic and static standing 
required negotiate home and complete tasks.

Sitting • ❖ Sitting to complete basic personal grooming, to 
complete administrative based tasks or to take 
breaks.

Walking • ❖ Frequent short distance walking within the 
home and to and from vehicle (up to 50

Completed by Lauren Youngberry (Occupational Therapist: Advantage Injury Management Services) Date: 19 December 2014
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meters).
❖ Walking outside of home with clients and 

within the community (up to 500 meters).
❖ Walking whilst pushing trolleys and

wheelchairs.
Squatting/Kneeling • ❖ Repetitive squatting, lunging or kneeling 

required to assist with transfers, personal care 
tasks and domestic tasks.

❖ Also required to access cupboards and pick up 
items from the floor.

Forward
Bending/Stooping

• ❖ Repetitive and/or prolonged forward bending to 
assist with positioning of clients, transfers, 
grooming, showering, toileting, and dressing.

❖ Forward bending also utilised while completing 
domestic duties such as wiping down surfaces, 
mopping, sweeping etc.

Neck Postures • ❖ Neck mobility required for attending to 
transfers and personal hygiene care of 
residents. Frequent flexion, extension and 
lateral rotation required in many aspects of the 
position including performing ADL and 
domestic tasks with clients.

Reaching • ❖ Repetitive and/or prolonged forward reaching 
to assist with positioning of clients, and 
attending to personal care and grooming.

❖ Routine forward and occasional overhead 
reaching to access items from cupboards.

Hand Function
(Bilateral)

• ❖ Fine motor skills required when writing in 
charts, dressing residents, shaving and nail 
care.

❖ Bilateral hand grip required for using transfer 
equipment, pushing chairs, lifting and carrying 
items.

Lifting/Carrying © ❖ Assisted lifting when using transfer equipment 
(hoist, slide sheets).

❖ Lifting of personal items, cleaning equipment, 
mobility aids (e.g., weights ranging from a few 
grams up to approximately 25kg +).

❖ Lifting of clients limbs while assisting with 
dressing and transfers.

Pushing pulling • ❖ Pushing/pulling wheelchairs, shower chairs, 
hoists and grocery trolleys.

❖ Pushing/pulling to assist with client transfers.
❖ Pushing/pulling of bariatric residents in 

wheelchairs/over toilet frames (with maximum 
resident weight approximated at 100kg+).

Vision • ❖ To complete and assist with all procedures in a 
safe and appropriate way.

❖ To drive work vehicle in varying weather and 
traffic conditions.

❖ To supervise and monitor client safety.
❖ To view written paperwork and computer 

screen.
❖ To complete all documentation and chart

Completed by Lauren Youngberry (Occupational Therapist: Advantage Injury Management Services) Date: 19 December 2014
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notes.
Hearing • ❖ To communicate effectively with the client, 

their family and other staff.

Overall Psychological Demand Level of the Role

PSYCHOSOCIAL AND CONGITIVE DEMANDS

Task R 0 F C Comments

Liaising with staff and 
residents

• ❖ High level of verbal communication to liaise 
with clients, their family and staff.

Follow Instruction • ❖ Having the ability to work under the 
supervision and instruction of the RN.

Conflict resolution
and negotiation

• ❖ High level of conflict resolution and negotiation 
required when working with clients who can 
display aggressive behaviours, maintaining a 
professional manner throughout.

Teamwork • ❖ To work within a multi-disciplinary team when 
required, and to liaise with other health 
professionals for the clients care.

Follow safety policies • ❖ to work within recommended safety policies
and procedures.

Time management 
skills

• ❖ Working within time constraints and meeting 
daily tasks within timeframes.

Learn and retain new
information

• ❖ Being up to date with mandatory training.
❖ Participate in ongoing professional

development.
❖ Ability to utilise short and long term memory to 

document events accurately.
Respond to
emergencies

• ❖ To respond appropriately to emergencies in a 
timely manner and apply basic life support if 
needed.

Maintain
confidentiality

• ❖ To maintain client confidentiality at all times.

Note: This report has been prepared based on observation and report from the community home 
visit assessment conducted on 17 December 2014.

Completed by Lauren Youngberry (Occupational Therapist: Advantage Injury Management Services) Date: 19 December 2014

_____ _____________________________________________ ________________________ 511960
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Wellbeing 
 

The Blue Care Tailor Made Wellbeing Approach has been developed as part of Blue Care’s Tailor Made Service Model.  This 
model includes the Person Centred Care Philosophy and the Wellbeing Approach.  Together these approaches guide our 
practice.  
 
The Wellbeing Approach focuses on supporting a person to maintain and strengthen their capacity and skills to manage their 
daily life; maximising a person’s independence and autonomy as well as enhancing their connections with their social networks 
and community.  It is a powerful way to support a person to improve their function, independence and quality of life as the 
Wellbeing Approach focuses on the person and their strengths, capabilities and aspirations.  It is about working with the person 
to achieve their goals and supporting them to live as independently as possible.  The Wellbeing Approach is based on our Blue 
Care values; compassion, working together, respect, justice and leading through learning. 
 
A successful implementation of the wellbeing approach will: 

 support a person to be as independent as they can  
 increase a person’s quality of life, capacity and autonomy 

 improve access and availability of services through a less restrictive approach maximising resources across all service 
settings 

Blue Care’s Tailor Made Wellbeing approach is one that every employee at Blue Care will apply in their daily work.  Wellbeing 
is: 

 ‘doing with’ a person rather than ‘doing for’ 
 supporting a person to do as much as they can for themselves  
 person centred, encouraging a person to be in control of their life 
 engaging a person to participate actively in decision making, goal setting and achieving these 
 supporting a person’s relationships, social connections and participation 
 increasing a person’s confidence, capacity, independence and autonomy to manage their life 
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Principles which inform the Wellbeing Approach 
 

 Everyone, regardless of their age, gender, health issues or disabilities, has capacity to increase their independence and 
confidence to cope with their life 

 A person and their family know their individual goals, capabilities and aspirations best; what wellbeing and a quality of life 
mean to them and what kind of support will help them to achieve their goals 

 A person is in control over their support and decisions about this 
 Only ‘just enough’ support is provided to help a person to achieve outcomes relevant to their situation and to live as 

independently as possible 
 Staff are adequately trained, supported and supervised to reach their own full potential to deliver support based on the 

wellbeing approach 
 Each person will have an individualised solution for them, delivered in a person centred way; not a one-size-fits-all approach 

Key concepts of wellbeing 
 

 Promotion of healthy and active ageing, wellbeing, social participation, independence and autonomy 
 Engagement of a person in their goal setting, support planning and journey to reach their goals 
 Timely, goal focused support built on the person’s strengths and capabilities 
 Relevant information, advice and equipment is available to the person 
 Understanding what motivates a person to regain skills and confidence to optimise their independence 
 Sustainable support and future planning 
 Interdisciplinary team work 
 Appropriate training and supervision for staff 
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Services that exercise the Wellbeing Approach 
 

 Use language that reflects the Wellbeing Approach 
 Develop and maintain a culture of ‘doing with’ instead of ‘doing for’ 
 Establish and maintain an equal partnership with a person, their family and friends 
 Involve a person in decision making, goal setting and the journey to achieve desired outcomes 
 Support a person as little as necessary and step back when support and help is not needed 
 Have information and resources on wellbeing and how it works available for a person, their family, friends and the wider 

community 
 Have high level awareness of available community resources that can meet a person’s needs and aspirations 
 Provide training and support to staff to understand the wellbeing approach and to apply it to their daily work 
 Have staff who enjoy working with a person to enhance their health and active ageing, social participation, independence 

and autonomy 
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Blue Care Tailor Made Approach  Living Blue Care Tailor Made Wellbeing 

The Blue Care Tailor Made approach 
focuses on the person who comes first 
and is at the centre of all we do.  Each 
individual’s uniqueness is appreciated. 
It is an equal partnership.  The role of 
family and friends is also recognised 
and is an important part of partnership. 

 A person is the centre of our support  which is built on the person’s unique 
capabilities, strengths and resources  

 A person is in control over all support that is tailored to help the person achieve 
their goals and aspirations 

 We establish and maintain a partnership with a person, their family, friends and 
other important networks as they are seen as integral resources 

When we utilise active listening, we 
hear the needs and wants of the 
individual.  We recognise and focus on 
their skills and capabilities.  This 
guides the design and delivery of 
service and accommodation solutions 
that are individually ‘tailor made’. 
Services are then delivered in such a 
way that the person is in control rather 
than controlled. 

 We promote an equal partnership and facilitate open discussion with a person to 
find out how they can achieve their goals and the best possible outcomes and be 
all they can be 

 By actively listening we find out what motivates a person to achieve their goals 
and desired outcomes 

 We offer individualised and ‘just enough’ support to help a person to achieve their 
short and long term goals 
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Blue Care Tailor Made 
characteristics 

Living Blue Care Tailor Made Wellbeing 

 

 We remember a person makes decisions and has control over support we offer 
 We provide up-to-date information so that a person can make well informed 

decisions 
 Together with the person we find out what motivates them to work towards their 

goals  
 We use language that reflects a ‘doing with’ approach, that is easy to understand, 

emphasises an equal partnership with a person and puts them in control 

 

 We built our support on a person’s strenghts, skills and resources 
 We support a person to regain skills and confidence to manage their daily life and 

effectively use their capabilities, strengths and resources 
 We encourage  a person to do for themselves as much as they can 
 We motivate and encourage a person to reach their goals and to live the life they 

want to 
 We enable, mentor and coach them to be all they can be and be as independent 

as possible 
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 We are always open to feedback and discussion with a person and their family 
around the support we provide 

 Together with a person we evaluate how well the support we provide helps them 
to achieve their goals and desired outcomes 

 We acknowledge and accept that a person’s future plans and goals might change 
as their life circumstances might change  

 We respond flexibly to a person’s life circumstances, when their goals have 
changed 

 We support a person to achieve their goals within a mutually agreed time frame 
 We help a person access the information and support they need and / or want to 

get 

 

 We encourage and support a person to review their future plans and goals 
whenever they have achieved their goals or their life situation changes 

 We seamlessly reduce or withdraw support when a person no longer needs it 
 We help a person access information, resources, activities and support that better 

responds to their changed life circumstances 
 We support a person to move smoothly to another level of services when required 
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 We establish and maintain equal partnerships with a person, their family, friends 
and networks, wider communities, service providers and other stakeholders and 
work collaborately with them to together achieve best possible outcomes that 
benefit everyone   

 We continuously seek opportunities to develop new partnerships that support a 
person to live the life they want to 

 We invite a person’s family, friends and networks to support the person during 
their journey to reach their goals 

 

 We desire to get to know a person and their life journey as well as possible 
 We respect a person’s values, culture, traditions and spiritual preferences and 

use them as resources to achieve their goals 
 We keep our own views and our own values separate 
 We interact and do with a person in a way that fits with their values, culture, 

traditions and spirituality 
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Being sustainable 

As well as supporting people’s 
immediate needs, we take a long-term 
view to service delivery.  Our aim is to 
ensure support is viable for all. 
Sustainability also involves a respect 
for the environment and we are mindful 
of reducing our footprint and 
minimising our impact. 

 We ensure support is viable by encouraging and supporting a person  to plan their 
future 

 We explore future options with a person and encourage them to develop proper 
future plans that support them to stay independent 

 We promote a person’s independence and aim to reduce a person’s need for 
further support or early residential care 

 We support people to limit the impact on the environment by using resources 
efficiently and effectively  and to support them to minimise risks, use equipment 
and assistive technology when appropriate 

Local solutions 
We aim to work with communities to 
help develop and deliver ‘tailor made’ 
local solutions.  Just as each person is 
different, so too are communities and 
we will plan together how the service 
model is best applied and 
implemented. 
 

 We build and maintain relationships  with local networks, communities and 
opportunities and we work collaborately with them so that we can together provide 
the best possible support to people  

 We work with a person to find out what local solutions, opportunities and networks 
suit them and they are keen on 

 We support a person to (re)connect with their local networks and communities 
 We provide support which utilises local resources and opportunities for the benefit 

of the person 
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Blue Care Tailor Made Approach 
Enablers 

 

Workforce – people, capabilities and 
development 
 

 Ensure Blue Care has skilled staff  to deliver support based on the wellbeing 
approach 

 Provide training, supervision and resources to help our staff to reach their full 
potential to support people and to work with them 

 Through evaluation and continuous improvement we ensure the wellbeing 
approach is implemented in our support delivery 

Community engagement and 
collaboration 
 

 Develop and maintain awareness and partnerships with local communities, 
networks, social, sports and other clubs, associations, churches, faith-based 
groups, formal and informal groups and other stakeholders to be able to link and 
connect people with them 

 Link people with local networks, groups and communities they are interested in 
 Utilise community resources and networks where possible rather than duplicating 

them 
 Reach the best possible outcomes for the person and the community through 

collaboration and an equal partnership  
 Enhance volunteering opportunities at Blue Care and resourcing our volunteers to 

adopt the wellbeing approach in their work and activities 
 Utilise client engagement strategies to expand partnerships and collaboration 
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Evidence based research and 
practice 

 

 Development of our support is based on validated evidence and best practice 
 Continuously review our practices in light of the most recent evidence based 

practice and research 
 Evaluate and improve our current support delivery continuously aligning with the 

best practices 
 Utilise the most recent research results and findings to innovate new methods and 

practices to deliver support  

Government policies and 
compliance 
 

 Legislation, government policies, guidelines and manuals direct the  development 
and provision of support and advocacy 

 We reflect the Government guidelines in our support delivery 
 We advocate on behalf of our clients, their families and carers to the Government 

and other peak bodies 

Communication and information 

 

 Provide information on the wellbeing approach and its benefits to a person and 
the wider community 

 Provide information on topics relevant to a person, their carers and families to 
help them to make good choices for healthy ageing and healthy lifestyle 

 Communicate information to people, their carers, family members, friends and the 
wider community in a way that is easy to understand and embraces their abilities 

 Help a person to improve their health literacy skills 

Central support 
 

 Support and resources for staff to understand and strengthen their knowledge 
about the wellbeing approach and to implement it in their work practices 
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 Ensure the wellbeing approach is implemented and reflected across the whole  
organisation, including Central Support 

Care technology 
 

 Support the access to care technology and assistive technology and assist people 
in using it whenever appropriate 

 Encourage people to use information technology to enhance wellbeing and 
independence; and have access to information to maintain and increase their 
connection with their networks and communities 
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Wellbeing Tailor 
Made components 
– Personal stories 

 

 
 

Wellbeing – 
Connect 

 
Keeping you 

connected to your 
community. 

 
Blue Care knows 
the importance of 

strong connections 
with your family, 

friends and 
community life. 

Blue Care will work 
with local 

communities to 
understand and 

Mrs Smith, 79, contacted the My Aged Care Gateway as she found it hard to get to the shops, visit her friends and 
participate in local activities.  She is able to walk down her street to visit neighbours and to the local park, and does 
not use any aids.  Mrs Smith has never held a driver’s licence as her husband did all the driving before he died five 
years ago.  Since then her neighbour has provided transport for shopping and their attendance at a local bowls club 
where they played together with other friends.  Mrs Smith has recently moved to a Blue Care retirement village 
which is located across the river from her neighbour and they are no longer able to do these trips together. 

The Blue Care Retirement Living Officer advised Mrs Smith to contact My Aged Care Gateway and the Regional 
Assessment Service. Mrs Smith nominated Blue Care as her provider for support with accessing transport for 
weekly shopping for a period of twelve weeks.  Mrs Smith’s goal was to be able to shop independently.   

At the first visit Mary, a Personal Support Assistant, introduced her to the wellbeing approach which underpins Blue 
Care’s services and how the time limited services and staff would be focused on supporting her to achieve her 
goals and remain in control of her life.  Mary encouraged her to be as independent as possible and was always 
happy to discuss any suggestions, ideas, questions or concerns around the support she provided. Mrs Smith 
discussed her goals with Mary and together they broke these down into achievable steps. The first of these was to:  

1. I will travel to the local shopping centre and shop independently.  

Mary drove Mrs Smith to the nearest shopping centre, encouraged her to use a trolley instead of carrying heavy 
shopping bags and then dropped her back at home. 

 

11973



 

14 
 

strengthen the 
ability to respond to 

local needs. 

2. I will reconnect with my friends at the bowls club. 

Together Mrs Smith and Mary found out about a bus route which Mrs Smith could take.  However, she didn’t feel 
confident as she had never used public transport.  Mary suggested they could do a bus trip together to make sure it 
worked for Mrs Smith. After the first two trips Mrs Smith and Mary agreed to progress to the next step. 
 

3. I will purchase a pre-paid travel card and travel independently by public transport. 

Mary supported Mrs Smith to buy a pre-paid travel card and they travelled together a number of times by bus until 
Mrs Smith was confident on her own.   
 
Mrs Smith expressed that she found it easy to catch the bus to the bowls club and found those trips very 
entertaining as during the bus trip she always met new people and had a chat with them.  Mrs Smith was happier 
being able to play bowls again and to meet with her friends as well as new people.  She also enjoyed a sense of 
independence as she was able to make her own decision when to go and how long to stay.  After several weeks 
Mrs Smith was shopping independently as well as participating in recreational and social activities and had 
reconnected with her friends as well as establishing new relationships.  After eight weeks of support, Mrs Smith 
completed her program having achieved her goals earlier than planned. 

 
 

Wellbeing – 
Wellbeing 

 
Sustaining body, 
mind and spirit. 

 

Mr Wilson had been recently widowed and was struggling to manage his daily life. He described how his wife had 
cared for him, preparing wonderful meals for them both, looking after the house and managing his diabetes. Now 
Mr Wilson wanted to learn how to look after himself, especially how to manage his diabetes.  His two adult children 
live in other cities, but keep in regular contact and talk regularly on the phone.  They contacted My Aged Care 
asking if there was any support available to Mr Wilson. 

My Aged Care Regional Assessment Service referred Mr Wilson to Blue Care’s Revitalise program with a 
timeframe of 8 weeks.  At the first home visit, Mr Wilson worked with Sue, a Personal Support Assistant, and 
identified how he would achieve his goals. 
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Blue Care will help 
you define personal 
goals, achieve your 

potential and 
participate in life in 

a fulfilling way. 

1. I will be able to prepare and cook meals for myself. 
2. I will be able to do household tasks. 
3. I will be able to test my own blood glucose level. 

During the eight weeks, Sue partnered with Mr Wilson to clean, do laundry, shop for healthy eating options, prepare 
meals and manage his diabetes including regaining skills to take his own blood glucose levels. 

At the end of the program Mr Wilson managed his everyday life independently. The next time his children visited, he 
described how proud he was to have gained skills to live alone, care for himself and look after his diabetes. 

 
 

Wellbeing – 
Restore 

 
Helping you 

achieve health and 
independence. 

 
Blue Care will help 
you rebuild abilities 
so you can be as 

independent as you 
can be. 

 

Mr Evans recently had a few falls due to dizziness.  He visited his GP after the latest fall in his bathroom as he had 
a large bruise on his right knee and a continuous headache.  The doctor was working with Mr Evans regarding his 
health and had referred him to My Aged Care Gateway for community support.  The Regional Assessment Service 
(RAS) assessor referred him to Blue Care to improve his strength and balance as well as an Occupational Therapy 
assessment for any aids or home modifications (Restore). RAS also referred Mr Evans for domestic assistance 
(Wellness) to help him with cleaning while he improves his balance through the exercise program and regains his 
confidence.   

When he first met with June, a Blue Care Physiotherapist, they talked about his goals and how he was going to 
achieve them. Mr Evans agreed to:  

 learn how to exercise at home using the  Blue Care Exercise program  
 continue exercising independently, at least 5 times a week 
 identify local community exercise groups such as Thai Chi  
 participate in helping with the cleaning provided as part of domestic assistance with his Personal Support 

Assistant 
 the installation of recommended home modifications and aids 
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Mr Evans participated in a time limited group exercise program that focused on increasing mobility, strength and 
balance. Mr Evans was also provided with instructions and a DVD so that he was able to exercise independently. 
The installation of hand rails for his bathroom was arranged, as well as other home modifications as recommended 
by the OT assessment. He was also provided information on local exercise options. 

June also advised Mr Evans that he would be encouraged to do as much cleaning as he could with Jill, a Personal 
Support Assistant.  Together they would investigate easier ways to do tasks or use equipment.  At first Mr Evans 
was reluctant to work alongside Jill as he would rather work in the shed while the Personal Support Assistant 
cleaned his home. 

Jill always discussed with Mr Evans his preferences and how they would work together.  Mr Evans suggested that 
he could wipe and dust whilst Jill vacuums.  Whilst cleaning together Mr Evans and Jill got to know each other and 
Jill encouraged Mr Evans to follow his exercise program.  

Jill advised Mr Evans of an aid that would allow him to be able to reach high places.  She advised him of various 
dust cleaners with long handles available from a cleaning product shop.  When doing his weekly shopping Mr 
Evans bought new cleaning gadgets specifically suited for older people.  Now Mr Evans was able to do even more 
than he had done before.  Jill wrote notes in Mr Evans’ record to describe the cleaning and to record Mr Evans’ 

progress towards his goals. 

After four months Mr Evans reported that he felt better both physically and emotionally since receiving the support.  
He feels he has been able to slowly increase his activities and has less fear of falling. He was confident to take a 
shower by himself as he had hand rails in his bathroom and he felt safer at home after the modifications had been 
completed.  He also valued the Blue Care Exercise program as he was able to exercise at home when it suited him. 
He was also attending a community Tai Chi group where he had already made new friends.  His mobility, strength 
and balance improved. 

Mr Evans achieved his goals within the agreed timeframe and is now managing independently. His progress and 
achievement were reported back to RAS. 
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Wellbeing – 
Caring 

 
Caring for your 
health needs. 

 
Blue Care will 

partner to provide 
access to 

specialised care 
when, where and 

how you choose it. 

Mrs Joy Hardy is receiving support through a Home Care Package level 4 due to her deteriorating chronic 
Parkinson’s disease. She is supported by her husband, Ron, to stay at home as long as possible and she is 
determined to be as independent as she can. Joy and Ron planned her care together with her Home Care Package 
Coordinator, Liz. The care was focussed on: 

 assistance with daily activities including personal care 
 providing specialised allied health and nursing advice 
 supporting Ron in his role as carer including respite 

As part of her package, Joy received assistance with showering and dressing. Personal Support Assistant, Karen, 
always encouraged Joy to continue to do whatever she could for herself such as buttoning a shirt or putting tooth 
paste on her tooth brush. Sometimes it took longer, but Joy felt proud of her efforts.  
 
As Mrs Hardy’s condition deteriorated Liz recommended contacting Parkinson’s Queensland for specialised 
support, advice and resources for living with Parkinson’s. The family requested that Liz organise a meeting with 
Joy, Ron, Liz and a representative from Parkinson’s Queensland. At this meeting Ron learnt about a local 
Parkinson’s support group for carers where he would have access to practical tips and advice, social outings and 

education sessions. Ron was keen to participate in the group, but worried about leaving his wife alone. Together 
with Joy, Ron and Liz planned to arrange a regular in-home respite. Joy requested Karen to stay with her as she 
would be with someone she knew. Ron joined the support group and told Liz how much he valued the information, 
companionship and break from his carer role. 
 
Liz identified that her team would benefit from more information on caring for people with Parkinson’s. She arranged 

a training session for her team members.  
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Wellbeing – Dying 
with Dignity 

 
Supporting you and 

your family and 
friends. 

 
Blue Care will 

support you and 
your family and 

friends throughout 
the process of 
planning and 
making care 

choices when living 
with a life limiting 

illness. 

Mrs Wong lives at a Blue Care residential facility.  She is a very proud lady and has always maintained strong ties 
with her Chinese culture and community.  Two years ago Mrs Wong was diagnosed with cancer and is now 
collaborating with the staff to support her palliative care needs. 

She is often visited by her supportive and caring family.  Due to her cancer Mrs Wong experienced pain.  Blue Care 
staff talked with Mrs Wong about a range of strategies to manage her pain, however Mrs Wong and her family were 
hesitant to use many of them.  They told the staff they would prefer traditional pain management treatments such as 
herbal remedies.  The nurse supported them with their decision, reinforcing with Mrs Wong how important it was for 
her to feel able to make decisions that suited her at this time of her life. This included what  pain management she 
used  The nurse worked with Mrs Wong’s daughter in contacting a local Chinese herbalist and suggested the GP 

also be involved to ensure any medication he has prescribed did not interact with the prescribed herbal medication.  
Together they arranged for Mrs Wong to use her desired pain management methods. 

As Mrs Wong’s mobility had deteriorated, she was no longer able to visit her friends and community. She missed 
the symbols and rituals of her religion and the connection with her spiritual leader.  The staff at her residential 
facility encouraged the family to bring meaningful mementos including religious items from her previous home.  
They also brought in long remembered and familiar music to be played in her room.  The staff contacted the 
spiritual leader (300 km away) seeking advice and information on community and spiritual activities he arranged.  
An electronic tablet was made available and set up so that Mrs Wong could participate in virtual religious and 
community activities.  The spiritual leader suggested that he could have a one-to-one conversation with Mrs Wong 
via Skype.  Mrs Wong was comforted to talk with him.  A few days later Mrs Wong passed away peacefully 
surrounded by her family and her precious items. 

 
 

Ms Jones is a self-funded retiree who has always been active and healthy. Her health has recently declined and 
she has noticed her balance is not as good. She has limited her social activities due to her health issues and now 
she has found she is lonely. She wanted to get her lifestyle back and called Blue Care’s Customer Service Centre 

to find out what Blue Care has to offer. She was told that she can register at My Aged Care for a referral to services 
funded by the Commonwealth Government or she could purchase services on a user pays basis if she preferred 
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Wellbeing – 
Extras 

 
Purchasing extra 

services. 
 

Blue Care will 
provide the option 
for you to access 
extra or different 

services through a 
fee for service. 

not to go through a screening and assessment process. She decided to participate in Blue Care’s Falls Prevention 
Program and purchase ongoing domestic assistance support on a fee for service basis.  Ms Jones progressed 
through the eight week Falls Prevention program very well and her balance improved. She also was able to perform 
some cleaning tasks independently as she worked together with her Personal Support Assistant on how to do 
cleaning in an energy saving way. 

Ms Jones identified she had regained her ability to go out more and socialise, but she now admitted she limited her 
social participation due to incontinence problems.  She used to go to various shopping centres with her friends just 
for fun, but recently she had refused invitations as she was worried about not finding public toilets in a shopping 
centre she didn’t know very well.  Ms Jones thought Blue Care might have another program that could help her to 
manage this concern so she decided to ask Blue Care if they had any continence programs available. 

She was told about the content of the program and was very happy to hear she would get a map of public toilets. 
She learned that she may, after an assessment, be able to participate in an exercise program which would assist in 
managing the concern and have access to appropriate continence aids in the interim.  She attended the 8 week 
program as a private client and at the end of it she was confident enough to regularly go out with friends.  She was 
provided with an ongoing self-management guide, how to exercise at home, how to maintain the level she reached 
during the program and even continue to improve.  She described how happy she was to be able to accept her 
friend’s invitations to join shopping tours to shopping centres they had never visited before. Ms Jones thought the 
services and outcome she received were good value for money.  
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Lodged by: 
The ANMF 

Telephone: 03 9603 3035 

Address for Service: Fax: 03 9603 3050 
Level 22, 181 William St  
Melbourne VIC 3000 

Email: nwhite@gordonlegal.com.au  

 

IN THE FAIR WORK COMMISSION 
 
Matter No.: AM2020/99, AM2021/63 & AM2021/65 
 
Re Application by: Australian Nursing and Midwifery Federation and others 
 

 

 

STATEMENT OF PAULINE MARGARET BREEN 

 

I, Pauline Margaret Breen of  New South 

Wales, say: 

 

1. I am a member of the Australian Nursing and Midwifery Federation. 

 

2. Where I refer to a conversation in this statement and I cannot remember the 

exact words used, I have stated my best memory of the words spoken, or the 

effect of what was said. 

 

Personal details 

 

3. My date of birth is . 

 

4. I live in Mullumbimby with my husband. 

 

5. Presently, my income goes towards everyday living expenses. I am on the 

aged pension as well. 

 

6. I generally work 7 shifts per month – 4 during one fortnight and 3 during the 

other. I regularly work additional shifts, for example when asked to relieve for 
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annual and sick leave absences. 

 

Work history and qualifications 

 

7. I have worked in aged care for around 15 years. Prior to this, I worked full-time in 

community care attached to Byron Bay Hospital, where I predominantly worked 

with palliative and aged care patients, as well as with post-operative patients, 

general patients, immunisation infants and school children. 

 

8. I now work for RSL LifeCare in home care, where I predominantly work with 

aged care patients. 

 

9. In addition to my qualifications as a Registered Nurse, I have completed a lot of 

further clinical training including in relation to wound care, stoma care, 

women’s health and aged care. 

 

Description of role and work 

 

10. I commence my work from the RSL LifeCare office which is located on Stuart 

Street in Mullumbimby, which is in regional New South Wales. There I pick up 

supplies   (e.g. dressings, needles, gloves, catheters, masks, pads, drainage bags, 

glide sheets etc.), mail and medical referrals. I then proceed to my first patient of 

the day, which is usually about 23 kilometres away. I usually see between eight (8) 

to eleven (11) patients per day. The majority of the patients have dementia. Many 

of the patients I care for are veterans. I also attend clients with home care 

packages and privately insured clients. 

 

11. I work day shifts which commence at 0800 hours and end at 1600 hours. A typical  

shift would include providing stoma care, applying cortisone creams, applying 

topical treatments to patients with skin cancer, medication management, 

addressing constipation issues, wound care, applying compression stockings, and 

following up with doctors and allied health workers. I also make and record 
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ongoing assessments (e.g. Psychogeriatric Assessment Scales (PAS) assessments) 

and referrals to other health professionals.  I also have frequent discussions with 

clients’ relatives. 

 

12. The work is getting more challenging. Many patients express preferences to my 

employer (e.g. preferred times to visit) which I am expected to meet. Also, 

relatives of some patients do not understand my workload and the number of 

patients I need to see in a shift, and express disappointment about the limited time 

I am able to spend with their loved one. Dealing with suspected cases of elder 

abuse is a particularly challenging part of my role. Caring for palliative patients and 

going through the end-of-life process with them and their families can also be 

quite stressful and upsetting. 

 

13. I enjoy working with my patients and speaking with them when I visit. I also enjoy 

working with my colleagues, even though we do not see each other very often. I 

like seeing my patients achieve better health outcomes, and find that a very 

satisfying part of my job. 

 

Nature of work 

 

14. When a patient is admitted to our care, I write the care plan. This is reviewed 

approximately every 28 days. I need to review their medication, pain 

management, infection control and prevention, food, nutrition, hydration, 

continence care, dementia care, assess their mobility and falls risk, and consider 

their quality of life. I also assess their social supports and connections to the 

community. 

 

15. The care needs of aged care clients have increased over the 15 years I have 

worked in home and community care nursing. This is because patients are staying 

at home   longer and not going into residential aged care. It concerns me that 
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many of the staff now employed in home care are not clinically trained. 

 

16. RSL LifeCare also employs assistants in nursing (AINs) to provide care. It is my 

responsibility as the RN to provide direction to the AINs about the care to be 

provided and to keep patients’ care plans up-to-date so that the AINs can 

follow them. My communications with AINs are almost always over the phone, 

which can be challenging. RSL LifeCare has recently told us that they are closing 

the office in Mullumbimby, so we will have even less face-to-face contact with 

each other after that happens. 

 

17. In addition to the nursing care they provide to patients, the AINs are increasingly 

required to perform the domestic services that are included in home care 

packages. The scope of the work they are expected to perform continues to grow. 

We are all so busy, which makes it very difficult to properly manage the clinical 

care needs of patients, particularly when we are required to travel such long 

distances in a rural area. 

 

18. Sometimes I am only allocated 15 minutes per client and 15 minutes travelling 

time between each client. This often does not reflect the actual work I need to 

perform. It is very difficult to fit in our meal breaks and contend with traffic 

conditions. 

 

19. The documentation required for funding purposes impacts on the amount of 

administrative work I am required to do. The time allocated for clients and travel 

does not take into account the documentation I need to complete for each client. 

We are allocated 30 minutes per week for administration, which is not enough. 

 

Skills and responsibility 

 

20. Increasingly, AINs are being asked to transfer to roles where they perform 

domestic work only. This increases the pressure on the nurses, and the remaining 

AINs, who are expected to continue to provide the same level of nursing care that 
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is required. 

 

21. Over the last three (3) to five (5) years, the training offered by my employer has 

been increasingly computer-based. There are many skills where there is no real 

substitute for hands-on training, but this is increasingly being replaced by 

computer-based training anyway. This training is not always in paid time, and there 

is only one computer terminal available for us to use for this in the office. I do not 

know what we will do for training when the office is closed. 

 

22. In my experience, there is generally more equipment available for veterans than 

for other patients. The resources available to the patients who rely on home care 

packages are generally more limited. 

 

23.  I see fewer registered nurses working in home care now than when I started. 

Often when a registered nurse resigns, they are not replaced by another 

registered nurse. 

 

Work conditions 

 

24. If a patient is aggressive, I organise for two staff members to attend. I have had 

training in handling aggressive patients. I also try to have a family member 

present in these situations, where possible. 

 

25. I regularly interact with the families of patients. Sometimes I have to deal with 

family conflict, for example where there may be conflict between a patient and 

their children. 

 

26. Staff are not always replaced when they are on leave. Sometimes this results in 

the patient being called and told that the service has to be cancelled. 

 

27. The hazards in our work have changed with the COVID-19 pandemic. I now have to 

use more Personal Protective Equipment (PPE) such as masks, gloves and 
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sanitisers. I now also need PPE to, for example, provide wound care and attend to 

suprapubic catheters, when I did not have to do so before the pandemic. We need 

to complete COVID-19 questionnaires and take temperatures on every visit. We 

have to try to identify whether or not the patient has had any visitors from a hot 

spot. I have had to educate patients about the safety of vaccines and in some 

cases counteract family members’ views against vaccination. All of this has 

increased my workload. 

 

Additional comments 

 

28. My work is valued by the patients and their families, but not by my employer. 

 

29. I have concerns relating to my health and safety at work. A proper assessment of a 

client’s environment is not conducted before we visit them for the first time. 

There are many issues that need to be assessed (e.g. access to dangerous 

driveways, vicious dogs, domestic violence, guns in the house etc.) Staff are not 

necessarily trained to deal with these kinds of issues. In many cases the client will 

have relatives living with them. Sometimes those relatives have drug or alcohol 

problems. This can be dangerous and unsafe for our staff. 

 

30. Another issue is the heat. Many aged persons do not have air conditioning. Our 

staff can become exhausted and dehydrated, particularly while working in the 

afternoon. 

 

31. I use my own car, and when the price of petrol goes up, this is an additional cost 

that I have to pay for. 

 

32. Many of these additional issues are not factored into our wages or the time that 

is allocated for us to do our work. The community is not generally aware of the 

work that we do. It is not until a loved one requires care that a person becomes 

aware of what happens in home care. 
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33. I am considering retiring soon, but I would be more likely to delay this if there was 

an increase in my rate of pay.  

 

 

PAULINE MARGARET BREEN 

29 October 2021 
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IN THE FAIR WORK COMMISSION 

Matter No.: AM2020/99, AM2021/63 & AM2021/65 

Re Applications by: Australian Nursing and Midwifery Federation and others 

 

STATEMENT OF ROSE NASEMENA 

I, Rose Nasemena, of  say:  

1. I am a member of the Australian Nursing and Midwifery Federation.  

 

              Personal Details 

2. My date of birth is . I am currently 50 years old. 

3. I live in a unit which I lease monthly.  

 

Work history and qualifications 

4. I am employed as a Personal Care Assistant (PCA) by BUPA at  Bupa Bonbeach. I have 

worked in aged care for about 13 years. I started work in September 2009 with Bupa 

Edithvale which has now closed. I moved across to Bupa Bonbeach in 2011. I also worked 

casually with Japara in 2019 but I went to PNG for six weeks in March 2020. When I came 

back on 28 April I recommenced at Bupa Bonbeach as my single site employer because of 

COVID restrictions.  

5. I have Certificate IV in Aged Care which I gained in November 2015. Before that I had 

gained a Certificate III in Aged Care in 2009. In this statement I refer to PCAs as both PCAs 

and carers. I work as a senior carer at the facility because of my qualifications and 

experience and knowledge of the residents. 

6. I worked full-time from 2009-2011. I then went to permanent part-time at 30.5 hours a 

fortnight because I was doing an admin job as well at Lowelippman an Chartered 

Accounting Firm 3 days a week. I left the admin job in November 2018 to go home Papua 

New Guinea to nursed my sick son. I am now doing the 41 hours a fortnight and I 

occasionally I pick up additional shifts. I find working the 41 hours exhausting work. I do 

seven regular PM shifts a fortnight. In week one I work Tuesday, Wednesday, Thursday, 
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Saturday and Sunday. In week two I only work Saturday and Sunday but pick up occasional 

extra shifts during the week.  

7. I always do PM shifts and have done so since 2011. I like PM shift because I’m not a 

morning person and the pace is slightly less frantic than on the AM shift. I feel I get more 

opportunity to talk to the residents. 

8.  Bupa Bonbeach is a 100 bed facility but with about 90 residents currently. There are three 

sections: Parklane 32 beds; Mayfair 12 beds and Lodge 56 beds.  I mainly work in the 

Parklane Unit of 32 beds but I do some shifts in the dementia unit, Mayfair, of 12 beds 

which is attached to Parklane. They are medium to high care residents. Residents come 

into aged care later and later from their own homes and are more frail and unwell than 

when I began work at Bonbeach. Our residents range from some mobile residents to 

residents who need significant levels of care throughout  each day. 

9. Prior to working in aged care I had worked in administration 2 ½ years at Ernst and Young 

and Lowelippman 7 ½ years as permanent part time. I had done a Cert II, Cert IV and a 

Diploma in Office Administration at RMIT as at 2011 to November 2018 I was doing two 

jobs.  

10. I did the Certificate IV in Aged Care to help learn more about aged care especially the 

documentation and ACFI. Bupa was helpful and encouraged us to do the Certificate IV. I 

have also undertaken Courses: “Assist Clients with Medication” and “Recognising healthy 

body systems in a health care context”. 

11. I have also continued to do e-learning. For example, I’ve done two modules on dementia. 

It has provided me with medical information about dementia. Dementia is a major part of 

my work in aged care now. While the work isn’t often as heavy it is mentally challenging 

as you need to understand the personalities and quirks of the individuals and be in tune 

with how they react to things. Every person with dementia is unique.  

12. Caring is very specialised work and different carers like different aspects of the work. For 

example, some carers love dementia work. Others like relating those who want to talk and 

engage more. Others love leading activities. So caring work has many aspects.  

13. I think gaining my Certificate IV resulted in me earning a tiny amount more, but I don’t 

feel it has been really recognised.  

14. At Bupa I am paid under the Enterprise Agreement as a Work Skill Group  (WSG 8) Year 3 

at $1019.54 per week or $26.83 per hour.  When Bupa extended the Agreement last year 

they agreed to pay carers 3.5% for the one year extension (and nurses 5% and other 

support staff 3%).  
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15. I rely on penalty rates to earn enough to pay bills and my rent. I would not be able to 

manage and support myself if I wasn’t working afternoon shifts and on weekends.  

As it I work weekends and PM shift to earn extra penalty rates (150% on Saturday and 

Sunday), plus shift loadings of around $24.11 per shift which bring in an extra so about 

$300-500 gross per fortnight depending on how many hours I work. I usually earn about 

$1400 - $1550 net a fortnight. I think I work very hard to get that.  A copy of my payslip is 

Annexure RN 1. 

16. Even at age 50 the intensity of the work has an effect on my well-being and energy. I find 

that after finishing on a Tuesday evening it takes me a couple of days to recover. I start to 

feel normal again by Thursday morning. 

 

Description of your role and work 

 

17. My typical PM shift as a PCA starts with clocking on handover is between the RNs. 

18.  I do a handover check with the AM carer staff who we are replacing to see what needs to 

be done. I will also check the progress notes which are paper based to see what has 

happened in the day and what needs to be done. If there is a new carer or casual or 

agency carer staff I will need to work with them to ensure they know the systems and 

particular resident care needs. I will also need to check in with the RN if there are any 

issues for the shift. 

19. For 44 beds on my PM shift we have one RN overall, two PCAs in Team A (Parklane, 20 

beds), two PCAs in Team C (Parklane, 12 beds) and one carer in dementia unit (Mayfair, 12 

beds). It fluctuates in dementia during the weekdays. On weekends there is only one PCA, 

but on weekdays there is sometimes an activity staff member until 5pm. Then there 

would be a short shift PCA from 5-9. On the AM shift there are more staff. At night there is 

one RN for the whole facility and only 2 carers for Parklane (all 30 beds) and 2 carers for 

Lodge, the other 56 beds.  I’m not sure how night duty staff cope as there is so much to 

do. 

20. There are about 11 residents across the 44 beds – 9 in Parklane and 2 in the dementia unit 

who require lifting and standing machines. To take them from bed for toilet or shower it 

requires two people to transfer. If they are bed-bound we also need two people to change 

pads and re-position or make them comfortable. This has increased over the years and 

safe lifting and transfer often slows the work and makes it more stressful, as you know 

you need to be somewhere else but can’t be.   

11989



4 
 

21. I do a round to check on the residents as soon as I start. Unless someone is on leave they 

try and roster people consistently in the same areas in the facility. However, it is too hard 

to do all of your shifts in dementia as the intensity is too high. So most people rotate 

around the three areas across the 44 beds.    

22. If we are short staffed on PM they usually replace people who call in sick. A few years ago 

they wouldn’t have done that but it has improved.   

23. I have to plan my work carefully – I make mental maps of when I have to do things and 

what the shortest path to complete the work is. We have a residents list but from memory 

I know who has to be put to bed first and who needs to go to dinner when. I then 

communicate with the other carer and we work as a team. All the time you know that if 

someone isn’t ready to go to bed or get changed or they are uncooperative, then you have 

to be agile enough to change the routine. We know the residents very well, so that usually 

isn’t an issue but you have to keep track of them. 

24. I do documentation on personal hygiene and care throughout my shift by entering it in the 

progress notes. Anything clinical we write it down and pass it on to the RN. If we have a 

complex issue then we will page the RN.  

25. I started assisting residents with administering their medications in July 2013 after doing 

the Assist Clients with Medication course. That was a one-day course was an introduction 

and I started assisting with administration of meds after that. I was the first and other 

PCA’s we had a training on the same time to undertake this work at the facility. However, 

there is more theory in the Certificate IV which I did in 2014. In the Certificate IV we learnt 

things like the five rights, use of blister and webster packs, distribution of the drug, ability 

to eliminate the drug, what medications should be crushed and not crushed, legal and 

legislative requirements in assisting self-medication and good practice in the 

administration of medications. We also learned about RN responsibility for dangerous 

drugs and dangerous drugs  counts. I felt much more confident having done the Cert IV 

course.  

26. The prospect of making a medication error is always hanging over us and adds to stress. 

One error I made was that I provided  the right medication but entered the wrong number 

into the computer which  was identified. 

27. It is quite dangerous because while assisting with the meds we are still having to watch 

out for residents and can be called to do other tasks by the RN. After any error the RN  

comes and does the round with the carer and do an assessment and the RN will check that 
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we are doing everything properly. This re-assessment also happens annually, regardless of 

any error.  Assisting residents with meds is done under the supervision of the RN. 

28. Occupational violence and aggression has increased over the last few years. Dementia has 

increased as a proportion of residents and behaviours are varied and sometimes more 

volatile. The increasing age, frailty and acuity of residents over the years has changed the 

demands of my work.  

29. We have one 83 year old resident who is a former footballer and is still in very good 

shape. He is very strong and lashes out. His wife couldn’t cope with him at home. He likes 

female company. We keep him busy pushing the tea trolley around, helping us in the 

kitchen. If we don’t keep him busy and calm he can become aggressive. So that takes time 

and energy. 

30. On 11 July this year I was working with a couple of agency staff in the dementia section 

(Mayfair). One of the male agency staff came into the unit with PPE items for preparation 

in room 64. Our ex-footballer became very aggressive. I was sitting with our ex-footballer 

at about 9pm and the agency fellow walked towards us. The resident tried to follow him 

out and charged out the door to attack the agency staff member. I ran after him. He tried 

to punch the agency staff member and the staff member had to push him away he lost 

balance with force the resident fell on the floor and hit his chin and elbow on the wooden 

chair. I think the resident didn’t like the body language of the agency worker and also the 

tone of his voice. 

31. The next day I had to write a statement. I was quite distressed still and I went to the 

Director of Nursing that I needed a mental health break. She said that I should take annual 

leave so  I had to go back to work. I got one session of counselling through Bupa Care 

Services EAP.   

32. We have another resident where we need three people to get him up, including a male 

carer (otherwise it is four women). He is obese. He gets aggressive and won’t cooperate 

when we try and move him. The care required to assist this resident is an example of the 

various skills required as it involves manual handling, co-ordination and co-operation as 

well as good communication with resident and staff as well as empathy and caring skills. 

So, it needs a combination of technical skills as well as empathy and using an appropriate 

tone of voice and physical approach.  

33. During meal-time we also have to be very conscious of choking risks. We have about 3 

residents in Team A (20 beds) and others in the other two sections where they require 

pureed food and need to be helped one on one. They can hardly swallow and it is very 
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slow. We use different techniques like holding their hand. We stop if we see they are 

struggling. It makes it hard because we can’t hurry them and we are conscious of what 

else we need to do in tight timeframes. I’ve had someone choke on me and it is very scary. 

You have to put them in an upright position and rub their back. Then you have to check on 

them regularly afterwards.         

34. There is quite a lot of verbal abuse, which includes racist remarks like “black bitch”. We 

report it to the RN but she says, “Don’t take it too personal, they are sick”. So it is part of 

the culture and you try and separate yourself from it mentally. However, that is partly why 

I can’t do 76 hours in a fortnight. With some residents this abuse happens every day. We 

have one resident who is in pain but with every turn in bed or transfer she swears at us.   

 

My skills and responsibility 

35. In my role, I help less experienced and less trained staff to learn what is needed in the 

role. This is always the way with new casual or agency staff.  Some new staff do not seem 

to have received very good quality training or it isn’t in-depth enough about dementia and 

pain and diabetes and so on. We are working with the most vulnerable people, but when 

people come out their courses, they have not done enough practical training. Much of 

what is learned is learned on the job. 

36. When I’m partnered with someone who is inexperienced, I teach them routines. For 

example all the steps needed to change a person’s soiled pad hygienically and safely. It is 

very important to observe good hygiene care for the resident and to make sure you care 

for the skin of the resident and report any skin tear, bruise or pressure sores to the RN in 

charge. If you don’t clean well and moisturise, residents can get urinary tract infections, or 

skin rashes.  

37. If I have a resident in pain, I go to the RN in charge and report what is going on. We will try 

offering a heat pack, drink or reposition the resident, before resorting to PRN medication. 

38. The direct care staff, RNs and carers have to work as team. I do discuss with the RN 

developments in resident condition such as an increased risk of falls, a change in 

medication that needs to be dealt with by the RN. I will report to the RN matters such as 

pressure sores, compromised skin integrity, a change in swallowing, and an increase in 

agitated behaviour or changes in diet. The RNs rely especially on the PCAs to convey 

information about residents. In the case of the carers we also need to communicate with 

each other about things that need to be done following handover, as numerous aspects of 

the role need more than one carer to assist. 
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39. We have some residents who go to bed early and others who sit up very late or get up 

after a few hours’ sleep. I sit and talk to them when I can. I make them a cup of coffee or 

do an activity with them in order to calm them and get them back to bed. It is really 

draining.  We recently had a resident with Parkinson’s and we used music on an iPad to 

calm him. I talked to him about South Africa, his homeland. He was at high risk of falling 

and we needed to occupy him to stop him getting around and falling. He recently had a 

fall and was admitted to hospital.  He passed away not long after returning from hospital. 

He could not be restrained so we needed to use all of our wits to avoid risks.  

40. Some residents are often agitated and will tell me about their life, the things that annoy 

them or what they want. I have to make decisions about what to pass to the RN. We need 

to assist them with their mental health as well as physical needs.   

41. Often the residents simply want human company and comfort. A lot of them live in their 

rooms so they are craving contact and the only contact they have is the carer that comes 

in to do something for them. Often, they push their buzzers and really don’t need 

anything. We have to answer those calls within a few minutes each time. Rather than get 

cranky with them I have to remind myself they are simply seeking human contact and 

want to speak to someone.       

42. Many are very depressed – they haven’t seen their families regularly during COVID. They 

often cry although they are getting more used to very few visitors. They talk on the 

computer at an allocated time. Everyone in the team have had to deal with a lot more of 

the emotional side of residents and psychological ups and downs over the last 18 months 

of COVID in particular.  

43. We do a lot of the eye care, mouth wash, oral care. I also monitor stomas (we have one 

resident) and assist with changing them. With have several residents with catheters which 

I change and empty the catheter bags, make sure the strap is clean, log the output, and 

monitor redness on catheter sites. 

44. We often have to look after clothing needs for residents when families don’t bring things 

in. This means searching in the store room where left over clothes are kept from previous 

residents. 

45. We keep an eye on skin integrity and feet to make sure nothing like pressure sores or 

fungal infections are developing. Often the  RN will tell us to apply anti-biotic ointments 

for a number of days in accordance with the prescription.    

46. With palliative care we do repositioning and hourly eye and mouth care. In COVID times 

residents being provided with palliative care are usually allowed some close family 
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members and we have to work around the family members, being both upbeat and 

positive but also respectful of the emotions they are going through with their loved one. 

We need to make sure the surrounding area is calm and quiet. 

47. It can be extremely draining when a resident passes away – you really bond with many 

residents and it is emotional. However, you have to try and put it in the back of your mind 

and be there for the other residents. Over time the stress has moderated for me and I 

mostly manage to treat it as part of the job. But some carers can’t handle this side of the 

job. 

48. We do mandatory e-learning courses annually – infection control, communication skills, 

fire safety, manual handling, dealing with dementia are mandatory. We get an email to 

say we need to complete by December in each year. 

49. COVID-19 has made the work harder because everyone is so tired. Everyone has their own 

issues and health problems to deal with as well. We need to wear a mask and shield 

always from the start to the finish of the shift. That is quite wearing. If someone has an 

infection and is a suspected COVID, or comes back from the hospital, we need to don and 

doff properly in the right order. We have never had a COVID case yet which hopefully 

indicates we have been doing things correctly.  

50. After dinner when the residents go to bed and after the paperwork each shift has to do 

additional cleaning. On PM shift we do handrails, chairs, couches and dining area. The 

night staff do more of the equipment such as the hoists, walking frames and tubs. While 

we did some cleaning before COVID, but since April last year we are much more focused 

on disinfecting and cleaning. I do it often before I open the bathroom door for example 

even though I’m wearing gloves in a resident’s room.  This all adds to the workload.   

51.  Over the last ten years there have been a number of changes in the work as a result of 

such matters as: 

 a. The increased number and nature of residents with dementia. This has 

required greater skill and attention by staff as result of increased occupational violence 

and aggression, the removal of the use of restraints and the need for skills in deflecting  

risky behaviour or dealing with a resident or residents in what we call their “romance 

world”; 

 b. The responsibility placed on PCA to assist residents with the administration 

of medication and the increased number and complexity of the medications needed by 

residents; 
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 c. An increase in the proportion of bed bound residents with complex needs 

and an increase in the frailty of residents demanding greater attention to the every aspect 

of their physical, social and mental well-being; 

 d. The introduction of computers, where medication administration is already 

computerised, and we are moving to computers for all other care such as bowel charts, 

fluid charts and progress notes; 

 e. The increased number of high care residents with fall risks that require 

constant monitoring; 

 f. Changes in staffing with fewer RN hours and more responsibility for the 

PCAs; and 

 g. The consequences of COVID and the range of infection control requirements 

the pandemic has required. 

52. Because of single site working as result of COVID we have lost a number of our staff (who 

now work at their primary place of employment) and there are quite a lot of new staff 

who don’t know the ropes as well. There are many more calls to pick up extra shifts to 

help out. Because we don’t use agency as much there is more pressure on the existing 

workforce.  

 

Perception of aged care 

53. I love caring for older people, but it is not well paid. 

54. I think there are too many people working in aged care who say to themselves ‘why 

exhaust myself for the hourly rate I’m getting’. This needs to change. 

55. I think if we want to offer better quality care, people working in aged care need to be 

better paid and better trained.  The carer role needs to made more professional and 

provide for  a career. The standard of training needs to be better and include more issues 

relevant to aged care – such as dementia and diabetes.  

56. The work we do is undervalued and people don’t realise the amount or complexity of the 

work and the range of skills involved by all of us in the nursing team. We are taking care of 

the most vulnerable people in our society and I don’t think people in the community 

understand what that involves. 
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57. The work is more rewarding in many ways than my administrative accounting work and 

the residents become like a family. However, I think all carers, especially those assisting 

with medications, should be given more recognition   given the emotional and physical 

challenges and the range of formal and informal skills required  day to day. 

 

 

ROSE NASEMENA 

29 October 2021 
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IN THE FAIR WORK COMMISSION 

Matter No.: AM2020/99, AM2021/63 & AM2021/65 

Re Applications by: Australian Nursing and Midwifery Federation and others 

 

STATEMENT OF SHERREE GAI CLARKE 

I, Sherree Gai Clarke of  Queensland:  

1. I am a member of the Australian Nursing and Midwifery Federation.  

2. Where I refer to a conversation in this statement and I cannot remember the exact words 

used, I have stated my best memory of the words spoken, or the effect of what was said.  

 

Personal Details 

3. My date of birth is . I am currently 44 years old. 

4. I live on my own in a caravan park.  

 

Work history and qualifications 

5. I am employed, and have been continuously so since April 2015, by DPG Services Pty Ltd ABN 

No. 38 090 007 999, one of many companies trading as Opal HealthCare (Opal), as an Assistant 

in Nursing (AIN).   

6. All of my work in my employment with Opal has been at a nursing home known as Morayfield 

Grove, Opal Care Communities. In addition to my work as an AIN, I have also worked as a 

Lifestyle Worker and as a Physiotherapy Aide.   

7. I started working in aged care in 1998 when I was 21 years old. My work history in aged care is 

as follows:  

Commenced – Ceased 
paid job 

Employer or facility name (and 
location) 

Job Title 

July 1998 - 2000 The Chateau Nursing Home, New Farm AIN 
2000 - 2003   Finn’s Nursing Agency, working in 

aged care at various locations 
AIN 

2003 - 2010   Mt Olivet Hospital (now St Vincent’s, 
at Kangaroo Point) 

AIN 

2007 - 2012   Integrated Family Youth Services [IFYS] 
(at Caboolture & Maroochydore) 

Youth Worker 
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2010 - 2012  The Lodge Youth Support Service (at 
Nundah)  

Youth Worker 

2012 - early 2013 Open Minds Mental Health Community Support 
Worker 

Early 2013 - July 2014   St James (at Deception Bay) AIN 
June 2014 - April 2015   St Mary’s (at Caloundra)  AIN 
April 2015 - present   DPG Services Pty Ltd t/a Opal 

HealthCare (at Morayfield) 
AIN (and 
Lifestyle Worker & 
Physiotherapy Aide) 

 
8. My employment contract with Opal is to work a minimum average of 16 hours a fortnight, but 

I have worked more than 16 hours per fortnight for almost every fortnight of my employment 

with Opal. A copy of my employment contract with Opal is Annexure SGC 1. 

9. If I only received 16 hours pay each fortnight from Opal, I would have looked for another job 

and if I obtained another job which had more than about 60 hours per fortnight, I would have 

resigned my Opal job. I have learned over time that the best way to get extra shifts is to speak 

to my colleagues and find out when they will be unable to work and then fill their vacant 

shifts. I then submit a shift-swap form to admin. Some of my shift swap requests were 

refused.    

10. From about 2015-2019, I had 5 ‘permanent’ shifts per fortnight which were on the same days 

of each fortnight and had the same start and finish times which were published on my roster, 

usually at least 7 days before the commencement of the relevant fortnight.  I was often 

telephoned by Opal and offered ‘extra’ shifts, usually to commence within one hour or so 

after the telephone call. Usually, on the 9 days each fortnight on which I did not have a 

permanent shift I waited for a telephone call to see if I had additional shifts.  

11. I requested more shifts and ended up getting 8 permanent shifts a fortnight in 2019-20.  

12. Until late 2020, my ‘permanent’ shifts were on weekends, usually morning shifts from 6.40am-

2.30pm on Saturday and Sunday of the first week of a fortnight and Saturday afternoon of the 

second week of the fortnight, from 2.30pm -10.15pm. I received penalties for all of those 

shifts. 

13. Since late 2020, I have been working three permanent shifts each fortnight being 21 hours per 

week.  These shifts are the AM shift on Saturday and Sunday in the first week of the roster and 

a Saturday afternoon shift on the second week. 

14. Because of my limited hours and my rate of pay, I have not been able to save a deposit to get 

a loan to buy a house or unit.  

15. I have not attempted to rent a house or unit somewhere, because I am not confident of 

having enough income each fortnight to pay rent on a house or unit.  
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16. This is why I live in a caravan park. If I get evicted from my caravan park, I do not end up with a 

bad rental history. I hope one day to be able to afford rent of a house or unit and I know I will 

need a good rental history to be selected as a tenant of a house or unit.  

17. In about August 2020 I also started work for the Queensland Nurses and Midwives' Union, 

working 8 days a fortnight as Growth and Campaigns Officer in the Union’s Aged Care team. 

That role became permanent part time on 31 August 2021. 

18. I have a Diploma in Community Services as a Youth Worker. I did this course in about 2006. It 

has given me many skills that I use in aged care.  My qualifications and training in aged care 

are set out below:  

AQF qualifications Date awarded to me 

1. Certificate III in Community Services (Community and Aged 
Care) 

7 July 1998 

2. Diploma of Community Welfare Work 13 December 2006 
3. Certificate I in Mental Health First Aid around 2007 

‘In-house’ training 
Course title/description Duration of 

course 
Date completed Training provider 

name 
Assess and deliver services to 
clients with complex needs 
(CHCCS6B) 

1 day 4 July 2008                    
(Second-time completed 
to refresh my skills) 

Bremer TAFE 

Certificate in Dementia Care  3 days (over 3 
weeks) 

2019 Alzheimer’s Australia 

Certificate in Assisting with 
Medication 

2 days Early 2013 St James 

Manual handling and fire 
response 

3 hours  Annual St James 

Working with Women’s Anger 
and Rage  

1 day 23 July 2007 Workforce Council 

Various training, the details of 
which I have forgotten 

Various Various IFYS 

Vicarious Trauma Workshop  1 day 18 March 2011 Chameleon Housing 
Base course in systems 
approach, client’s needs and 
organisational context, 
professionalism, preparation, 
the assault cycle and triggers of 
challenging, aggressive 
behaviour, legal framework, 
crisis communication, de-
escalation and evasion 

3 day 1 November 2012 Endeavour Business 
College 

Peg-feeding workshop 3-hour 20 Nov 2012 DP Training and 
Consultancy 

Cultures and values, manual 
handling, CPR, infection control, 
palliative care 

1 day per 
year 

Annual Mt Olivet Hospital 
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Infection Control training 
(annual, prompted by COVID-19 
pandemic)  

1 hour 2020 & 2021 Opal 

Various ‘in-house’ training 
through Opal’s Leap training 
system (a list of Opal training 
courses I completed is in a 
separate pdf to be emailed with 
this document) 

Various Various Opal 

Building Resilience in the 
Workplace  

 

1 day 2019 ANMF/QNMU 

Awareness of Domestic Violence 
in the Workplace  

2 hours 2019 ANMF/QNMU 

 

19. I am classified under the Opal Aged Care Qld Enterprise Agreement 2014 as an Assistant in 

Nursing – Qualified, after 4800 hours. 

20. A copy of a position description for my role as at 2014 is Annexure SGC 2. 

21. A copy of a position description for my role as at 2020 is Annexure SGC 3. 

 

Description of my role and work 

22. I generally work in the Memory Support (Dementia) Unit (MSU) of Morayfield Grove.  All of 

the 20 residents in my unit suffer from dementia.  

23. As discussed further below, I have also worked on other shifts and in other units of Morayfield 

Grove.  

24. At Morayfield Grove, there are 45 residents in the low-care unit, 33 in the high-care unit, and 

20 residents in the MSU Unit. 

25. Morayfield Grove operates three shifts for AINs: 

a. The AM shift runs from 6.45 to 2.30 pm; 

b. The afternoon shift runs from 2.30 to 10.15 pm; and  

c. The night shift runs from 10.15 pm to 6.45 am. 

26.  In the MSU on a morning shift, there are 3 AINs and 1 RN, on the afternoon shift there are 2 

AINs and 1 RN supervising and on the night shift there is 1 AIN and no RN. 
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AIN work 

27. My usual weekend morning shift starts at 6.45 am in the MSU.  On that shift in the MSU I work 

with 2 other AINs and 1 RN. 

28. At the start of a shift, I read the notes from the shift before. Previously, until 2015, the shift 

times included a 15 minute handover for AINs.  Now shift times have been changed so that 

AIN shifts do not overlap and so we don’t get a handover from the AINs coming off the night 

shift.  Instead, I speak with the RN to gather what is happening and get a quick handover.  

29. As a result of not having handover with AINs I find that simple information is sometimes 

missed.  For example, previously, the AIN finishing their shift might have said “Bob is not quite 

himself today” or may have told me that Bob and Terry had a fight.  I don’t have time to sit 

down and comprehensively review the files of all residents.  I find that not having this 

information makes it harder to understand what is happening with residents. 

30. I then start by focussing on those residents who are awake already. There is only one AIN 

rostered overnight, so usually they have not been able to get to everyone before I start.  

31. I check for call buzzers that need to be answered, and if any of the safety mats have been 

activated. Safety mats are mats fitted with alarms used for residents who are high fall risks.  

These go off if a resident has fallen out of bed or have got up and triggered them.  However, 

these are often faulty.  They get triggered and go off frequently and can be source of attention 

for residents who deliberately set them off.   

32. I do a safety check of the residents, to see how they are, if they are in bed, or if they have got 

up and wandered from their rooms. Some residents have sexualised behaviour.  I have 

observed one resident sexually assault a female resident so I make sure I know where the 

female residents are and that they are safe.   

33. With my co-worker we start on showers. We try and preference firstly those who need a 

shower, because they may have soiled themselves, or those who prefer a shower before 

breakfast. We don’t get to everyone before breakfast, but we try.  Some residents require 

two-person handling, others can be done one-on-one.  Generally, where a person requires a 

two person assist they are showered after breakfast. 

34. The residents in the MSU generally do not have set routines.  When working with other 

residents outside the MSU, timing is much more dependent upon resident preference.  In the 

MSU I prioritise those that are up and about and deal with others later.   

35. We have what we call ‘scrums’ at 10.00 am. This is an opportunity for staff to get together and 

discuss workload and any issues that have arising in the morning.  
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36. At Morayfield Grove, every resident is assigned one day of the month upon which they are 

described as “Resident of the Day”. Residents of the Day are assigned to an AIN who is 

required to check their fingernails and toenails, cut fingernails if they are long, report to an RN 

if toenails are long, clean out their bedroom including cupboards, drawers, bathroom, report 

any clothing needs or bathroom supplies required, check shoes for security and stability, take 

their blood pressure and pulse, check that the review date of the care plan has not passed,  

check that the descriptions of the resident’s care needs and their condition is current, that it 

matches my observations of the resident and information I have received. 

37. For the rest of the day, I need to assist my residents with meals, ensure they drink enough 

fluids throughout the day, support them to activities, assisting residents to toilet or changing 

soiled incontinent aids, behaviour management, emotional support, safety checks, pressure 

area cares, emptying IDCs, taking residents who need assistance on walks, assisting RN with 

wound care and restocking supplies.   

 

Other work 

38. Between 2015 and 2020, in the afternoons of the first Saturday and Sunday and the second 

Sunday of a fortnight I sometimes worked for an additional 4 hours as a relief Lifestyle 

Worker. I am not currently doing this work. 

39. Occasionally, I provide emergency relief as a physiotherapy aid. I used to work in a hospital 

and did physiotherapy aid work then. I don’t have any formal training in this work. I provide 

heat packs and pain relief massages, all of which I document.  

40. From my own initiative, I have organised fund-raising events for the residents to participate in. 

For example, last summer, our nursing home hosted an morning tea to raise money for 

firefighters.  

 

My skills and responsibility 

41. In my role as an AIN, I need to have on the ground knowledge of what is going on in MSU and 

across the facility.  I need to know who is due for what, when.  Over time I have got to know 

the residents and their needs.  I care about them, and I notice when something is not quite 

right.  I notice when a residents’ physical or mental health changes and they need attention.  I 

am aware of social dynamics, such as which residents can be seated together and who can’t.  I 

take steps to avoid arguments and conflict between residents and boost social interactions, I 

am conscious to recognise and promote common interests.   

12003



7 
 

42. I also keep across daily events and the emotional needs of residents.  I keep on top of what is 

going on in residents’ families.  For example, when a resident loses a family member, the 

resident will need more emotional support. 

43. My work involves me constantly trying to identify what is best for the residents. For example, I 

need to know when to step back when I am not right person for a certain resident.     

44. In my role, I help less experienced and less trained staff to learn what is needed in the role. 

Anyone who is past their training period (generally 3 months) is able to act as the buddy for 

others who are new.  At Opal, all AINs at must have a certificate III.  However, some new staff 

sometimes have very little experience in aged care. This requires them to step up very quickly 

to understand the needs of residents, as well as by developing technical skills.   AINs are 

directly involved in recognising needs of residents.  We are trusted by residents, and they rely 

on us for so much.   

45. When I’m partnered with someone who is inexperienced, I teach them routines. For example, 

all the steps needed to change a person’s soiled pad hygienically and safely. It is very 

important to observe good hygiene for yourself and to make sure you care for the skin of the 

resident. If you don’t clean well and moisturise, residents can get urinary tract infections, or 

skin rashes.  

46. Between about 2018 and the start of 2020, there was a Care Support team at Morayfield 

Grove. I was a member of this team in a leadership role. Our team provided induction for 

students and new staff. If someone had a problem, or needed to know how to do something, 

they came to us for advice and support. It was a very worthwhile program, but unfortunately, 

it got cancelled with the introduction of new management.   

47. I work as part of a nursing team.  This means that I am never solely responsible for specific 

residents.  As a team, we are together responsible for all residents.  In a nursing team it is 

essential that I know other AINs have my back.  I make sure that I have the back of my co-

workers.  For example, some residents are sometimes abusive or racist towards my co-

workers.  When this happens, I feel that I have a responsibility to assist the resident but also 

support my co-worker.   

48. RNs are an essential part of the nursing team.  As an AIN, I keep abreast of what is happening 

and provide information to the RN.  I also need the clinical skill of the RN to lead me.  RNs 

have the education and training for clinical matters.  Sometimes resident behaviour gets to 

the point that I cannot deal with it and I will require the assistance of the RN.  If resident has a 

fall, I will need the RN to assess how to proceed before I can lift the resident off the floor.   
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49. I prepare charting for residents that is reviewed by the RN.  This includes charting for food, 

fluid, coughing, difficulty eating and swallowing, sleep assessments, bowel charts as well as 

urine and catheter output.  I assess, review and report verbal and physical behaviours of 

residents.  I speak to RNs about specific resident needs and necessary changes to care plans.   

50. I have to constantly observe levels of catheter bags of urine and when they are approaching 

full, I empty them. I observe and record the number of ml of urine in a bag immediately 

before I empty it. I observe every bag of urine for its appearance, especially clarity and colour. 

If I observe cloudiness or blood in a bag of urine, I report that to the RN as a suspected urinary 

tract infection (UTI).  Where the urine is cloudy or bloodied or the resident is behaving 

unusually, I also perform a Ward Test upon the resident’s urine.  This involves me putting a 

plastic strip into urine and observing the shade of colour which appears in each of six sections 

of the strip. The six sections indicate the level of ph, blood, glucose, protein, leukocytes, 

bilirubin, nitrate positive or negatives.  Sometimes I do this on direction of RN.  Often, I do this 

before speaking with the RN so I can tell the RN if any of the level exceeds the healthy range. 

51. In every resident’s bathroom is a copy of a manual handling chart and a Summary Care Plan 

for the resident.  The Care Plan is updated and changed by RNs at Morayfield Grove.  The 

Summary care plan includes information such as a summary of the resident’s diagnosis, alerts, 

diet and nutrition, mobility and issues related with personal hygiene.  

52. I regularly use these Summary Care Plans. I double check the care plan before I do anything 

with resident.  Especially if I am working on a different unit, I rely heavily on this document. 

53. As an AIN I also provide information to RNs that is relevant to changes in a resident’s care 

plan.  For example, if a resident goes from needing a one-person assist to a two-person assist, 

I would tell the RN about this.   I also understand that RNs rely on the charting information 

provided by AINs in reviewing Care Plans. In the past 5 to 10 years, I have also noticed that 

residents are entering aged care in latter stages of life.  Residents are coming to facilities with 

more medical complication and needs.  Dementia may be already progressed to the point of 

new residents having extreme behaviours and aggression.  Residents are coming in more 

dependent.  Previously, I estimated that most residents lived for 5 to 15 years in aged care.  

Now many do not last 2 years.   

54. There have also been large changes to the use of medication at Morayfield Grove. Now, 

medication is not the preferred way of dealing with residents’ behavioural or pain problems.   

This has been a progressive change since 2017 or 2018.  I agree with the move away from use 

of medications, but this means there are additional resident needs.  They have cut nursing 

hours so leaving no time to do effective interventions.  
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55. If I have a resident in pain, I will go to the RN in charge and report what is going on.  I would 

then usually discuss with the RN options like offering a heat pack, a drink or repositioning the 

resident before resorting to PRN (as required) medication.  If PRN medication is given, this has 

to be done by the RN. 

56. Medications are a quick and simple way of dealing with behavioural problems.  Non-medical 

interventions to stop escalating behaviour take time and you need to have enough staff to do 

this.  As an AIN I am constantly needing to prevent falls risk, ensure dignity of residents are 

preserved and that residents are safe.  If I need to spend an extended period of time 

deescalating resident behaviour, I am taken away from performing that work.   

57. On nightshift, it can be a matter of keeping a resident comfortable overnight until the 

morning. Sometimes pain medication does not last all night, or the timing of giving the 

medication is not right.  

58. I assist RNs with cleaning and positioning of the resident.  For example, I may lift up a 

resident’s leg to enable the RN to treat a wound on the inner thigh. When helping an RN 

provide care to a resident with dementia, I may work to keep the resident calm, keep their 

hands out of the wound or keep them company and comfortable so the RN can provide the 

clinical care.  I may also need to work to stop the resident hitting the RN or stop them 

wandering off.  I find residents across the facility often know and trust me and other AINs 

because we build trust and rapport providing care to the resident. 

59. In my work at Morayfield Grove I have interactions with allied health professions.  For 

example, I have conversations with a speech pathologist.  She asks me to report on various 

things about the resident, for example, eating habits and whether they are coughing, 

swallowing. The speech pathologist advises me on what I can do to improve the resident’s 

health, for example body position for eating (the degree of lean of the torso), the type of food 

(vitamise/puree, cut up, mince moist) viscosity of fluids to be consumed, portion size, timing 

of service of food.  

60. I also talk to physiotherapists about my residents’ mobility needs. The physio may ask me 

about my observations of clients’ mobility. The physio will tell me things about the needs of a 

client, for example that a client needs a two person assist to walk and transfer in and out of 

bed, chairs etc.  The phyisio will also tell me what mobility aids the resident needs, for 

example a wheely walker, wheelchair, rollator (for walking).   

61. The use of technology at in the industry has also changed.  When I first started working in 

aged care we barely used hoists or slide  sheets  Since 1998/1999 they have been regularly 

used and are now compulsory.   
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62. The move to on-line records in the last 5 years has been significant.   Additional computer 

literacy skills are now required.  Notes and charting were previously all handwritten.  Now we 

use a program “Autumn Care” to do charting, care plans, messaging to team members and 

handover notes.   

63. I have also noticed significant changes to the skill mix in aged care since I first started.  When I 

started in the industry, government funding was based on staffing.  This later changed to a 

focus on accreditation.  With this change I noticed a significant drop in nursing hours, 

predominantly a reduction in the hours of AINs.  For example, when I first started in the 

industry facilities had speciality continence rounds nurses.  Speciality continence rounds 

nurses are now generally gone from the industry.   

64. There have been changes to the level of staffing at Opal in the last 5 years.  We lost AINs from 

shift as well as losing the 15-minute handover discussed above.  Until about 5 or 6 years ago, 

the high care unit at Morayfield Grove previously had 5 AINs for 33 residents on the AM shift.  

There are now 4 AINs rostered on this shift.   

65. Opal no longer employ Enrolled Nurses (ENs) at Morayfield Grove.  Previously ENs had been 

rostered in addition to RNs.  ENs acted to help the RN with documentation and medications 

and help on the floor.  

66. In the last 5 – 6 years, the RNs working at Morayfield Grove have gone from being 

experienced RNs to new grads.  The new graduates RNs are thrown into the deep end.  Also, 

whereas the Facility Managers used to be RNs, this is no longer the case.  The current Facility 

Manager at Morayfield Grove came from the funeral industry, previous one from hospitality.  

They are on a steep learning curve. 

67. I have found that in the last 5 to 6 years it has been harder to get the assistance of the RNs 

working at Morayfield Grove.  As an AIN I now analyse more information because there are 

less RNs on the floor.  I receive information and feedback from residents.  Based on that 

information I work out priorities, for example, what can be put off, when the RN needs to be 

called, how best to deal with families.   

68. I have cared for residents from diverse backgrounds e.g. CALD including Greek, Italian, 

German, Scandinavian, Chinese, Turkish, Muslims, Jehovah, Masons, Catholics.  Back in the 

first few years of my work in aged care from 1998, I nursed many residents of Jewish 

background including holocaust survivors.  I have provided care for indigenous, men and 

women,  gay men, queer (by disclosure to me) and residents with PTSD (for example war vets, 

sexual abuse survivors). 
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69. In my work at Morayfield Grove, I have organised cultural days.  These included Philippines 

Independence Day, given the high portion of staff from the Philippines.  I also helped organise 

a celebration for Diwali, celebrating my Indian, Nepalese and Fijian Indian co-workers.   

 

Conditions of Work 

70. In my work at Morayfield Grove I clean up urine, faeces, vomit and blood off floor, toilets 

walls, beds, residents and gardens.   Dementia residents don’t recognise the toilet and 

sometimes use other things such as the sink or a rubbish bin.  I estimate that I would be 

required to clean faeces off a bed most shifts as incontinence aids often leak.   

71. I work in hot conditions (30-35 degrees) in summer most mornings because some residents 

refuse to have their windows open or to use air conditioners. Other residents have their air 

conditioner set at about 16 degrees making their room very cold. I am often walking in and 

out of resident’s room where the temperatures vary between these extremes. 

72. Work in aged care is physically demanding.  I am constantly manual handling residents, some 

of whom may weigh between 100-170kg and who may be physically resistive to being handled 

by me.  I am physically exhausted at the end of most shifts. I wore a pedometer on a 4-hour 

shift and it showed that I had walked 9000 steps in those 4 hours. 

73. I have suffered a number of injuries working in aged care.  When I was 21 or 22, I sprained my 

lower back while catching a falling resident in a nursing home. Through a shift I regularly squat 

down to talk to dementia residents, so as not to intimidate them.  Because of this I have 

weakened ankles and knees.  I suffered a sprained wrist about two years ago when a resident 

grabbed it. I have suffered a lot of bruises from residents’ assaults on me, or accidental 

contact with me, such as running over my foot with a wheelie walker.  Batteries have fallen 

out of hoists onto my foot causing deep bruises, a hoist (weighing 20-30kg) was driven into 

me, bruising my ankle.  

74. In the late 1990s I was also electrocuted whilst working at the Chateau. I inserted a light bulb 

into the socket, received an electric shock and was thrown backwards across the room about 

3 to 4 m. 

75. I am also mentally exhausted at the end of most shifts.  I would like to call or spend time with 

friends and family after some shifts but I do not do so, because I am exhausted. I cannot read 

a book after a shift because I am exhausted.  As my workload has increased in the recent 

years, I watch fewer documentaries after a shift and now watch a lot of “The Bachelor” and 

other reality TV shows after my shifts in recent years because I cannot concentrate enough to 

comprehend information from a documentary. 
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76. The increased workload has been gradual but in the last 5 - 10 or so years I have noticed the 

most dramatic change.  I now have less job satisfaction and less quality time with residents.  

There are always rewarding parts of job, like when a resident who rarely smiles laughs at joke, 

or when a resident who doesn’t normally talk opens up.   These moments are becoming 

harder to achieve because as an AIN I now have less time to spend with residents. 

77. My aged care work is emotionally demanding and stressful. Most of my clients die while in my 

care which is very sad. It’s an honour and privilege to help residents through the final part of 

their life journey. It is a challenge to get the care right and I sometimes feel guilt when a 

resident dies, especially if they die alone in our nursing home. 

78. I feel that the need to spend time with residents is greater now due to COVID-19.  Because of 

COVID, residents have less family interaction.   I have noticed residents needing human 

interaction but have so many demands on my time.  Recently I noticed a new resident who 

was upset and knew that she needed 10 minutes of my time to reassure her.  Unfortunately, I 

had a number of things to do and couldn’t spend that time with her.   

79. Infection exposure is also common in aged care.  In late March 2020, Opal dramatically 

restricted access to surgical masks. In early April 2020, about 4-5 residents had Rhinovirus 

simultaneously. One of those residents looked like they were about to fall so I rushed to her 

and held her. I became infected with Rhinovirus a few days later. I was unable to work for 7 

days before I commenced annual leave. I remained ill for the first couple of days of that period 

of annual leave.   

80. In around 2004 I was diagnosed by a doctor with influenza.  I was working closely with 

Influenza infected residents in the days before that diagnosis. In the days before that 

diagnosis, I had not had any contact with anyone outside of aged care who had any flu-like 

symptoms to my knowledge. 

81. When I worked at St James, I was infected with Norovirus.  There were about 20-30 residents 

and staff infected around the same time.  A resident vomited on me one day, was diagnosed 

the following day with Norovirus and I began vomiting the same day.   

82. During the Covid pandemic we have seen our nursing hour cut.  We have not always been 

given adequate access to masks and have had other issues with PPE, such as incorrect sizing of 

gloves which are often poor quality.  During the Covid pandemic I have also noticed residents 

in more distress.  Based on my observations and discussions with this, I believe this is a result 

on the restrictions on visitors.  

 

12009



13 
 

Perception of aged care 

83. I love caring for old people, but I don’t do it for the money.  

84. I think if we want to offer better quality care, people working in aged care need to be better 

paid.  

85. We are the central support system to those living in aged care facilities.  Our role is to support 

our elders emotionally, physically, spiritually and socially.  By establishing a professional 

relationship of trust, I and my co-workers ensure all our elders are given quality healthcare in 

their final years as well as dignity in death.  

 

SHERREE GAI CLARKE 

29 October 2021 
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Lodged by: 
The ANMF 

Telephone: 03 9603 3035 

Address for Service: Fax: 03 9603 3050 
Level 22, 181 William St  
Melbourne VIC 3000 

Email: nwhite@gordonlegal.com.au  

 
 

IN THE FAIR WORK COMMISSION  

Matter No.:                    AM2020/99, AM2021/63 & AM2021/65 

Re Applications by:      Australian Nursing and Midwifery Federation and others 

 

 STATEMENT OF STEPHEN ANDREW VOOGT 

I, Stephen Andrew Voogt of  Victoria say: 

1. I am a member of the Australian Nursing and Midwifery Federation.  

2. Where I refer to a conversation in this statement and I cannot remember the exact words 

used, I have stated my best memory of the words spoken, or the effect of what was said.  

Personal Details, work history and qualifications 

3. My date of birth is . 

4. I live in Beechworth but work consistently in Wangaratta and across the north-east of 

Victoria in a range of aged care facilities looking after certain residents. I also provide 

consultancy services across the public and aged care sector around Victoria. 

5. I am a Nurse Practitioner (NP) in Gerontology (since 2010). Much of my work involves 

mental health and dementia/psycho-geriatric behaviours.  I have worked in private aged 

care since 2013. 

6. I currently work as a consultant Nurse Practitioner. For example, on 6 September 2021, I 

commenced an eight week contract to review the care and systems in several aged care 

facilities for a major Melbourne public health provider. This involves: 

a. performing comprehensive geriatric assessments on most of the residents which 

includes investigations. This has involved a lot of prescribing and deprescribing. 

b. Advising on the current model of practice. 

c. Advising on how care is delivered. 

d. Advising on the new standards and how this affects care at the bed side. 

e. My colleague is advising on compliance and quality etc. 

7. However, a large part of my on-going work is with a group of about 10 GPs in Wangaratta. I 

look after their residents in several private aged care facilities in Wangaratta – St Catherines 
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(72 beds) where I look after about 40 residents and Rangeview (about 60 beds)where I look 

after about 20 residents. 

8. I have a Collaborative Agreement (CA) arrangement with each of the participating GPs 

which is a condition for me prescribing medications, ordering diagnostics and charging 

consultations against the MBS items available to Nurse Practitioners.  

9. I did my Registered Nurse training at Mercy Private in East Melbourne from 1986 to 1988. 

After I finished my training, I moved around Victoria and Australia undertaking nursing 

work. I worked at St Vincent’s public hospital and then worked in the Northern Territory at 

Tennant Creek hospital in around 1990. I was there six to eight months and then moved 

back to Victoria to Warrnambool Base Hospital for six to 12 months. I then moved back to 

Melbourne to worked at the Epworth Hospital for about a year.  

10. From about 1992 to 1997, I worked at the Austin Hospital. I was Nurse Unit Manager in the 

Surgical Ward at the end of my time there. In that role I managed about 30 staff and was 

responsible for the staffing of the busy ward, relationships with surgeons and visiting 

medical officers and ensuring that the ward complied with policies and standards.  

11. In late 1997, I moved to South Eastern Private Hospital.  In about 2000, I moved to Knox 

Private Hospital for 18 months where I did my Post Graduate certificate in Critical Care. 

12. In about 2001 I moved to Canada and worked in a major hospital in Edmonton for one year 

doing critical care nursing and developed specialty skills in neuro-trauma in an ICU 

environment.  

13. I returned to Australia in April 2002 and was employed at Northeast Health Wangaratta 

(NHW) in critical care.  In the years that followed I performed a number of different roles 

with NHW as discussed below.   

14. I had an interest in mental health issues so started working at the Kerferd Psychiatric Unit at 

NHW where I completed my Graduate Certificate in Mental health Nursing from RMIT.  

15. In 2007, I commenced my Nurse Practitioner candidacy in gerontology. I completed all of 

the practical and theoretical components over the next three years. This involved advanced 

work during placements in aged care as well as completion of a Masters Degree. This 

included Pharmacology component for the Masters as well as Advanced Clinical Decision 

Making. I was endorsed as a Nurse practitioner in 2010 by the Nurses Board of Victoria. I’m 

proud to say that I was the first aged care Nurse Practitioner endorsed in Victoria. A copy of 

all of the qualifications mentioned are in Annexure SAV 1. 

16. From 2010 until about 2012 I worked as a NP at Illoura, public health aged care facility in 

Wangaratta as an employee of NHW.  My work as an NP at Illoura and in public health aged 
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care facilities is essentially the same as the work I do now as a NP consultant discussed 

below.  Illoura is a residential aged care facility that is part of public hospital system.  

Around this time and as part of my employment with NHW, I also worked:  

a. on the Geriatric Evaluation and Management (GEM) Unit in Wangaratta;  

b. at the Kerford Acute Psychiatric Unit; and 

c. with the Older Persons Community Mental Health (OPMH) which involved providing 

psycho-geriatric services to older people in the community. These services were 

provided to older people who had chronic mental health issues or who developed 

acute mental health issues such as depression/anxiety.  Patients became involved 

with OPMH based on a referral from a GP.  The work of OPHM involved a team 

including a psychiatrist, mental health nurses and allied health professionals such as 

occupational therapists and social workers.  In this work I provided direct care to 

older people in their homes, in aged care facility and in the acute hospital setting.  

Much of this work involved working in residential aged care facilities assisting in the 

management of behavioural/psychological symptoms of dementia (BPSD) and 

general psychiatry including depression/anxiety.  OPMH also use to be deliver the 

Dementia Behaviour Management Advisory Service (DBMAS), a service run out of St 

Vincent’s Hospital.  Part of my work was with this service.   

17. In about 2015 or 2016, OPMH was taken over by Albury Wodonga Health, another public 

sector health provider.  I continued to work in the OPMH program after it transferred to 

Albury Wodonga Health for a short period.   

18.  The DBMAS program was dismantled and terminated.  A similar service is now delivered 

through a Commonwealth Program, contracted to Hammond Care called Dementia Support 

Australia or DSA. 

19. As a NP I am able to obtain and use a Medicare Australia provider number and a PBS 

prescriber number.   However, when working with NHW (and Albury Wodonga Health) I did 

not use need either a provider number or prescriber number.  In the public health system I 

was able to order and prescribe without provider number or prescriber number. 

20. In about 2011, the Deputy Director of Nursing at Illoura moved over to become the Director 

of Nursing (DoN) at St Catherines in Wangaratta.  St Catherines in Wangaratta is a non-for-

profit residential aged care facility but is outside the public health system.  In about 2013 I 

was first contracted by the DoN of St Catherines to do a couple of sessions a week with 

some of the residents as a NP.  At that time, I continued to work at NWH in the units 

described above on a part-time basis.  
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21. From 2013 I slowly built a consulting business.   

22. In 2014 I was contracted to do some work as a NP at St John’s Wangaratta.  At that time, St 

John’s Wangaratta was a large 120 bed facility as well as retirement village operated by 

from the Anglican Diocese. That work was initially for a year or so. After a tragic influenza 

episode in 2017 that killed about 10 residents, the Aged Care Quality and Safety 

Commission (ACQSC) investigated St John’s, and after this I was contracted to come back 

for a couple of years to assist with care of residents. My work at St John’s then revolved 

around the unmet standards identified by the ACQSC which included acute deterioration 

and host of clinical issues that were identified as non-compliant. Examples included chronic 

pain and BPSD. I continued my work with St Johns until 2019 when Respect, a Tasmanian 

NGO, took over the facility. 

23.  In about 2017, I started performing NP work for Omeo Hospital in small public run aged 

care facility of 15 beds.  

24. Also in 2017, I also started doing some work at Bentley Wood, a private aged care provider, 

at the Myrtleford Lodge. Later in 2018 I was engaged to also perform work at the Bentley 

Wood facility in Woods Point, Yarrawonga. I have also worked at Yackandandah Health 

Service which is a community based private aged care service as well as Tallangatta Health 

Service in their public aged care.   

25. In September 2021 I was invited to work at Yallambee Aged Care, a 120-bed community 

facility in Traralgon.  Michelle Harcourt (Harcourt Aged care Advisers), who I work with on 

occasions, had been engaged by Yallambee as the nurse advisor following a serious incident 

at the facility.  She was engaged to evaluate and investigate an incident where a 78 year-old 

male resident had attacked and brutally bashed 13 residents and staff.  She asked me to 

come and assess a few of the residents involved in the incident.  I did this and several had 

ended up in hospital with significant injuries. I had to assess one particular resident for 

post-traumatic stress and I was worried about whether this resident would survive. Many of 

the other residents were lucky in a sense because they had dementia and could not 

remember the trauma – you could see the battle scars however. 

26. As a NP working outside the public health system, I need to enter into Collaborative 

Agreements (CAs) with GPs in order to utilise my Medicare provider number and PBS 

prescriber number.  As a Nurse Practitioners I am an autonomous practitioner – I can 

diagnose, order therapeutic interventions, order diagnostics and refer patients and 

residents to specialists. However, under the regulations this needs to be in the context of a 
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CA when I work outside the public health sector.  Without a CA, I could see patients but 

couldn’t order pathology without the patient paying the full cost, or prescribe via the PBS 

27. I have a group of GPs – 10  in Wangaratta – with whom I have CAs and who are happy for 

me to look after their residents collaboratively.  I take on their residents in each facility. I 

manage most of the medical clinical needs of the residents. I will contact the GPs if there 

are particularly complex issues. I monitor the medical issues and geriatric syndromes which 

usually requires assessment, investigations, and pharmacological intervention. I look after 

about 40 residents at St Catherines. About 6 months ago I also started at Rangeview and 

look after about 20 residents. What I do that usual RN in aged care can’t revolves around 

the extended scope of practice with prescribing/diagnostic and referral rights. Ultimately 

RN staff may identify a clinical issue and refer it to me as the NP. I would then diagnose and 

manage the issue. 

28. From working in and with a number of residential aged care facilities, I am aware that some 

GPs aren’t providing adequate services into aged care facilities.  I have noticed that this has 

become worse over the years.  In Wangaratta there is one GP practice which is now refusing 

to provide care to residents in the aged care facilities.  I understand that a second practice 

may soon also withdraw from working in aged care facilities.  The GPs who continue to 

provide services to residential aged care facilities have less time to service residents in 

those facilities.  These GPs may come in for a lunch time session for an hour once or twice a 

week. As a result, individual resident are more heavily reliant on NPs like me and otherwise 

fall back on the RNs in the facility to try and monitor, observe and treat. RNs in residential 

aged care facilities have the added problem that they are trying to deal with every resident, 

deal with crises as they arise, manage other staff and they don’t have the capacity to order 

diagnostics or prescribe medications.   

29. To my knowledge, Yallambee had, and still only has, two GPs from one GP clinic who will 

work with the residents there. These two GPs do a total of two sessions per week at 

Yallambee and there is effectively no GP coverage after hours.  Like a lot of regional and 

outer metro facilities they can call My Emergency Doctor, a national on call service.  

30. I consider that residents of aged care facilities are the most complicated group of people to 

look after in our community.  It takes time to properly assess and treat these people.  Based 

on my observations, I consider that some GPs are not spending the necessary time to do 

this.  

31. The reduction in GP availability, the lack of support and changes to resident acuity (as 

discussed below) means that the nurses on site have to be more skilled, observant and 
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responsible. This is all occurring in the context of recommendations from the Royal 

Commission about using fewer drugs and fewer restraints – both chemical and 

environmental.  

32. In relation to chemical restraints, Recommendation 65 of the Aged Care Royal Commission 

Final Report included that by 1 November 2021, the Australian Government should amend 

the PBS Schedule so that only a psychiatrist or a geriatrician can initially prescribe 

antipsychotics as a pharmaceutical benefit for people receiving residential aged care.   

33. The Australian Medical Association (AMA) recently published a submission to the 

Pharmaceutical Benefits Advisory Committee on the restricted prescription of 

antipsychotics in residential aged care.  Whilst I do not agree with all aspects of this 

submission, I do agree that limiting prescribing to geriatricians and psychiatrists wOULD 

severely impact health services in rural and remote areas.  I agree with the AMA that the 

proposal is “attempting to deal with the symptoms of a broken aged care system while 

ignoring the causes”.   

34. A copy of the AMA submission to the Pharmaceutical Benefits Advisory Committee – 

Restricted prescription of antipsychotics in residential aged care, dated 20 October 2021, is 

Annexure SAV 2. 

35. The ACQSC has picked this up the need to limit the use of chemical and environmental 

restraints and has made a real focus in audits and communications on pressuring providers 

to cut or eliminate restraints and interventions. I support that focus and the right of 

residents not to be chemically or physically restrained. However, the problem is that once 

you go down that path a lot more resources are required to ensure harm minimisation and 

keep risk at an acceptable level. This is the minefield that direct care staff in most facilities 

face daily. There is a new philosophy, but as yet, no additional resources to implement it. 

36. Unless someone like myself comes in, Dementia Support Australia (DSA) and the GP are the 

only source of external support and advice that staff and residents of facilities have in 

private aged care when dealing with issues related to dementia. Originally, DBMAS 

provided support for BPSD in the community and in aged care facilities but now this has 

been replaced with DSA (run by Hammond Care).  GP’s and facilities are able to refer 

behavioural problems to DSA. DSA may then send a worker in to the aged care facility and 

they are focussed on non-pharmacological interventions. They work out the triggers that 

precipitate BPSD and then develop strategies and non-pharmacological interventions. The 

worker can refer to their specialist, usually a psychiatrist or geriatrician, for complicated 

cases and pharmacological advice. 
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37. However, DSA are based/co-ordinated in Melbourne, they visit infrequently, and facilities 

really needs someone on the ground several times a week (reviewing and reassessing). So, 

unfortunately, DSA is not able to provide enough support. The system is pretty much busted 

and the nurses and carers are left to pick up the pieces. They are under pressure because of 

the short staffing. In my work in aged care facilities I observe that nurses and carers can’t sit 

with people with behavioural issues when it is needed. They are under pressure to get all 

their other tasks and reporting done.  

38. I am all in favour of non-pharmacological interventions. I never want to use psychoactive 

substances if this is not necessary. But when it comes to residents with psychotic symptoms 

which can result in moderate to severe aggression, there are simply not the resources in 

these facilities to manage many of these residents totally non-pharmacologically. Many of 

them require one on one care for a period of the day and that is what the family expect. 

They are a lot of work and are complex and ACFI doesn’t provide the necessary funds to 

provide adequate care. I don’t see that changing any time soon. I understand the new 

funding system to be introduced next year rewards immobility – the less mobile someone is 

the higher the funding. In my view the immobile are often actually easier to look after. 

Mobile residents have greater risks of falls, they present a greater risk to themselves/others 

and, because they are less cognitively impaired, they often have greater expectations.  

39. I’ve witnessed a number of assaults in residential aged care facilities. I am aware of 

incidents where males who are sexually disinhibited have presented a threat to vulnerable 

female residents. On some occasions where this has arisen, I have advised of the need to 

intervene pharmacologically but on several occasions the families have said “no” and a 

sexual or physical assault has followed.  It’s got to the point where major providers won’t 

take moderately to severely behaviourally disturbed patients and many end up in public 

facilities after being sent to emergency. I’m not sure if it is a growing problem or it has 

simply been hidden.  Mandatory and serious incident reporting now means it is being 

reported more often to the ACQSC and the Department. 

40. Compounding the problem for staff are several factors. I have noticed that families - and 

even the residents themselves – have very high expectations of the care that can be 

delivered. Often those expectations, which reflect the marketing and the promise of 

“choice”, are well above what can actually be provided by the facility or sustained over a 

period of time.   

41. Another issue I have noticed is the consequence of the difficulty getting some GPs to 

provide appropriate levels of care as discussed above. One result of this, is that facilities are 
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left with the RNs and ENs trying to diagnose and manage behaviour. For example, RNs and 

ENs are required to figure out if behavioural issues have their genesis in an acute physical 

issue or pain. This occurs where the RNs may have three or four other residents in the same 

boat.  This takes significant time and still the RN may have to manage the needs of another 

60 or 70 residents as well as manage the staff around them.  

42. I have observed RNs working on their own, especially on PM shifts, nights and weekends. 

They have no doctors around them like a hospital and can’t order diagnostics like blood 

tests, urine tests etc. The GPs around Wangaratta share or take turns to operate on-call 

service for the local aged car facilities, but this service is variable depending on the GP.  The 

GP on call may be up in Beechworth 35 kms away and it will not be practical for them to 

visit the resident. 

43. Another factor in adding to the stresses for staff which I’ve seen is reductions in overall 

numbers of staff and in the skill mix: steering away from RNs/ENs towards more carers. 

Carers do a terrific job, but they do not have the education and training of a RN or EN. They 

are less able to evaluate and make decisions around complex information or situations.  

44. A major change in the last decade has been the new Aged Care Quality Standards 

introduced from July 2019. They really make the providers a lot more accountable which 

puts more pressure on nurses and carers because of limited funding and increasing 

regulation. 

45. From working in residential aged care facilities, I have noticed that the ACQSC is cracking 

down on a few things – dementia and behaviours and the use of chemical and 

environmental restraint. This is a problem without adequate resources to fund non-

pharmacological strategies. The management of acutely deteriorating residents is also 

another focus and the battle is to keep the residents at the facility and manage them there 

with limited resources and medical backup.  The dynamic I have observed in aged care is 

that residents are now kept at home a lot longer and they are a lot frailer and more 

complex to look after when they get to the facility. Since 2010 I have observed a trend of 

residents being admitted from acute hospital or from the community where they have been 

on home care packages when they can no longer cope with that level of care.  Previously, 

those being admitted to aged care included a mix, some reasonably well residents and 

some complex or dependent cases.  Now all new residents are complex and there are 

higher levels of dementia.  

46. The negative media has also raised the bar.  I have noticed that residents and their families 

are now more aware of their rights. An example is the standard which requires the 
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recognition and provision of culturally diverse services. For example, at Bentley Wood in 

Myrtleford there are a lot of people of Italian heritage, so they look to cater for their needs 

through Italian cuisine and language. At Monash Health where I’m working on a short-term 

contract there are over 10 nationalities, and the standard says there is a need to recognise 

each of them. It is extremely difficult to do that for staff, especially given the resource 

envelope they have.  

47. In my work in aged care facilities, I have noticed a steady increase in bariatric residents who 

require two and three person lifts. I notice that in facilities all the time. And there is more 

complex palliative care – the residents have been unwell for quite a while and there can be 

significant distress and pain. It is a real struggle for nurses and carers to provide 

psychological support for them and their families – often with absolutely no extra 

resources. The ACQSC has promoted advanced care planning (ACP) and most residents 

choose to stay in the facility for their final weeks – it falls back on the facility to do all of 

this. The nurses are the ones on PM and night shift who have to make a call on what to do.  

Many of the GPs simply aren’t available to attend the facility or provide an adequate 

resource for out of hours care. 

48. The Advanced Care Plan may say that the resident is not for hospital transfer but at 2am 

when the resident takes a turn for the worse what does the RN do? If they keep them in the 

facility the family may complain because there aren’t the staff or resources to manage the 

resident effectively. If they send them to hospital, it is a breach of the ACP and the family 

may complain. Where an ACP says that the resident is not for transfer to an acute hospital 

that this may be further complicated where family members are consulted about this and 

give a direction that is contrary to the ACP.  It is not black and white and involves difficult 

choices between what is best clinically for the resident and what the resident says they 

wanted at the time they completed the advanced care plan. 

49. I have seen that in facilities dealing with residents is much more complex than it was a 

decade ago. Staff have to deal with all the diseases and geriatric syndromes - falls, 

incontinence, polypharmacy, dementia, depression to name a few. They are often very 

interconnected and not easy to unravel. Changing expectations of residents and their 

families has also magnified this. 

50. I am starting to see a lot more acute treatment in aged care – things like intramuscular anti-

biotics, increasing the level of observations and vital signs, more in-dwelling catheters, 

subcutaneous fluids are becoming more common (which for older people is a better 

alternative to intravenous). In my view, especially if nurses had access to a few more 
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machines, there is not a lot of difference between aged care and hospital, especially the 

GEM wards I have been used to. That is a recent development the last five to ten years. 

51. The government has funded in-reach expertise to stop transfers to hospital, but it isn’t that 

effective – there simply aren’t enough resources provided. At NHW we have one Nurse 

Practitioner employed on a full-time basis who works 9am-5pm Monday to Friday and she 

covers the whole of north east Victoria. I may deal with that NP if a facility in which I am 

working has a resident who is unwell.  If I can’t get to a facility I will call her and speak about 

specific residents.  If there is a resident with chest pains, I may ask her to attend and 

perform an ECG.  Unfortunately, this isn’t an adequate resource and often isn’t on hand 

when those RNs and carers need it most. What they need is after-hours residential in-reach. 

52.  I have also noticed increased expectations of PCAs around their observation of residents. 

PCAs are now expected to observe residents, recognise and report deterioration and be 

able to articulate it to the RN/EN. They are expected to be involved in giving out 

medications. They are no longer there just to do personal care “tasks”. More and more they 

are expected to make judgements.  

53. With ENs I have noticed that they are now expected to be quasi-RNs.  

54. In my view and based on my observations and experience, RNs and ENs in aged care have to 

be more accountable and responsible than RNs and ENs in acute care.   RNs and ENs in aged 

care don’t have the medical and peer support. They don’t have the RN down the corridor to 

come and have a look. They can’t just escalate a difficult issue up to the medical staff – even 

private hospitals have resident medical officers. RNs in a hospital environment who suspect 

some deterioration can usually get an order for diagnostics or medications at any time of 

the day or night.  

55. I have also noticed barriers to RNs sending residents to hospital. In my work, I have 

observed ageism in the acute health system.  For example, there is often resistance from 

ambulance paramedics and hospital staff to admitting aged care residents to hospital.  I 

have also observed that residents of aged care are often discharged back to the facility after 

very short periods of time and well before the cause of their admission is adequately 

resolved.  In that case, it falls to the facility to provide that clinical care.   

56. Most providers have moved over to online IT for medical records, which is a good thing, and 

I would expect that technology implementation will speed up in the private aged care 

sector over the next few years.   However, this does add to the necessary skills for those 

providing care in the facility. 
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57. There has been a lot of pressure from the ACQSC on aged care facilities to review 

medications. There is a lot of pressure to de-prescribe. Now, as a part of the assessments 

conducted by the ACQSC facilities are held accountable for polypharmacy. The ACQSC 

encourages facilities to intervene and manage polypharmacy with the GPs. This pressure 

comes in a number of ways. First there is anti-biotic (AB) stewardship. The ACQSC is 

targeting the facilities for overuse of ABs – it is now part of the standards. Second, there is 

now additional focus on reducing or eliminating several classes of drugs.  These include 

psychoactive drugs and other drugs such as statins, Protein Pump Inhibitors. It is the RNs in 

the facility who have to now prompt the GPs about these issues.  

58. The time, resources and skills associated with managing residents with complex behaviours 

and to provide high level quality of life for residents in aged care has dramatically increased 

over recent years. Staff are expected to be highly skilled in management of behaviour 

complexities. Deprescribing has compounded issues to the point that on some occasions I 

have witnessed GP’s who are reluctant to prescribe when it may be relevant to do so. 

Residents with clear thought disorder, perceptual disturbance and behavioural disturbance 

are being untreated at times. This would not happen to younger persons with similar 

symptoms. 

59. I have also observed a focus by the ACQSC on reducing environmental restraint (no cot 

sides, more open doors). All of this comes back on the staff who have to manage the 

implementation and consequences of these initiatives. Because of the change in 

expectations more people are allowed to wander unrestrained now. That is a real change. 

The aged care facility is the resident’s home and I agree with that they should get a say in 

their care – what they like and don’t like. But with that comes a cost and you the need to 

have the resources to implement it properly. However positive, the focus on restraint free 

environments has increased demand on staff. High falls risk residents are requiring high 

level supervision and one-to-one attention that we just do not have resources to provide in 

many cases.  Staff resources to minimise risk of falls have not increased in correlation with 

the decrease in restraint.  

60. I have also noticed that communication with cognitively impaired residents is a growing 

problem. Understanding what residents want and need is crucial to preventing behaviours 

that may be a risk to them or others or which simply make them distressed. That is added 

stress for staff in not being able to understand clearly what a resident wants or how much 

pain they are in.  I’ve also witnessed a lot of racism from the residents towards staff which 

those staff members have to deal with without much support in many cases.  
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61. With pain management there are similar issues to that above. I have observed an increasing 

expectation from the ACQSC that RN’s will prompt and guide GPs. A massive amount of 

time and resources of ENs, RNs and GPs are involved in assessment, pain management and 

review, especially for residents with dementia. Expectations on the provider have escalated 

to the point that the evidence required to support effective pain management is well in 

excess of what would have been required 10 years ago. The resources to provide the level 

of evidence required is tremendous. 

62. There is an increased complexity of wounds with residents coming from hospital system. 

The RNs and ENs lack access to wound consultants (unlike the public system) leaving aged 

care nurses to manage complex wounds. 

63. The pandemic has resulted in a lot more isolation of residents from families and social 

supports. The increased need for psychological support of residents particularly during 

COVID pandemic has fallen onto all levels of staff within the facility. 

64. Because of the difficulties in private aged care, a lot of good nurses have told me that they 

don’t want to manage a facility as the Director of Nursing or Care Manager.  I am aware that 

there is difficulty attracting RNs to act as Care Managers.  I have been approached on a 

number of occasions and asked to act the Care Manager of a facility.  One of the reasons I 

would not take on such a role is that it is just too hard to negotiate external factors (families, 

public health) as well as the multitude of internal management and clinical pressures. When 

I compare the requirements and demands of those roles today against those of aged care 

facilities 10 years ago, it is just chalk and cheese. The funding and wages have not kept pace 

with the increase in skill and responsibility.  

65. I have been involved in the management of COVID outbreaks within residential aged care 

facilities twice now. 

66. The first occasion was in August 2020 when I worked within a facility in Glenroy for a 7 week 

period.  The second was in October 2021 at a facility in Noble Park. 

67. Some aspects of these experiences have been identical, namely: 

a. the working environment is extremely stressful, being the most stressful I have 

experienced; 

b. there has been severe human resource depletion and availability; and 

c. the outcomes have been heart breaking for residents, family and staff. 

68. Despite this I have walked away from these experiences with positives. 

69. At the forefront of this is my admiration for the nursing and care staff who worked in these 

conditions.  They endured much more than what the public are aware of, including: 
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a. the stress of having to look after acutely/severely unwell residents with limited 

resources; 

b. continual lack of/short staffing, working 12 hours days in full PPE with minimal 

breaks; 

c. Some of the RNs working 5 days straight 12 hours. I am aware of staff sometimes 

having to work a 16 hour day and then return to work the next day at 0700 hrs for a 

12 hours shift; 

d. staff have had to endure the negativity from government departments, the media 

and the public about COVID and criticism of residential aged care facilities;  

e. in the 2020 outbreak there were no vaccines and still little known about COVID. Staff 

put themselves in harm’s way, risking their own health for the residents; and 

f. staff in residential aged care facilities are less well resourced than the acute public 

health sector. 

70. From these experiences I am filled with admiration for the RNs, ENs and PCAs working in 

aged care.  I’m not sure any other profession would endure this. 

 

 

STEPHEN ANDREW VOOGT 

29 October 2021 
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AMA submission to the Pharmaceutical Benefits 
Advisory Committee – Restricted prescription of 
antipsychotics in residential aged care  
 
pbac@health.gov.au  
 
Introduction 
 
The AMA does not support the restrictions proposed by the Royal Commission into Aged Care 
Quality and Safety (Royal Commission) in relation to restricting the prescription of antipsychotics 
to geriatricians and psychiatrists. This simplistic solution to the use of chemical restraints in aged 
care fails to acknowledge the environmental factors that have driven the use of antipsychotics 
and will make access to care for patients in residential aged care facilities (RACFs) unnecessarily 
difficult. GPs are well qualified to prescribe these medications and it is the environment in which 
antipsychotics are prescribed that needs to change as opposed to the imposition of ill-considered 
restrictions on prescribing. 
 
The AMA has provided significant input into the work of the Royal Commission, providing seven 
written submissions in total. The AMA President appeared before the Royal Commission three 
times.  
 
In these submissions, the AMA has extensively elaborated on what medical practitioners, AMA 
members, perceive as the key issues in aged care in Australia and how they can be improved. 
While the AMA welcomed most of the Royal Commission’s recommendations, there were also 
areas of disagreement on the Royal Commission’s proposed way forward.  
 
The AMA supports methods to reduce inappropriate prescribing of antipsychotics. However, the 
AMA is concerned that restricting antipsychotic prescriptions to geriatricians and psychiatrists 
will create a bottleneck of care for residents in RACFs that are not appropriately set up to deal 
with the consequences.  
 
This proposal lacks an understanding of Australia’s health system, particularly the current climate 
in aged care and mental health care. The government must implement changes to aged care that 
support the delivery of high-quality care and that will in turn reduce the risk of inappropriate 
prescribing. The AMA regards this proposal as attempting to deal with the symptoms of a broken 
aged care system while ignoring the causes. 
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The AMA’s report on putting health care back into aged care details what must be done in this 
space to ensure older people have their human right to healthcare recognised in RACFs1.  
 
Implications of specialist geriatric and psychogeriatric access in residential aged care for 
psychotropic prescribing 
 
AMA position on the use of restraints in aged care 
 
The AMA has continuously expressed concern around the inappropriate use of chemical and 
physical restraints in aged care settings in submissions to the Royal Commission and other 
Department of Health and Parliamentary inquiries2. AMA members have reported on aged care 
staff requesting chemical restraints so older people are easier to handle, effectively using 
antipsychotics as chemical restraint.  
 
It is the AMA position that restrictive practices should only be used as a last resort – where any 
potential risk or harm caused by the restraint itself is less than the risk of the patient not being 
restrained. We maintain that the older person’s GP, along with the aged care provider, the older 
person’s family and substitute decision maker should be involved in any decision to use a 
restraint. 
 
 
Workforce capacity is limited in aged care 
 
The quality use of medicines can be impacted by the prescribing environment. It is internationally 
recognised that fatigue, poor working conditions, and workforce shortages are all factors 
increasing the risk of medication errors3. The most essential way to ensure the quality use of 
medicines in RACFs is to ensure that an appropriately qualified and experienced clinical workforce 
is available to respond to resident’s needs in a timely manner.  
 
Non-GP specialists 
 
While the AMA supports and has called for greater involvement of geriatricians and psychiatrists 
in aged care, our members expressed concern that if this recommendation is implemented, 
specialist services, which are limited in aged care, will be overburdened and patients with a 
legitimate need for antipsychotics and non-GP specialist services will suffer as a result. 
 
The AMA called on the Royal Commission to investigate the small numbers of specialist 
geriatricians and psychiatrists who provide services in aged care, seeking to address this issue so 
that they can better support GPs. The Department of Health should carry out an audit on 
geriatricians and psychiatrists available to visit RACFs and a regulatory impact statement should 
be carried out before this proposal is seriously considered. Access to geriatricians and 
psychiatrists can be difficult even in metropolitan areas for the general population. Access is 
particularly difficult for older people in aged care due to limited numbers of private specialists 

 
1 Australian Medical Association (2021) Putting health care back into aged care. 
2 Australian Medical Association (2019) Submission to the Royal Commission into Aged Care Quality and Safety 
3 World Health Organization (2017) WHO Global Patient Safety Challenge: medication without harm. 
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who visit RACFs and the small pool of these specialists available in the public hospital system. In 
Canberra for example, there are only two full time employed psychiatrists in the public system 
who specialise in working with older patients, who cover both residential aged care and 
community4. The population of over 65s in Canberra is around 50,000 people5, with over 2000 
older people in residential aged care6.  
 
Importantly, limiting prescribing to geriatricians and psychiatrists will severely impact health 
services in rural and remote areas, where we know there is a critical need for doctors in a range 
of specialities, including geriatrics7. Restricting prescribing in a manner that is simplistic  will have 
detrimental effect to patients in rural and remote areas where there may be a genuine need for 
these medications, in order to ensure their safety and the safety of those around them.  
 

Other medical specialists, including but not limited to geriatricians, psycho-geriatricians and 
psychiatrists work together with GPs to ensure continuity of care for older people. Specialist 
services should work in close consultation with the GP and residential aged care staff directly 
responsible for the older person’s care and particularly if significant changes to care are 
recommended. Existing outreach services work on the model of care that requires the GP to be 
the primary and sole prescriber in aged care. For example, the AMA is aware that Queensland 
Health and NSW Health operate outreach geriatric services to RACFs, that provides support to 
GPs by facilitating geriatric reviews of the patients8,9. The reviews are initiated by GPs, who can 
also reach out to the service to ask for advice on specific issues. These are examples of good 
practice, that should be encouraged and expanded, as they provide collaborative and coordinated 
care without undermining the role of primary medical specialists in the care of older people – 
their GPs. The capacity of outreach services currently varies considerably across the country. 

Furthermore, the AMA calls for improved funding for non-GP specialist services in aged care, 
through increased MBS rebates for geriatricians and psychiatrists, including through devising 
separate MBS items for case conferencing  with GPs.  
 

General Practitioners  
 
GPs are suitably qualified to prescribe antipsychotics in line with clinical guidelines10. GPs are the 
primary medical specialists for the care of older people, and as such should be better supported 
to provide medical care in aged care. However, with its final recommendation the Royal 
Commission went to the extreme, diminishing the role of GPs in caring for their patients in aged 
care. Taking the prescribing rights from GPs risks further deterring these key medical specialists 
from working in aged care, when we know that the numbers of those willing to continue to care 
for their patients once they enter aged care have been dropping for years11. It will also inevitably 

 
4 Based on the information received from AMA members in Canberra 
5 Australian Bureau of Statistics (2016) Population by Age and Sex, Regions of Australia, 2015 - Canberra. 
6 Productivity Commission (2020) Report on Government Services – Aged Care Services Table 14.A13  
7 Rural Doctors Association Australia (2019) Submission to the Royal Commission Into Aged Care Quality and Safety 
8 Queensland Government (2019) Radar Prince Charles  
9 New South Wales Government, Agency for Clinical Innovation (2021) Spotlight on virtual care: Geriatric 

Medicine Outreach Service 
10 Royal Australian College of General Practitioners (2019) RACGP aged care clinical guide (silver book) 5th edition.  
11 Australian Medical Association (2017) AMA Aged Care Survey  
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lead to the deskilling of GPs in the prescribing and use of antipsychotic medication for their older 
patients12.  
 
It is internationally recognised that GPs are the cornerstone of a successful primary healthcare 
system, and countries with a strong general practice have better health outcomes13. The patient-
centred medical home model (PCMHM) is a well-regarded system of integrated care that is more 
efficient, reduces hospital admissions and provides better support for patients14,15. GPs must be 
appropriately supported to continue to care for their patients once they enter a RACF. Continuity 
of care is crucial to improving health outcomes. For example, residents with dementia who had 
to change their GP once entering a RACF has been associated with an increase in polypharmacy 
and prescribing medicines such as antipsychotics, benzodiazepines, and antidepressants16.  
 
GPs know their patients in aged care and are best informed to decide when prescribing of certain 
medication is warranted. Visiting geriatricians and psychiatrists lack that connection with the 
patient that the GP has. This is a position universally expressed by AMA geriatrician and 
psychiatrist members. For situations where GP transfer is unavoidable, support for full clinical 
handovers and medication reviews are needed.  

The AMA also calls for the establishment of a federally funded Liaison Officers coordinating 
primary care within RACFs. The AMA is aware that the Government accepted the Royal 
Commission’s recommendation for improvement of access to primary care in aged care by 
providing “additional funding for the Primary Health Networks to expand access to palliative care 
services, support best practice on‐site care and accessible telehealth care in residential aged care 
facilities, and enhanced out‐of‐hours support”17. The AMA sees the Liaison Officers linked to (or 
employed by) Primary Health Networks, with their tasks including those listed in the 
Government’s response and expanded to include supporting clinical pathways, system 
development for care in place, education, policy development, support for GPs and registered 
nurses, review of clinical care issues, including support to medication auditing. 
 
Aged care staff and allied health professionals 
 
The most effective way to manage Behavioural and Psychological Symptoms of Dementia (BPSD) 
is with sufficient skilled staff. Access to well-trained and experienced aged care staff and allied 
health professionals are crucial to ensuring effective quality use of medicines by enabling 
preventative care and other non-pharmaceutical strategies for patients who would otherwise 
require antipsychotics. For example, AMA members report the importance of adequate 
measuring and documentation of BPSD before, during, and after the use of antipsychotics by a 

 
12 JCL Looi et al (2021) Psychiatric care implications of the Aged Care Royal Commission: Putting the cart before the 
horse, Australian and New Zealand Journal of Psychiatry 1-3 
13 The World Health Organisation (2008) The World Health Report 2008 - primary Health Care (Now More Than 
Ever). 
14 NSW Government (2021) Navigating the health care neighbourhood – What is the patient centred medical home 
model? 
15 NSW Government (2021) Navigating the health care neighbourhood – benefits for health professionals.  
16 Welberry et al (2021) Psychotropic medicine prescribing and polypharmacy for people with dementia entering 
residential aged care: the influence of changing general practitioners. 
17 Department of Health (2021) Government response to the final report of the Royal Commission into Aged Care 
Quality and Safety. 
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registered nurse as crucial to appropriate prescribing. Despite this, access is limited. RACFs need 
registered nurses available on-site 24/7 under minimum staff to resident ratios that reflect the 
needs of residents. Aged care staff, including personal care attendants and nurses, must have 
access to dementia management and behavioural training.  
 
Better access to allied health services in RACFs is one strategy that could lead to reduced 
prescribing. Allied health professionals trained in behaviour support can help to avoid reliance on 
restraints for residents who are diagnosed with dementia18. Person-centred care provided by 
allied health professionals such as psychologists and occupational therapists to people living with 
dementia has proven to reduce use of antipsychotic drugs in aged care19.  
 
The AMA has continuously argued for the need for mandated staff to resident ratios in RACFs, 
mandated presence of registered nurses in aged care 24/7 and increased involvement of allied 
health professionals. These are, in the AMA view, key strategies to reduce reliance on 
antipsychotic medication in aged care. Limiting prescribing to a small group of specialists will not 
resolve this issue.  
 
Clinical governance in aged care 
 
Appropriate clinical governance in RACFs ensure that the older person’s clinical needs are met, 
including adequate use of medication. RACFs are expected to have “appropriate governance 
structures, including committee and reporting structures to effectively monitor and improve 
clinical quality and safety”20.  

However, currently there is no link between clinical governance in aged care and medication 
management. The current Aged Care Quality Standards – Standard 8 Organisational 
Governance21 does not include medication management as a requirement for RACFs to prove 
they implement effective clinical governance standards.  

In its Final Report the Royal Commission proposed that the Aged Care Quality Standards be 
urgently reviewed and amended to ensure “best practice oral care, medication management, 
pressure injury prevention, wound management, continence care, falls prevention, and infection 
control, and providing sufficient detail on what these requirements involve and how they are 
achieved” and “implementing the new governance standard” (recommendation 19)22. The AMA 
is supportive of this recommendation and sees it as a crucial step forward to ensuring appropriate 
use of medication in aged care, including antipsychotic medication.  

Clinical Governance Committees in RACFs should include representation of registered health 
practitioners, including medical practitioners, pharmacists, and registered nurses. The resident’s 

 
18 Allied Health Professionals Australia (2019) Submission to the Royal Commission into Aged Care Quality and 
Safety 
19 GJ Andrews (2006) Managing challenging behaviour in dementia - A person centred approach may reduce the use 
of physical and chemical restraints 
20 Aged Care Quality and Safety Commission (2019) Clinical Governance in Aged Care Fact Sheet 3: Core elements of 
clinical governance  
21 Aged Care Quality and Safety Commission (2021) Standard 8: organisational governance. 
22 Department of Health (2021) Government response to the final report of the Royal Commission into Aged Care 
Quality and Safety. 
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usual GP is also a valuable source of advice for medication management and clinical governance.  
 
 
Auditing and education for antipsychotics 
 
Rather than introducing a ‘blanket restriction’ on GPs regarding prescribing antipsychotics, the 
AMA calls for alternative solutions to reducing prescribing, such as regular audits on 
prescribing/de-prescribing rates in aged care. The AMA envisages such audits to address all other 
strategies applied by the aged care providers to reduce the distress in the older person before 
prescribing of antipsychotics is required, reasons why those strategies failed, how long the older 
person was kept on antipsychotic medication and why. This type of auditing will require an 
adequate number of appropriately skilled staff available in RACFs at all times, including to 
document behaviours before and after the use of antipsychotic medication, specifically: the type 
and magnitude of the behaviour before the treatment, goal of treatment, whether the goal was 
achieved, etc.  This type of auditing also provides an educative experience to aged care staff, 
clinical governance committees and prescribers on how to improve their services. 

 
The Department of Health should also work with medical colleges to consider strategies for 
increasing GP education and awareness around antipsychotic prescribing as a more practical 
alternative to restricting their prescribing rights. 
 
Non-pharmacological options 
 
Non-pharmacological management plans are also crucial to preventing the need for 
antipsychotics and RACFs must be supported and trained to enable this. For example, reducing 
distressing noises or lighting and ensuring that the resident’s rooms are comfortable and sensory 
aids are provided23.  
 
Medication reviews 
 
Medication reviews are important safety mechanisms to reduce the use of unnecessary 
medications. They are available to older people living in residential aged care (Residential 
Medication Management Reviews, RMMRs) and to patients in their home (Home Medicines 
Reviews, HMRs). A study conducted in 2021 showed that MBS claims for RMMRs are lodged for 
only a small number of residents who enter residential care, even though the program has 
significant potential for identifying and resolving medication‐related problems in aged care 
facilities24.  
 
The AMA has called for medication reviews to occur annually, and then on an as-needed basis to 
ensure medications are appropriate for older people. Pharmacists who work with doctors have 
an important role in assisting with medication adherence; improving medication management; 
and providing education about medication safety. The AMA welcomed the Government’s 

 
23 Royal Australian College of General Practitioners (2019) RACGP aged care clinical guide (silver book) 5th edition. 
24 K Slugget et al (2021) Residential medication management reviews in Australian residential aged care facilities, 
Medical Journal of Australia 
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announcement following the Royal Commission’s interim report25, introducing up to two follow 
up reviews for both residential medication management reviews and home medicines reviews. 
The AMA is also aware that the 7th Community Pharmacy Agreement includes funding for 
Residential Medication Management Reviews26. The AMA supports any framework that allows 
for medication reviews to happen routinely for all recipients of aged care services (as above) that 
can be initiated by either the GP, the aged care provider or the pharmacist.  
 
The scope of antipsychotic medicines that should be considered  
 
The Royal Australian College of General Practitioners, Australian College of Rural and Remote 
Medicine, Royal Australian and New Zealand College of Psychiatrists and the Australian and New 
Zealand Society for Geriatric Medicine are best placed to comment on the scope of antipsychotic 
medicines that should be considered should this proposal proceed. The AMA also encourages 
PBAC to consult the Aged Care Clinical Advisory Committee (Department of Health) that was 
working on advice around restraints in the context of the amendments to the Aged Care Act, 
resulting from the recommendations by the Royal Commission27.  
 
While non-pharmacological measures should be considered before the use of antipsychotics, 
which have a limited role in managing behaviour, the AMA notes that some patients still have a 
legitimate need for them28. The prescribing intent is important, as the aim of antipsychotics is not 
always to restrain. Antipsychotics are used for diagnosed physical or mental health conditions, 
most commonly for patients with behavioural and psychological symptoms of dementia such as 
agitation, physical aggression, paranoia, delusions and hallucinations29. If the RACF is not 
adequately set up to foster non-pharmacological strategies and patient symptoms are not 
managed, patients may pose a serious risk to themselves, other residents, and staff. 
 
There is also a risk that if the patient legitimately requires antipsychotics but cannot get access 
to a specialist in time, private prescriptions may increase, which increases the cost for the patient. 
Antipsychotics are preferable to other pharmacological options that may be considered instead. 
 
Doctors must be able to maintain clinical independence in order to make the best treatment 
recommendations for patients, based on current evidence, preserving their own clinical 
judgments regarding treatment recommendations. 
 
Any unintended consequences should amendments to the PBS listings for antipsychotics be 
made according to recommendation 65  
 
See above. 
 
 

 
25 Prime Minister of Australia (2019) Response to Aged Care Royal Commission Interim Report 
26 Department of Health (2020) 7th Community Pharmacy Agreement 
27 Australian Government (2021) Aged care and other legislation amendment (Royal Commission Response no 1) Bill 
2021 
28 Royal Australian College of General Practitioners (2019) RACGP aged care clinical guide (silver book) 5th edition. 
29 Royal Australian College of General Practitioners (2019) RACGP aged care clinical guide (silver book) 5th edition. 
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Conclusion 
 
The AMA does not support the proposed restriction of prescribing of antipsychotics in aged care 
to geriatricians and psychiatrists as recommended by the Royal Commission. The AMA believes 
there is a whole spectrum of other strategies that should be implemented before any prescribing 
is restricted to a small group of specialists. Those strategies include staff to resident ratios, 
registered nurse presence in RACFs 24/7, improved access to allied health professionals and 
better integration of aged care with healthcare in general, primarily through ensuring that greater 
numbers of GPs work in aged care and that GPs continue to care for their patients after they enter 
aged care, guaranteeing continuity of care. GP education modules and RACF auditing of 
antipsychotic use should also be explored. 
 
Before this proposal is considered further, the Department must carry out an audit of the 
available geriatricians and psychiatrists to carry out this work and regulatory impact statement 
should be developed. 
 
The AMA also calls for more research in this area to ensure evidence-based policy making in aged 
care. AMA members note that there is minimal research and available information to describe 
the effects of use of antipsychotic medication in RACFs. For example, there is some research that 
indicates that antipsychotic medication can decrease lifespan for older people, but very little 
detailed research on why antipsychotic medication is used older people with broad spectrum of 
diagnoses. 
 
Finally, the AMA argues that the Government relied heavily on medical information when dealing 
with Covid-19. It should be no different when it comes to treatment with antipsychotic 
medication in aged care. In this case the unanimous medical advice from AMA members, 
Geriatricians, Psychiatrists and GPs is that restriction of antipsychotic prescribing to small group 
of specialists should not go ahead. Instead of implementing this change, the Government should 
invest more resources into clinical research on antipsychotic prescribing to better inform 
evidence-based policy making. 
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IN THE FAIR WORK COMMISSION 

Matter No.: AM2020/99, AM2021/63 & AM2021/65 

Re Applications by: Australian Nursing and Midwifery Federation and others 

 

STATEMENT OF SUZANNE CLAIRE HEWSON 

I, Suzanne Claire Hewson of  South Australia, say: 

1. I am a member of the Australian Nursing and Midwifery Federation (SA Branch).  

2. I am an Enrolled Nurse and have worked in aged care for over seven years. I became registered 

to practise as an Enrolled Nurse with the Australian Health Practitioner Regulation Agency on or 

about 28 April 2016. Prior to this, I was a Personal Care Assistant. 

 

Personal Details 

3. My date of birth is . I am 61 years of age. 

4. I reside in South Australia with my husband and my son who is 25 years of age. 

5. I am currently working seven shifts per fortnight at a residential aged care facility managed by 

Southern Cross Care. My hourly rate is currently $26.72 per hour. My shifts are 5.5 hours long. 

6. I recently reduced the number of my shifts from eight to seven shifts per fortnight to allow me 

additional time to complete my Certificate IV in Mental Health. 

7. Both my husband and I are working, and we rely on my income to assist in paying the mortgage, 

supporting our son and saving for retirement. Unlike many of my colleagues, I am fortunate that 

my partner has a higher salary than I do, and that we do not have to rely on my income alone to 

survive. 

8. My income alone would not be enough to meet our living expenses. My pay has not gone up 

with the cost of living. This is one of the reasons why I am completing further study, so that I can 

leave the aged care industry and earn more money. 

 

Work history and qualifications 

9. I was a bookkeeper prior to working in aged care, having studied Double Entry Bookkeeping in 

2001 and a Certificate III in Financial Services in 2002. I started studying accounting at university, 
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but did not enjoy it as much as caring for the elderly, so I quit the course. When I finished 

working as a bookkeeper, my wages were about $44 per hour. 

10. In 2014, I completed a Certificate III in Aged Care so that I would be able to assist my ageing 

parents. As part of my studies, I did a placement at a residential aged care facility managed by 

Bupa. I was offered a job as a Personal Care Assistant which I accepted. Whilst it was a significant 

pay cut (almost half), I accepted the position because it was rewarding work and I hoped it 

would lead to a rewarding career where I could help and make a difference to people’s lives. I 

was also incredibly lucky that my husband’s income allowed me to do this given it involved a 

significant reduction in pay. 

11. Whilst working as a Personal Care Assistant, I studied a Diploma of Nursing at the Australian 

Nursing and Midwifery Education Centre to become an Enrolled Nurse.  

12. Whilst studying my Diploma of Nursing, I worked for Southern Cross Care as a home support 

worker, where I attended clients’ houses to deliver care. This work included personal care, 

cleaning, meal preparation, and taking clients to medical appointments. I worked in that role for 

about a year. 

13. After obtaining my Diploma of Nursing, I was employed as an EN at Phillip Kennedy Centre, a 

183-bed residential aged care facility managed by Southern Cross Care. I was at this site for 

approximately two years. 

14. I am now employed as an EN at Labrina Village, a 41-bed residential aged care facility managed 

by Southern Cross Care. I have been there for approximately three years. 

  

Description of role and work 

15. Labrina Village has 26 residents downstairs and 15 residents upstairs. The building used to be a 

police station, then retirement accommodation, and now a residential aged care facility. The 

building was not designed to be a residential aged care facility. Many of the rooms are accessed 

through an external courtyard. This means that the weather can be a significant issue at work. 

For example, during heat waves, we are predominantly working outside, under shade but not in 

the comfort of an airconditioned facility. If it is raining, we get wet.   

16. I always work the morning shift, and I alone am responsible for the 26 residents downstairs. The 

EN morning shift used to be 7.5 hours but it is now 5.5 hours. This changed in mid 2020 as a cost 

saving measure. I am now required to do 7 hours of work (the 1400 drug round takes 30 

minutes) in just 5.5 hours, with no additional assistance and ever-increasing duties and 

complexity of residents’ care needs. 

17. While every shift is different, a typical morning shift involves the following: 
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a. 0620-0625: Arrive at work. 

b. Take my temperature and document in the COVID-19 book. 

c. Collect DECT (cordless) phone, keys, PCS (person centered software) device, and 

handover sheet. 

d. 0630: Take blood sugar levels (“BSLs”) of three residents and body temperatures (the 

night RN takes the other three BSLs of diabetic residents). 

e. 0640: Set up the drug trolley, take medicines out of the fridge, crush tablets, prepare 

cups (for protein drinks, regular aperients, supplements etc.) 

f. Get out clexane injection for RN to check. 

g. 0650: Administer medication to one resident including tablets, eye drops, nasal spray, 

Movicol drink for bowels, as pain medications need to be administered at 0700, 1100, 

1600 and 2000. 

h. 0700: Handover from night RN and complete additional handover from PCS device. 

i. 0715: Commence 0700 drug round. There are a further ten residents with time sensitive 

medications that need to be completed as close as possible to 0800. Draw up 5 x insulin 

for 4 residents – this needs to be administered prior to 0830.  

j. Check that opioid pain patches are on residents (four residents currently have these).  

k. Check that a further two residents have medical patches for overactive bladders. 

l. Measure oxygen saturations (two residents currently need this). 

m. Clean a resident’s CPAP machine. 

n. Record pulses of two residents prior to administration of medication (digoxin). 

o. Take all residents’ body temperatures. 

p. Answer call bells and attend to any residents where PCWs report a change in status 

including, for example, a new wound or a bruise. Take photos of pre-existing bruises if 

time permits. 

q. 0910: Drug round finishes. Put away insulin containers and medications from refrigerator. 

r. 0915: Drug round for drugs of dependence (DDs) commences. 

s. 0935: Drug round for DDs finishes. 

t. 0935-1020: Complete wound dressings, administer any topical treatments, provide heat 

packs. Finish taking pictures of bruises. 

u. 1020-1040: Document temperatures for COVID-19 monitoring purposes. 

v. Discussions with the RN regarding PRN medications, any particular review of residents 

that they need to do (e.g. a new wound), any deterioration or any abnormal 

observations. 
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w. Call the doctor or pharmacy with any queries. Make notes in doctors’ book regarding any 

residents to be reviewed. 

x. 1040:  Unpaid 10 minute tea break. 

y. 1040:  Due to lack of time, confirm in the electronic drug chart (Medimap) that all 0930 

fortified milkshakes and other drink supplements have been administered, during my 

unpaid tea break. 

z. 1050: Restock drug trolley and reorder any medications. 

aa. 1100: Administer medication for one resident and continue to finish checking drug trolley 

for stock and reorders. 

bb. Check BSLs for four residents. Draw up insulin for RN to check. 

cc. 1135: Commence 1200 drug round. All medications are supposed to be administered 

prior to 1200 and prior to lunch service, as having medications in the dining room 

interrupts the dining experience. 

dd. 1200: Finish drug round. Complete documentation, check work emails, clean drug trolley, 

put rubbish in bin. 

ee. Handover to RN. 

ff. 1230: Unpaid 30 minute lunch break and clock off at 1300. Often need to administer ‘as 

required’ (PRN) medications, so this reduces my time for lunch. For example, I recently 

had a 5 minute break only. 

18. The workload is heavy and ever-increasing, and it can become more complicated if we are short-

staffed, working with new or inexperienced workers, or working with agency staff. This is often 

the case.  

19. My rostered shift starts at 0700, but I try to start at least 30 minutes early. This time is unpaid. 

But if I do not start early, I am unable to complete my tasks on time. 

20. My job is stressful and very physically and emotionally demanding. We have so much to do and, 

because of this, I often feel like I am unable to give the residents the quality time that they need. 

21. I cannot recall the last time I completed a medication round without an interruption. There used 

to be a practice that nurses were not to be interrupted whilst undertaking a medication round to 

allow them to focus and avoid medication errors. Now, we are required to respond to multiple 

interruptions including call bells and phone calls. This not only delays the medication round and 

potentially the time that residents obtain their medication, but it is also distracting and can 

result in mistakes. 
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Nature of work and working conditions 

22. In addition to my duties outlined above, I am also the ‘Dementia and Palliative Care Champion’ 

for the site. I have completed training on the best practices for dealing with residents with 

dementia and palliative care needs, including with occupational therapist Teepa Snow, a world-

renowned expert on dementia care. Staff are aware that I have had such further training and I 

assist them to ensure that we approach residents with dementia and palliative care needs in 

accordance with best practices. Ideally, all care staff would receive special training on these 

subjects, but this would come at a cost to the facility. I receive no extra money for performing 

this role, nor do I have any extra time available to me, but it is important to me that I can assist 

in providing the best possible care for our residents. 

23. Unfortunately, dementia in some residents can present significant aggression and violence 

towards staff and other residents. For example, one resident was required to attend hospital for 

three weeks recently as her behaviour had become unsafe and unmanageable. This resident had 

become a significant risk to staff members and residents and required significant sedation whilst 

at hospital. Situations such as this are not unusual. They are very challenging to manage and the 

skills required to deal with them are often not taught. They are learned from experience and, if 

you are lucky, good mentoring from colleagues. I do my best to mentor my colleagues, but it is 

difficult in the limited time available. It is always hard to find good new staff and keep them for a 

long period of time. 

24. In terms of the increasing complexity of residents’ care needs and the skills required to meet 

them:  

a. Medication: In order to complete a drug round for 26 residents in the time I have available, 

I need to maintain a lot of knowledge about the medications that the residents are taking. 

A new EN would find it very difficult to do the job safely and efficiently. There are multiple 

residents who are on eight or more medications. I have one resident who takes 13 tablets 

in the 0800 drug round. All medications react differently with each other, so it is important 

to be aware of what is being given at all times. This requires a lot of skill, experience and 

concentration to do it properly and, most importantly, safely. 

b. Nutrition and hydration:  Keeping residents properly hydrated can be difficult when care 

staff have so little time. Urinary tract infections are common in residents, but they can be 

preventable. As a clinician, I am confident that urinary tract infections would be reduced if 

staff had more time to ensure that residents had sufficient amounts to drink. 

c. Dementia care: Our facility is really not suitable for residents with advanced dementia, but 

we have many of them. Residents with advanced dementia and challenging behaviours or 
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violent tendencies would be better off in a facility that has a secure lock-up and a 

controlled environment with staff who are all appropriately trained. Labrina Village is 

exposed to the elements and has a lot of concrete surrounding the outside of the residents 

rooms, which is far from ideal in terms of safety. I have provided training to the other staff 

about dementia, so that they are aware of the relevant signs to report and we can try to 

deal with situations before they escalate to the point where police and paramedics are 

required. 

d. Social support: We have so few staff and so little time to assist residents who require social 

support. We have volunteers who will assist with a resident’s menu choices and have a 

chat with them if their time permits. We have a pastoral carer who comes in once a week, 

and talks with residents and offers spiritual support. Many residents suffer from 

depression. I desperately want to spend more time providing social support to our 

residents, but with our ever-increasing responsibilities and the reductions in hours and 

staff available, I often do not have time to provide as much social support as I should. For 

example, I recently had a 99-year-old resident with advanced dementia who has only just 

realised that she has not seen any of her family for a long time and just wants to die. She is 

now refusing to eat. I am confident that more dedicated social support time for this 

resident would make a big difference. The staff try to ensure that there is some levity in 

the day and that each resident feels valued. Even though we can only spend minimal time 

with them, we try to make it quality time. 

e. Palliative care: Our facility does well in this area but we are sometimes limited by what 

general practitioners are prepared to prescribe. Some GPs are reluctant to prescribe 

certain PRN medications at an early stage, which would assist in making residents more 

comfortable. Others are reluctant to use syringe drivers for continuous administration of 

drugs. Instead, we often have to administer low doses of morphine hourly. This places a 

great deal of stress and pressure on nursing staff, as we really do not have the nursing 

resources to do this. Overnight there is only one nurse at the facility. I have sometimes 

been called out to assist as I live nearby. 

f. Increased co-morbidity and acuity: Sick residents attract more funding for the facility under 

the Aged Care Funding Instrument (“ACFI”) than residents who are well. Prospective 

residents are more likely to get a place at the facility if they have a high ACFI score. But this 

does not correspond to an increase in staff hours or numbers to deal with the increased 

acuity and workload. The nursing staff just have to do their best with the increased amount 

of work that we need to do to ensure the residents’ wellbeing.  
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25. In addition to the above, there has been a significant increase in documentation requirements. 

There is also some duplication of workload because of the different systems were are required 

to update. We need to maintain the PCS, which records the activities of all care staff as well as 

the extra nursing responsibilities. We also need to maintain the Medimap, which is our 

electronic drug chart. 

26. We have to record vital signs in both the PCS and Medimap. We also need to write progress 

notes. In the case of high risk residents, progress notes need to be updated every shift. We also 

still have additional paper-based reporting on pain management, treatments such as heat packs, 

sleep charts, behaviour charts, and for ACFI purposes. I am allocated less than 15 minutes per 

shift to complete all this documentation, which is simply not enough time. 

27. There has been a notable increase in violence from advanced dementia residents directed to 

other residents and staff since the use of antipsychotics was halted recently. Staff have not 

received additional training to deal with challenging behaviours. We do receive input from the 

Dementia Behaviour Management Advisory Service (DBMAS) regarding challenging behaviours, 

but the proposed strategies are often unfeasible due to a lack of staff. 

28. We always try to make sure that we keep families of residents informed about their care. This is 

another added pressure on our time. Some families can be extremely demanding of the staff. 

29. I am constantly assessing the residents, looking at how much they are eating and drinking, and 

how they are interacting with other residents. I remain alert for any signs of deterioration or 

abnormal observations, and arrange for review by the RN or GP. I also rely on reports from the 

care staff as well. 

 

Further observations 

 

30. I started working in aged care because I wanted to make a difference to people, especially those 

in their last days. However I sometimes feel like a cog in a machine. I feel taken for granted and 

undervalued. It is constantly demanded that we do more with less. 

31. I care about my work and the residents. Staff work extra hours without pay, physically and 

mentally exhaust ourselves on a daily basis, and go out of our way to improve by doing extra 

training when we can. All of it is intended to better assist our residents, but none of it is 

recognised or valued. 

32. Sadly, I am hoping to leave aged care as soon as possible. I am studying a Certificate IV in Mental 

Health to move into another field of nursing that I know is better paid and resourced. I feel a lot 
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of guilt because I sincerely care about the residents I work with and I struggled significantly in 

coming to this decision. But I am burnt out and tired of being undervalued. 

   

 

SUZANNE CLAIRE HEWSON 

29 October 2021 
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Lodged by: 
The ANMF 

Telephone: 03 9603 3035 

Address for Service: Fax: 03 9603 3050 
Level 22, 181 William St  
Melbourne VIC 3000 

Email: nwhite@gordonlegal.com.au  

 

IN THE FAIR WORK COMMISSION 

Matter No.: AM2020/99, AM2021/63 & AM2021/65 

Re Applications by: Australian Nursing and Midwifery Federation and others 

 

STATEMENT OF VIRGINIA LAURA MASHFORD 

I, Virginia Laura Mashford of Queensland say:  

1. I am a member of the Australian Nursing and Midwifery Federation.  

2. Where I refer to a conversation in this statement and I cannot remember the exact words 

used, I have stated my best memory of the words spoken, or the effect of what was said.  

 

Personal Details 

3. My date of birth is . I am currently 62 years old. 

4. I have worked in the aged care sector as an Assistant in Nursing (AIN) since 1994.  In that time, 

I have worked in both public and private aged care. Prior to that I worked in disability services 

from about 1991 – 1993.  

5. I live in Wynnum on my own.  

6. I was fortunate to be able to buy my own home when I inherited money from my family. Prior 

to that I was renting and that was far more difficult financially. It was an enormous struggle. I 

am more secure now and I work to earn just enough to get by.  

7. I work 39.5 hours per fortnight.  

8. I live very frugally. I have money set aside from a divorce and inheritance which leaves me in a 

better position than if I was solely relying on the income from my work. If that was the case, I 

would have to work full time just to get by. Even now I have my own home, I still need to be 

careful. When the cost of electricity goes up, I have to stretch my pay further. My pay hasn’t 

gone up with the cost of living. I’m noticing more and more that I have to stretch things 

further.  

9. I work the least amount I need to get by because as I get older, I find the work that I do very 

physically demanding and draining.  
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Work history and qualifications 

10. I completed an advanced certificate in Special Care in 1992 and an Associate Diploma in Social 

Science in Disability Studies at TAFE in Canberra in 1992. This has been the foundational 

framework of my being able to build skills and abilities in my chosen work fields of disability 

and aged care over the many years of my working life. 

11. I also completed a Preventing Dementia Massive Open Online Course (MOOC) and an 

Understanding Dementia MOOC at the University of Tasmania in 2017. 

12.  I currently work at Regis Aged Care Wynnum, in the Eastern suburbs of Brisbane. I have 

worked there for over 3 years. I am an Assistant in Nursing and work on a permanent, part-

time basis and my base rate of pay is $24.10 per hour.  

 

Description of role and work 

13.  The Regis Wynnum residential facility has a capacity of just over 90 residents. The facility has 

three sections: 

a. The “Stradbroke” Wing with about 27 beds; 

b. The “Bribie” Wing with about 27 beds; and 

c. A Memory Support Unit (MSU) for residents with dementia called “Moreton” with 

about 36 beds. 

14. The Stradbroke Wing and Bribie Wing are open wards that are set around a quadrangle in a 

newer building.  Moreton, the MSU is in an older building and is a locked dementia ward.  

15. I have worked across all three sections.  I now generally work on the afternoon and night 

shifts.    

16. Most of my shifts are worked in the Stradbroke Wing, though I have two short shifts in the 

Bribie Wing and have worked in the MSU.   

17. The Stradbroke Wing and Bribie Wing have a combination of residents who have varying 

physical issues and health needs. There are two long corridors on either side and connecting 

corridors at either end.   

18. I have worked on Morning shift but this shift involves a huge physical workload and I find it 

too demanding.  I am fit for my age but find the work at very hard, especially on Morning 

Shift.  I have been able to organise my shifts so I do not do morning shift. 

19. I have previously also worked in the Moreton MSU (mostly night shift).   I don’t work there 

anymore because I find it too challenging, difficult and unpredictable. I find that the ward is 

not well designed, it is loud and noisy, hot in summer and cold in winter.  There is also a lack 
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of staff there and it tends to be less experienced and trained staff who work there, although 

there are some very dedicated and caring staff who work in the dementia ward.  

20. Palliative care is provided at the nursing home as needed for residents who have requested in 

advance or by family members who wish for the resident to be cared for at the nursing home 

and not to go to hospital 

21. The Morning shift for AINs goes from 0630 to 1430 hours.  During that time there are a 

number of different AIN shifts in each of the Stradbroke and Bribie Wings, namely: 

a. one shift from 0630 to 1030 hours; 

b. one shift from 0630 to 1230 hours; and  

c. two shifts from 0630 to 1430 hours. 
22. There is usually two Registered Nurses (RNs) or one RN and one Endorsed Enrolled Nurse 

(EEN) in charge of the shift across the three wings.  Sometimes this role is filled by two EENs.  

There are also two Clinical Care Coordinators who do the clinical administrative work during 

office hours.  They are very rarely on the floor.  There are 3 medication competent (med com) 

AINs, one for each wing who works on each shift. They are only supposed to there to give out 

the packed medication to residents and make sure that they take the medication.  They are 

not supposed to provide hands on assistance with the residents. In practice, the med com 

worker does assist by attending to the cares of an allocated number of residents.  

23. For the afternoon shift, there are three AINs in in each wing and often one medication 

competent AIN working a 4 hour shift.  The AIN shift times can be:  

a. 1430 to 2030 hours;  

b. 1430 to 2230 hours (the long afternoon shift);  

c. 1630 to 2030 hours; or  

d. 1630 to 2030 hours (medication competent). 

24. Again, there are generally two RNs or one RN and one EEN (sometimes two EENs) in charge of 

the shift across the three wings.  Generally, one RN or EEN stays in Moreton, other works 

across Stradbroke and Bribie.  They work together when administering schedule 8 drugs. 

25. Night shift for AINs is between 2230 hours and 0630 hours.  There are generally 4 AINs, one in 

each wing and one floater who helps with pressure area care, continence care, working in the 

laundry assisting with the washing, folding bed linin and towels for the wings and distributing 

bed linin and towels to the wards as well as removing soiled washing and rubbish from the 

wards to the laundry at the completion of their shift, working from 2230 to 0630.  There is 

also one RN on night shift who covers the whole facility.  

26. What I do and how I do things changes from one shift to the next is dependent on lots of 

things, such as how many staff are on, how settled the residents are and what is happening in 
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the nursing home on any given day/time. There is a basic routine, but it requires judgement, 

time management and good communication to work out the shift as well as the ability to 

readjust to changing staffing and work needs. While every shift is different, a typical long 

afternoon shift involves the following: 

a. Two AINs generally start at 1430 hours; 

b. With the other AIN, I get a hand-over from the AINs on morning shift.  This would be 

about resident condition, needs and requirements such as who has been toileted or 

had a pad change or any special requirements such as appointments, visitors coming 

in or residents going out, details of any fall that may have happened, information 

about special dietary needs or when continence aids were changed or if anyone is in 

hospital.  This would usually take between 5 and 10 minutes.  Because the AIN 

rostered shifts do not overlap, I arrive and am ready for work early to get the 

handover.  Often during this handover the morning shift AIN would still be 

completing documentation and continuing to meet resident needs.  If a buzzer goes 

off, this would need to be answered; 

c. Work on shift generally follows a routine, which is toileting, changing and 

repositioning residents at the start of the shift, changing water jugs and collecting 

dirty cups and saucers and rubbish from each resident’s room;  

d. I find out who is staying in rooms for their meals and take orders for the evening 

meal.  At around 1640 hours, residents who are coming out to the dining area are 

assisted with getting to the dining area and seating;  

e. At 1630 hours another AIN starts shift to assists with any showering that needs to be 

completed; 

f. A medication competent AIN would usually complete giving out medication to 

residents between 1630 hours and 2000 hours; 

g. Meals served and trays delivered to rooms at 1700.  Two AINS usually stay in the 

dining area, a third AIN takes trays to rooms.  Some residents also require assistance 

with eating; 

h. After dinner, AINs clear dining area, collect trays from rooms and return these to 

kitchen area; 

i. Between about 1745 and 1800 hours, we assist residents to their rooms;  

j. From around from 1800 hours, we start assisting with residents’ bed time routines;  

k. Between 1800 and 1900 hours, after the completion of resident’s meal service AINs 

usually are scheduled for a meal break. This is often very difficult because two AINs 
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need to be on the floor at any time because some residents require a two person 

assist.  When one person goes on their dinner break, the other is busy dealing with 

residents who do not need a two person assist.  The work requires you to be 

present.  I find that taking my dinner break comes second to this; 

l. Throughout the shift I will answer call bells; 

m. Documentation is completed when staff have the time to sit down, so mostly done 

at the end of the shift;  

n. AINs are also required to clean the pan rooms and remove laundry to the main 

laundry area in another part of the facility; and 

o. At the end on the shift I hand over to the night staff. 

27. One of the biggest challenges of my work is that we are not staffed well enough to finish all 

our work in the shift time available. There are different needs for different people, so I spend 

most of my shift on my feet. It is physically very hard to maintain the needs of everyone.  The 

workload is heavy and it can become more complicated if we are working short staffed or with 

new and inexperienced workers, which we often are and do.   

28. There are more shifts short staffed now than when I started. Recently, two out of four shifts 

have been short staffed. This is not an unusual occurrence. Sometimes staff are replaced 

when on leave, sometimes they are not and the staff are just spread, for example they may 

take two staff from one ward and put them in another ward.   

29. It is very common to get to the end of the shift and to not have had time to do all the 

paperwork.  

30. When I am working with someone new and or inexperienced, I take the time and make the 

effort to assist with teaching them how to perform the job.  This can and does create some 

conflict as the workload is heavy and the usual work still needs to be completed. As the more 

experienced worker I find that not only do I have to do much more work, but also to take on 

the responsibility of the work performance of the new worker. Because there is a reasonably 

high turnover of staff this becomes more of an issue.  

31. Another hard part about not having enough staff is that there is a gap between finishing a 

shift and staff starting the next shift. For example, when my shift finishes at 2030 hours but 

my co-worker is rostered to 2230 hours, I often stay back (not hours maybe just 10 – 15 

minutes though longer at times), because one person cannot do many of the tasks needed to 

be done on their own. We are told to get a staff member from another ward to cover this 

short fall in staffing hours but I feel responsible for completing my allocated work and not to 
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rely on others to complete my work and not to create extra work for others. There is also an 

accountability issue. I know what I have and have not done. 

 

Nature of work 

32. The nature of my work is complex, physically, and emotionally demanding and stressful, 

especially when understaffed. Some residents require a lot of both medical and nursing care 

and physical assistance, while other residents require very little assistance. 

33. Regis Wynnum operates with person centred model of care.  I agree with this approach but 

providing person centred care requires resources.  I have to meet the requirements that 

residents have of me and the expectation of high standards of care that Regis say they want to 

provide.  It is right that residents have choice and control over their lives, but giving residents 

choice to do things requires a lot more resources.   

34. The model of care that my work provides is very institutionalised care.  Things are prescribed 

and timed things like meals and medication rounds so it can be very difficult to accommodate 

resident choice.  For example, if I am getting a resident ready for bed and that say they want 

to stay up for another five minutes, it may be very difficult to do this.  I will have other 

residents who will also need assistance getting to be and may not have time to be able to 

come back to that resident until much later. The staffing level decreases after a certain time 

so it is important to complete your work within that time frame.  

35. In my time at Regis Wynnum the skills mix on shift has changed. There are now less RNs 

rostered on and sometimes only two ENs on a shift.  Good, qualified nurses have left Regis 

Wynnum and haven’t been replaced. The flow on effect of that has been immense, it affects 

the whole culture of the place.  When I first started at Regis Wynnum there was two RNs 

between the 3 wings on the afternoon shift, now there is often only one RN across the whole 

facility for that shift. There have been occasions when there has been an EEN only covering 

the shift.  Also, RNs are spending more and more time documenting issues which makes them 

less available to assist with the management of such things as wound care of the residents. 

36. I attend to many care needs of residents including: 

a. I observe and chart residents’ pain.  I enter pain into resident progress notes and let 

the RN know if I observe changes or anything significant.  

b. I am required to take steps for infection control and prevention.  I am actively 

involved in and perform all the appropriate hand washing, I wear masks and gloves, 

if there are any spills, I clean them up using the right mop and bucket.  
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c. Many of the residents have special food, nutrition, or hydration needs.  Some 

residents are gluten free or lactose intolerant, some need different textures of food.  

I have to be aware of their different needs. Residents have a dietary plan as part of 

the care plan identifying resident’s dietary needs. There is also a folder at servery 

identifying these dietary needs of each resident.  I check this, particularly if there are 

new residents or if a resident has been unwell. 

d. I am involved in continence care.  I observe toileting schedules, assist with 

continence aids, personal hygiene is maintained, empty catheter bags, make sure I 

use correct pads allocated for residents. Whilst routine continence care is not 

documented, Aged Care Funding Instrument (ACFI) forms sometimes need to be 

completed dealing with continence issues.  Also, where relatives of residents have 

concern about the care of their family member, they sometimes request that all 

cares are documented.  Although this is not difficult work, it is time consuming. 

e. Even working outside the Moreton MSU, I do deal with people with some early 

stages of dementia.  This can be quite challenging at times.  It can be a challenge 

because dementia care takes time and you can’t spend your time with just one 

person.  Because of limited staff, I have to make sure I am attending to the needs of 

all residents. The main needs of these residents are time and attention. There are 

also some behavioural issues and these residents can be difficult to manage.  Being 

able to disengage in a kind and compassionate way can be difficult and requires 

particular skill. 

f. People’s mobility needs are so varied and changeable, not only because of cognitive 

changes, physical illness, emotional connection and engagement as well as 

medications sleep patterns and time of day etc. It is not just a one-off observation of 

weather a person is able to walk. It is often those who are transitioning from being 

mobile to immobile.  Some residents think they can walk when they can’t, and they 

fall. We provide sensor mats, but they have cords and are a falls risk in their own. I 

work to try and prevent falls, assist residents who have fallen, place buzzers in reach 

of people. If someone falls, I need to document this in the progress notes at the end 

of the shift and tell the RN strait away. Staff are required to do visual observation of 

people who are high risk of falling. People who are sick or with illness that 

contributes to confusion also require monitoring. For those who have fallen, I assist 

them with getting off the floor, using hoists and I do this under the direction of an 

EN/RN.  
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g. I develop working friendships with residents to ensure quality of life, ask them 

questions, talk with them about what’s on the television, the share things about 

their life.  

37. I believe that I bring many different skills to my work in aged care, including: 

a. I understand how I fit into my working environment with regard to being part of a 

team of people who work both independently and together.  

b. I have tried to develop personal ways of behaving that are helpful to others. I focus 

on being positive, being helpful and showing staff and residents how to do things.   

c. I look at my own work performance and understand how these impacts on others. If 

I go into work and am not feeling bright, I have to leave that at the front door.  I 

need to be positive in the workplace. I need to be engaged and present in the 

workplace.   

d. I work to understand the needs of the residents who I work for and with.  This is 

multi levelled.  It requires me to be able to talk to a resident who is uncomfortable 

or unhappy and be able to articulate this for them.  I need to identify their needs 

and help them with this.  Sometimes it might just be a person feeling bad about 

something and they need someone to sit with them and listen. 

e. I am committed to achieving positive goals and outcomes for the residents.  I am 

committed to meeting the resident’s needs, to achieving positive outcome for them 

and not having set expectations about their behaviour. As an AIN I wear many hats. 

38. Even in the last three years I have noticed people arriving in the facility with more complex 

needs.  There are more new residents with Dementia, both in the MSU but also Bribie and 

Stradbroke wings.  Residents have complicated physical needs.  There are some overweight 

residents and this impacts on care requirements.  This adds to the complexity of needs but 

also requires greater and differed resources for mobility.  This makes the job more physically 

demanding.    

39. I work as part of a nursing team. On shift I get a handover from other AINs as discussed above. 

Information from RNs is passed on to me via a printed information document for each wing.  

This is usually about 4 – 5 pages long.  It deals when things that need to be done for each issue 

for and individual (for example, when a particular resident needs to be compression stockings 

put on).  It identifies things like complex needs, pressure area.  

40. The RNs do wellness checks looking at the physical/medical nursing care needs as part of the 

resident’s care plan.  This means they speak to resident, document it, collate information from 

physio, speech pathologist etc.  Preparing and updating care plans can create a burden for the 
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RN in terms of documentation requirements as it takes a lot of time.  This is on top of routine 

duties and needs to be fitted in to their shift.    

41. At the start of a shift, I always ask the RN (or EEN) if there are any special needs or 

requirements. I have access to RNs (and ENs) via phone but don't have much direct contact 

with them unless I require assistance or am passing on information or observations or if the 

RN requires assistance.  For example, I would contact the RN (or EN) if observed skin tear, if 

there was a request for pain relief or anything that I am unsure about, and when I pass on 

information at end of the shift. The RN is available but not always in the area I am working. As 

discussed further below, I work using the information from care plans for each resident. 

42. During my time working in aged care, I have noticed that the regulation requirements have 

increased.  At Regis Wynnum, I have noticed an increase in the accountability placed on staff 

with documentation requirements.  I have seen RNs spending more and more time 

documenting and less time being available to provide direct care.  

43. I do progress notes as well as documenting ACFI requirements.  The ACFI tool is used to 

determine the funding the organisation is to receive for residents.  It is based on the needs 

and nursing care required.  This requires me to do documentation about behavioural issues, 

continence, fluid balance forms, diet forms and massage and pain management. Although this 

reporting often is not difficult, it can be time consuming.  

44. Documentation is done on a computer.  There are two computers in each wing.  Each resident 

has a file on the computer that you go into to make notes.  This task itself not difficult but it 

takes time for computer to load up, it takes time to open right file.  Meanwhile, residents will 

be requiring assistance, I will need to answer buzzers and do other jobs whilst trying to enter 

information onto the computer.   

45. On busy shifts or when we are short staffed, it is very difficult to get all the documentation 

done.   If AINs don’t complete documentation, we can get a note written on our employment 

file.  As a result, I sometimes have to stay back to complete documentation after my shift 

ends.  I don’t get paid for that. In a staff meeting which I attended with the general manager 

and regional manager, the regional manager told us that “you will be paid for documentation 

if the floor was short staffed”.   In practice I understand overtime will only only paid where the  

RN gets approval from the facility manager in advance. The unpaid over the time I’ve worked 

in aged care and the burden of documentation has increased. When I started working in Aged 

Care this was something the RN did.  

46. Generally, my work as an AIN has changed over time. I have become more rushed and busier. I 

also do work that is not related to nursing, such as tidying rooms, cleaning up bathrooms, 
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making sure the toilet is properly cleaned and sometimes having to unblock the toilet. I collect 

laundry and put it away. Sometimes I run messages for the RNs. Because there are fewer 

nurses and other staff such as cleaners on shift, I find that I have more work to do in less time.  

47. I have been told by the Facility Manager and Regional Manager, that because Regis Wynnum 

is a 24-hour service, we can leave some work to the next shift.  In practice, if work is not 

completed it has a domino effect, it makes things much more chaotic for the next shift.   

 

Skills and Responsibility 

48. When I applied for my position, they said I needed to have a Certificate III. I said I felt my 

qualification in disability studies would cover the knowledge needed.  Regis acknowledge this 

and I was not required to gain the certificate III.  I understand that all new AINs at Regis 

Wynnum are now required to have a Certificate III or be in the process of getting one.  

49. There is a core group of training that is mandatory and all mandatory training is paid by Regis, 

but for any other forms of training you don’t get paid.  

50. Over the years the introduction of some equipment and technology has made the job easier. 

Once a skill is learned, for example using a hoist, that skill is retained. The real skill is how to 

move a person, that is where the technique is as each person is different. Not only how you 

move a person from one place to another but also how to put clothing on and off. The skill is 

how to do this with connection, empathy, compassion and respectfully acknowledging privacy 

and dignity.  

51. Each resident has a care plan, prepared by an RN with the assistance of other professional 

team members such as a physiotherapist.  My job is to carry out what is in a resident’s care 

plan.  Care plans can be quite complicated and do include contributions from physios, speech 

therapists, podiatrists, GPs as well as family members and the resident.  I check residents’ care 

plans often because it is important for me to be across different residents with changing 

needs.  For example, I need to be aware of issues like a resident’s skin care.  When bathing 

resident’s I ensure that act in accordance with care plan, like apply the correct skin cream.   

52. Although I have limited involvement in the construction of care plans, I give RNs information 

that may lead to a change to a care plan.  For example, if I see a resident has swallowing 

difficulties, I would make a progress note and report that to the RN.  The RN would then go 

through a process of contacting a speech pathologist and resident would be reassessed and 

the care plan updated.   
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Work Conditions  

53. Throughout the facility the rooms and bathrooms are small.  I find that there is not enough 

room to manoeuvre residents safely. Often the rooms are cluttered with a resident’s personal 

belongings that are important to them. There is not enough cupboard or draw space to store 

or display personal items.   There are several larger rooms that are not cluttered and this 

makes a much nicer and safer environment for residents.  

54. There are a lot of chords on the floor, for things like sensor mats, call bells and controls for the 

beds which fall on the floor. These can be a tripping hazard and make working in the space 

difficult and unsafe. Manoeuvring and moving the bed as well as hoists becomes really 

difficult and challenging when the rooms are small.  

55. There is sometimes both physical and verbal aggression in the work environment. From my 

experience, this is often it is about communicated needs not being met, as well as worker 

being rushed to try and complete tasks.  My work does involve violence, residents hit me and 

verbally abuse me.  I no longer work in the dementia unit, where the level of violent incidents 

occur more often.  

56. Requirements about personal protective equipment have dramatically increased over the past 

3 years.  This is a good thing. However, at Regis Wynnum, there is no effective system for 

ensuring PPE is easily accessible. I have to go looking to find PPE at times and just trying to 

find the key to get into the cupboard to get the soap to wash your hands is hard. Trying to find 

paper towels to put back in the dispenser or disinfectant to wipe things down can be 

problematic. The cleaners are stretched to the max.  

57. Everyone loves it when resident’s families bring dogs in to visit, and it impacts my work in a 

positive way. Sometimes visitors can impact my work positively, but some visitors, particularly 

family members can be very critical and not kind or polite to floor staff.  

58. Some staff have experienced unpleasant situations of bad behaviour towards them from 

residents or visitors because of the colour of their skin. For example, a resident may single out 

a CALD carer and say “I don’t want that person caring for me”.  I have observed families of 

residents being rude to younger carers and Pilipino or Nepalese carers.   

59. Lockdowns because of COVID-19, or for any other reason, are difficult for not only residents 

but everyone. The behaviour of residents changes and becomes more difficult, so the 

demands on me increase quite dramatically. Residents looked to the staff for more emotional 

connection and support. Residents requested to me and other staff to spend more time with 

them which could become problematic. Staff time is in short supply. Technology (such as face 

time) and window visits help but I find it very difficult when resident’s families are kept away.  
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Video and window visits are not quite the same as physical contact with loved ones.  These 

also created extra work for me when had to spend more time with residents because they 

were unable to see families.   

60. I have also noticed that during recent lockdowns when residents didn’t have interaction with 

families, they want to spend more time with staff.  Despite the extra needs, no extra staff 

were put on. Sadness and withdrawal among the residents became more obvious and also the 

need from more contact and connection with everyday staff. It was incredibly hard on 

everyone including the residents and the families of residents. 

 

 

Additional comments 

61. It is hard to put into words what I really like and enjoy in my workplace. I suppose it is the 

sense of connection I have with people who I help and assist. Doing a job that actually makes a 

difference and has a positive impact on the resident’s life, the resident’s family and the other 

workers in the nursing home. This is what makes up part of who I am and how I identify 

myself. 

62. However, I don’t feel that my work is properly valued or that my years of experience working 

in aged care are recognised.  

63. During my time in aged care the work environment has changed in that there is a greater 

emphasis placed on meeting residents and their families’ needs and providing care that is 

accountable. This is a positive change. The problem is that the care is expected to be provided 

in a cost-efficient manner from all staff. There is an emphasis placed on workers to make sure 

they document cares and fill in all other charts and all the other tasks I have referred to in my 

statement. Yet, there is no acknowledgement of the time needed to complete these tasks and 

there is the minimum level of staffing provided to perform duties associated with care needs 

of the residents  

64. I am now 62 years old and hope to be able to continue working until I reach the age of 67.5. I 

work hard at trying to maintain my physical ability and strength which enables me to continue 

to work and be a productive member of my community. 

65. An increase in minimum rates would improve my life and give me better quality of life and 

enable me to do other things. I live a very frugal lifestyle so it would improve my life. I must 

work, I don’t have a choice, so I’m going to keep working regardless.  

66. I think that better pay would improve aged care dramatically. I think that would impact on the 

quality of care everyone receives – management would get better service from workers, 
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workers better service to management and residents and it would be so much better if there 

were secure work and people not having to fight for the shifts they’ve got.  

 

Enterprise Agreement 

67. My workplace has an enterprise agreement.  

68. I was a bargaining representative for the last agreement. I found it interesting and 

confronting.  

69. I don’t feel we achieved a fair outcome. 

 

VIRGINIA LAURA MASHFORD 

29 October 2021 
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IN THE FAIR WORK COMMISSION 

Matter No.: AM2020/99, AM2021/63 & AM2021/65 

Re Applications by: Australian Nursing and Midwifery Federation and others 

 

STATEMENT OF WENDY KNIGHTS 

 

I, Wendy Knights of  Victoria say: 

Personal Details 

1. My date of birth is . 

2. I live in Mildura with my partner. I have been living in Mildura, where I grew up, for the last 

12 years.   

3. I am employed as a casual Enrolled Nurse (EN) at Princes Court Homes Ltd.  I started working 

at Princes Court in 2009.  I was a permanent or on-going employee between 2009 and 2019.  

In 2019, I took a ten-month break.  I came back in May 2020, as a casual employee.  I do at 

least seven shifts a fortnight. Usually I do 4 shifts as in-charge in the 18-bed dementia unit and 

the other three could be anywhere across the facility. 

4. During my ten-month break in 2019–2020, I worked agency in Queensland private aged care 

around Maryborough. I was the “in-charge” of several facilities overnight. That was a daunting 

experience as you were given no induction or training about the facility systems or where 

things are.  I have been asked to go permanent again by Princes Court but I remain casual 

because I intend to move to Queensland in late 2021 to live closer to family. 

5. I am paid under the Princes Court Homes Inc (t/a Princes Court Homes Hostel), ANMF & HSU 

Enterprise Agreement 2017 as an Enrolled Nurse Pay Point 8  

6. My income barely meets my current expenses and needs now.  

7. If I was on the Award rate, I would simply not be able to continue to work in residential aged 

care. I do the work because I love it. I certainly do not do it because the money is good. In 

terms of money, I could find easier and less stressful work in other industries for as much or 
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even more money.  But I find helping residents and their families both challenging and 

immensely rewarding. I like the sense of responsibility, and the camaraderie with the other 

carers. 

Work history and qualifications 

8. I have worked in residential aged care at Princes Court Homes Hostel for the last 12 years. 

9. Before that I worked as a Personal Care Worker (PCW) or Personal Care Attendant (PCA) or 

Assistant in Nursing (AIN) at Tanunda Lutheran Nursing Home in the Barossa Valley in South 

Australia. I had done a Certificate III and Certificate IV in Community Services in 1998 to 2000. 

The Certificate IV had a youth focus. In about 2001, I went back and did the aged care modules 

at Gawler TAFE. 

10. Tanunda Lutheran had about 96 residents across the spectrum of care needs – high and low. 

It had a 12-bed dementia ward. I worked across the facility, including a stint as the admissions 

officer for 12 months, which included monthly meetings with regional ACFI assessment people 

who visited facilities.  

11. Then the State Government offered the opportunity to do Enrolled Nursing through TAFE SA 

in the Barossa. It was initially meant to be a six-month course but it ended up being a 

12-month Diploma. I did that in 2008. A copy of my Certificate III and IV qualifications and my 

Diploma is Annexure WK 1. 

12. I took up that opportunity because I could see that the people entering aged care were 

increasingly ill and frail. Based on my observations and speaking with incoming residents and 

their families at the time, I understood that people were coming into nursing homes later than 

they used to, because there was funding for them to be in home care for longer.  This meant 

that their care needs were much higher when they did enter nursing homes. I thought I 

needed to upskill to address those higher care needs.   

13. Before around 2008, there were clear differences between people entering aged care homes 

and needing low care, versus those who needed high care.  After 2008 (and to the present 

day), nearly everyone is high care, or advanced care / hospice.  I describe the differences this 

has meant in terms of my work, later. 

14. I felt I needed to have more knowledge and that aged care would need increasingly skilled 

people. Personal Carers at Cert III are given broad training but it isn’t sufficiently in depth to 

identify or question certain care needs like wounds, dementia, diabetes and continence. 

Personally I felt I needed more explanation on those matters. Even if it wasn’t in my scope to 
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assess and action those issues, as a worker in aged care you need to be able to identify when 

something changes or isn’t right so that you can report it in a timely way. 

15. After I finished the EN course I moved home to Mildura in 2009. That is when I commenced 

with Princes Court as a Medication Endorsed Enrolled Nurse. Between 2000 and 2010 the role 

of Enrolled Nurses was changed with the inclusion of the administration of medications. 

16. It used to be that Registered Nurses (RNs) primarily administered mediation.  More and more, 

however, the work of RNs came to be in the office rather than on the floor. I say more about 

this later. So, administering medication more and more became the job of an EN. 

17. Existing ENs did quite extensive additional education of about 220 hours (plus a two week 

placement) in order to undertake medications.  New ENs (like me) transitioned from the 

Certificate IV in Nursing to a Diploma which incorporated the medication administration 

modules. We were known as Medication Endorsed ENs for about a decade when there were 

still many ENs who did not have the qualification. Now it is the reverse. The overwhelming 

majority of Enrolled Nurses are qualified to administer medications and are simply registered 

with AHPRA as Enrolled Nurses. Those without the qualification have an endorsement on their 

registration to say they cannot administer medications. That has been an enormous change. 

18. Princes Court is a 103-bed facility. We have 3 or 4 respite beds. The word “hostel’ was in the 

title (including in the title of our Enterprise Agreement) until recently but has now been 

dropped. That reflects the reality that, as I said at paragraph 13 above, there is no longer any 

clear distinction between “low care” and “high care”. 

19. The average age of residents (and, correspondingly, their care needs) has dramatically 

increased over my time in aged care.  We have many residents in their 80s, 90s, and even 

100s. We do classify about 56 residents as low care (in 7 units) because they are more mobile, 

but within that group there would only be 4 or 5 who are really low care. We have two 

‘advanced care’ units – with 16 and 12 residents respectively, as well as a dementia unit of 18 

residents. While there is a specific dementia unit, many people in other units have dementia 

but the dementia-specific unit is used for those with more significant behavioural issues. 

20. Apart from my EN Diploma I have done a Wikki dementia course through the University of 

Tasmania (which took several months on-line). 

21. Back in 2010 I started my RN course, but I withdrew in 2012 because I didn’t have the time to 

do it justice and my son was completing VCE in 2012 and that took priority. 
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22. I also did a palliative care course run by PEPA (Program of Experience in the Palliative 

Approach), which is funded by the Commonwealth to improve palliative care practice and 

experiences, including in residential aged care. That included understanding the goals of 

palliative care, new advanced care planning, documentation for assisted dying and identifying 

coping strategies for management of personal issues related to working in this area.  A copy 

of the completion outcomes for these short courses is Annexure WK 2. 

23. I am now undertaking a Diploma in Occupational Health and Safety through the ANMF 

Education Portal. 

Staffing at Princes Court and my role 

24. As a Medication Endorsed EN my role is mainly in special care or dementia care. I work mainly 

PM shifts. I am in charge of the dementia unit of 18 residents. I report to the single RN who in 

charge of the facility on the PM shift between 3pm to 11.30pm. I have two carers who report 

to me within the unit. 

25. There are about 12 nursing and care staff in total at the facility on PM shift, comprising one 

RN, usually 2 or 3 ENs and 8 or 9 carers or PCAs. At 9.30 we lose three staff and then another 

two at 10.30.  By 10.30 we only have six staff in the facility, including the RN. So that is about 

1 staff to 8.6 residents through to 1 to 17 at worst. The facility has always tried to have an RN 

on every shift. However, one RN for 103 residents is barely enough on PM shift and the RN is 

often simply dealing with emergencies rather than systematically looking at the care needs of 

residents each evening. 

26. I said at paragraph 16 above that the role of an RN has changed in my time in aged care.  RNs 

used to be on the floor much of the time.  Now, they are much more in the office.  To my 

observation, that is because the administrative and paperwork load is much greater for RNs 

than it used to be. 

27. For example, if a transfer to hospital is required, the RN does the administration side of that.  

That may involve ringing management, ringing the resident’s family, and ringing the resident’s 

doctor, amongst other things.  The RN also makes appointments, scans notes, books follow-

up appointments, arranges changes in mediation, and things of this kind. RNs also are involved 

in producing care plans, reviews, and updates to care plans.  I’ve observed that this work for 

the RN in Princes Court takes up most of her shift.  Though, she is still required on the floor 

when, for example, ENs or PCWs ask for assistance or evaluation, or if there is a fall. 

12074



5 
 

28. Occasionally when there aren’t enough Enrolled Nurses a PCA will take on the in-charge role 

in the dementia unit on PM as well. A PCA is usually on charge of the unit overnight which is 

a responsibility I wouldn’t take on myself.  I wouldn’t take it on myself because I would not 

feel safe.  I describe below the increased risk to nurses from residents with dementia 

becoming aggressive. There is usually an RN on shift overnight but rarely an EN (unless we 

can’t get an RN). 

29. Our overall staffing makes it tough to simply get through what needs to be done physically 

each day – meds, turns, personal care, feeding – without actually doing the emotional and 

social care that we need to. It also makes the work more draining and less rewarding than it 

should be. 

30. I am the only one who does an eight-hour shift in the unit (3-11.30pm including a 30-minute 

unpaid meal break). I have one PCA who comes on at 3pm till 9.30pm and another comes on 

at 4pm to 10.30 (so they both do a 6-hour shift). 

31. I’m in charge of doing the two medication rounds during the shift. I need to check the S8 drugs 

(DDs) in the drug cupboard with the RN at the start and end of my shift. I’m responsible for 

checking incomplete tasks from the AM shift. For example, it could be wound dressings, 

observations, the COVID testing for residents (temperature and health questionnaire) and so 

on. We also monitor the feeding as we have choking risks among the residents who can’t 

swallow easily.  

32. We have an activities person who comes on for a sundowners shift from 4.30-6pm to keep 

residents engaged which means an extra pair of hands to help with behaviours.  I describe 

below the difficult behaviours nurses encounter, especially in the later afternoon, with 

residents with dementia.  That activities assistance was for two hours until the last few months 

but it was then dropped to 90 minutes (the activities person is employed for other hours each 

day elsewhere in the facility).  

33. There is a lot of two-person care needed – especially lifting for toileting or putting to bed.  I 

like to have all the double lifts done by 9.30pm and then I like to do a pressure area round (to 

turn those who are bed-bound on air mattresses or have been in princess chairs) by 10.30pm. 

I’m on my own doing paperwork or answering buzzers from 10.30 until 11.20, when the night 

duty person (usually a Personal Carer) replaces me. I then have to do handover and usually 

leave somewhere between 11.35-11.50pm even though my shift is scheduled to finish at 

11.30.   
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Changes in the nature of the aged-care work 

Increased acuity 

34. I said at paragraph 13 above that the care needs of residents have dramatically increased over 

the last decade or so.  That means the amount of hands-on work and monitoring has likewise 

increased significantly over the last decade or so. 

35. The general physical capacity of incoming residents is much reduced from what it was even in 

the early 2000s when I started in aged care. In those days there were still some people who 

could still shower themselves and largely dress themselves with a little bit of assistance. Those 

days are long gone. Residents are older and more fragile when they enter aged care and rely 

on staff assistance for almost every aspect of personal care. 

36. When I started in aged care, a significant proportion of residents did not need very much 

assistance beyond things like fastening bras, making beds, washing clothes, and things of that 

kind.  These days, though, nearly all residents need assistance with those things and also with 

showering, drying themselves, moisturising, dressing, applying deodorant, toileting, wiping 

bottoms, inserting pads, making breakfast, making tea or coffee, making their way to the 

dining room (if they want to eat in the dining room), transferring to wheelchairs, and so on.  

In the evenings, they need assistance with changing into nighties and putting night pads on.  

Throughout the day they need assistance toileting as required. 

37. Another change is that meals are often served in the units, not in a central dining room. So 

lunch/dinner could be in the unit dining area or if it is too wet or hot to go the central dining 

area. Residents can also choose to have meals in their room or the unit dining area. Certainly, 

breakfast is only available in the unit dining room and the PCAs have to prepare all breakfasts 

– make porridge or other cereals, drinks, toast etc. They will serve that and monitor the eating. 

This adds to workload on top of other personal care. 

38. As a result of increased age and frailty when they enter, residents are less mobile and 

incontinence is increased. We use kylies, an absorbent continence aid that is put on the bed. 

Medication, technology 

39. Also, since I did my Diploma things have changed significantly with medications. There are a 

lot more cancer drugs used. Some residents can be on up to 15 medications at a time. The 

management of drug administration has also changed. For example, medications used to be 

in webster packs and then loose PRN medications. There was a drug chart which we had sign 

on sheets for each drug.  Now it is a combination of the webster packs and we also have to 
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use MedSig – a computer program which details every resident and each of their medications, 

including the time to be given. 

40. MedSig was something which we had to learn in about 2018-2019. It makes it harder because 

you can’t complete the round on MedSig until you’ve given the very last medication. It also 

makes it harder when you have to alter the time of giving a medication (for example a tablet 

is due at 7pm and 8pm and because of resident confusion you need to give them together. 

MedSig makes that more difficult.  We also have to battle with IT issues (internet connection), 

flat batteries and so on. 

41. I am not against MedSig, or other changes intended to make residents safer.  But it does (and 

similar changes do) create more work for aged-care workers. 

42. Similarly, there is now a lot more consumer choice, especially under the new Aged Care 

Standards introduced in 2018. For example, some residents want to sleep until 10am or 11am 

each day. This means their morning medication is actually given at lunchtime. Then their 

lunchtime medication is given at 5pm. 

43. That makes medications (as well as other care needs like toilets like personal care or meals) 

more complex.  It used to be that you were able to structure your work or establish routines 

around the kinds of work that you would be doing at particular times.  Now, you cannot do 

that — different work is required for different residents at different times, based on their 

preferences. 

44. Again, that is a good thing for residents, and I support it.  But it is less efficient for aged-care 

workers, and so involves more work. 

45. In the same way, the advent of communications technologies – smart TVs, mobiles and emails 

— affect our care work. This was true even before COVID-19, but is especially so now.  We are 

often fixing equipment or connecting people.  During COVID-19 when we have experienced 

lock downs or bans on visitors. There is now a lot more remote contact – by video call 

(Messenger, What’s App or Zoom) or additional phone calls. 

46. In terms of technology, I use lifting machines daily, computers daily including for progress 

notes, and MedSig daily.  There are a few residents with a need for oxygen machines.  Then, 

there is also the consumer technology — televisions, video-calling apps, WIFI, etc.  There is 

much more technology use on the job than there used to be. 

47. Again, supporting residents’ emotional needs is crucial, and I support it.  But, it adds to the 

workload. For example, we have to write each family phone call in the progress notes. 
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48. My feeling is that aged care is less institutional these days and we are often adapting to the 

resident’s choices rather than them fitting them to a cookie cutter approach. That is great for 

the residents, and I support it, but it makes work harder and more complex for nurses and 

carers, especially in the context of fewer staff, higher acuity and more rigorous reporting 

requirements. 

Dementia 

49. I mentioned above at paragraph 32 above that aged-care workers encounter difficulties with 

dementia-related behaviours.  There are a few aspects to this. 

50. First, since people are entering aged care later and living longer, there are far more residents 

with dementia than used to be the case.  Residents have greater needs due to being home 

longer in home care packages.  There is often undiagnosed early Alzheimer’s/dementia as they 

have been home in their familiar surroundings: when they come in they are taken from 

familiar surroundings and their behaviours and their frustrations compound. They have a 

particular routine and insist on it, but in an aged care setting often those expectations can’t 

be met, because as much as we try we only have so many staff. The residents’ care needs are 

greater than they were when I started in aged care. 

51. Second, there are fewer physical constraints on residents than there used to be.  For example, 

concave mattresses, which we use as a safety measure, are no longer allowed other than in 

exceptional circumstances. If dementia patients want to wander in the secure area they can. 

This is stressful because if they want to go outside, even though it is a secure area, I can’t 

monitor them as I will often be busy doing other tasks or answering buzzers. Fall risks have 

increased as a result.  We used to use concave mattresses as a safety measure. 

52. Similarly, there has been a dramatic reduction in anti-psychotic medication after the Aged 

Care Royal Commission.  I understand the concern of the Royal Commission was over-

medication.  That is a valid concern, but it does not apply across the board (does not apply in 

Princes Court, for example), and under-medication is also problematic. 

53. There are residents whose behaviours without anti-psychotic medication are just atrocious.  I 

think if they knew what they were doing, they would be mortified.  Patients with dementia 

can get quite aggressive. They can get agitated, restless, or paranoid.  Past memories are 

sometimes refreshed, so you might get residents insisting they have to pick their kids up or 

check on their parents.  Residents wander.  The late afternoon is a challenging time for these 

kinds of behaviours. 
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54. And, most aged-care workers are not trained as mental health nurses.  That is why I do not 

feel safe working overnight, by myself, in the dementia ward.  Aggression is a much bigger 

problem than it used to be.  It can be triggered unpredictably. 

Incident reporting 

55. Another big difference between aged-care work now and how it used to be is the amount 

work in relation to incident reporting. 

56. With the introduction of the Serious Incident Response System (SIRS) across aged care, when 

you see something you have to report it. Each incident, whether it is a Priority 1 or Priority 2 

incident must be documented and reported (not only internally but also the family, doctor 

etc). Sometimes the external liaison will be done by the RN, especially for serious matters. For 

less serious matters the EN would sometimes ring – it depends on the workload of the RN.  

57. This can happen daily.  For example, a PCA might report a bruise that looks new. I need to deal 

with it quickly as it may need an incident report so it can be submitted within 24 hours (under 

the SIRS). For example, on 28 July I had two falls, one of which needed to go to hospital. Both 

had to be documented and reported under SIRS. 

58. Bruises and skin tears, no matter how minor, are required to be reported as an adverse event.  

This requires notification of family, next of kind, and the treating doctor.  I understand that 

the rationale is that a bruise or a skin tear can indicate mistreatment.  But the reality is that 

the vast majority of bruises and skin tears are accidental.  A resident might bump a leg on a 

chair and get a bruise.  Or, a resident might bump an arm or leg against a nut or a bolt, or an 

exposed brake wire (or similar) on a walker and get a minor skin tear. 

59. Previously, we would treat as serious any bruise or skin tear for which the resident did not 

have a good explanation.  Now, even where there is a very good explanation and it is innocent, 

the notification requirements apply and they take up time. 

60. With wounds we now use our phones to communicate remotely with the RN.  This can involve 

sending pictures of a wound and get advice that way. Instead of an RN being on the floor this 

means extra workload for the EN. 

61. With the wound dressings our RN clinicians will look at it and dress it according to best 

practice. They will document it and then ENs will do subsequent dressings and monitor it. The 

RN clinician will then do a periodic assessment and again leave the ENs to implement any 

changes to dressings. In the interim we need to monitor it and report any changes or lack of 

improvement. 
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Documentation 

62. It is the same with medications.  If you’ve given a PRN mediation (i.e., an as-required 

medication), for example a Panadol for pain relief or a Coloxyl Senna for constipation, you 

now have to document the effect of the medication in a progress note in MedSig. So it isn’t 

any longer just giving the medication and observing whether pain is less or whether there has 

been a bowel movement. You also have to document it in real time as well. And if you give 

strong pain relief —for example Endone — you have to notify the doctor as well. Again, each 

of these small additional tasks means there is less time to do other things. 

63. Other increases in documentation include where blood glucose levels are outside the 

parameters – a notifiable or reportable BGL – you need to notify the doctor directly. If  

additional PRN anti-psychotics are given – for example Respiridone – then  have to notify the 

family, next of kin and the doctor. 

64. With the ACFI there is a section that the PCAs do with basic information (weight etc). Then 

there is a section for an advanced PCA or EN about care needs and that is where the progress 

notes and medication changes are entered. This is all new in the implementation of the 

assessment schedules for ACFI. 

65. When care plans are updated, this requires ENs to go through progress notes and document, 

amongst other things, changes in medication, adverse events since the previous plain, 

whether there are any changes to things like hearing aids, glasses, mobility aids, etc., whether 

care needs have increased (e.g., are we showering them more than we used to), whether 

continence has changed, and things of this kind.  It is time-consuming preparing these 

updates. 

66. There are additional documentation requirements which require significant education and 

time to complete. For example, in the new Quality Standards they want us to document 

(preferably each shift, but certainly every day), how we have had contact or interactions with 

each resident. It might be talking to Mary about her trip to the dining room and her meal and 

documenting her descriptions of what she ate and whether she enjoyed it. On many days I 

have to do a minimum of 18 progress notes in the dementia unit that I didn’t always have to 

do before. Previously it was only definitive changes that were documented. This daily 

interaction note often falls to me because the PCAs sometimes don’t do them or aren’t 

confident of their writing skills. 

67. Most of our care planning is on-line. The high care plans are reviewed every second month, 

but monthly for advanced care (high, high care) and dementia care. This has been slowly 
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coming in at our facilities over the last 5 or six years at our facility. We don’t have very much 

that is still paper based. There was some training when it first started but most learning is on 

the job. 

68. These are all good initiatives but, again, they are time consuming tasks and new skills needed 

to do it well. 

69. Because we are now so process and activity driven, we are moving further away from a 

relaxed, “home” environment.  Because there is so much documentation and reporting, it 

takes away from the time available to us for personal care to residents.  It is sad and ironic, 

because the objective is for the facility to be residents’ “homes,” and for them to have choices, 

but we seem to have less time and resources to make that the reality. We try really hard to 

make resident’s lives enjoyable and meaningful but I know I am frustrated that I can’t give 

more to building the relationships with residents and making it a better experience. When I 

talk to other staff I know that is their major frustration as well. 

Changes after Royal Commission 

70. There have also been changes as a result of the Royal Commission with regard to pain relief 

and restraint medication. While the reduction or elimination of some drugs is welcome, it has 

also led to changes in behaviours and more difficulty in managing them in an environment 

where we don’t have extra people to manage or monitor those residents. 

71. For example, there is one resident who has bolts and plates in his body.  The pain caused by 

these bolts and plates was managed by medication.  After the Royal Commission he was on 

reduced pain mediation, the result of which was that he was in too much pain to sit down, so 

he would stand and eat, or walk around and eat.  That creates a choking hazard. 

72. I think that this really means nurses and carers are informally learning new skills to de-escalate 

situations and calm or console residents. However, there really isn’t any training that we have 

done to help us with this. The whole psycho-geriatric needs of residents have changed. 

73. In the dementia unit there seems to be more aggression now than there used to be.  I often 

have to advise staff about how to deal with these situations – how to minimise triggers and 

to walk away and disengage when the resident becomes agitated. Several staff have been 

injured as a result of these interactions so OHS for staff and the other residents has become 

more of an issue. 

74. Quite rightly there is now much more focus on infection control, hand hygiene, 

documentation – but ongoing training is required. This has been reinforced especially over the 
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18 months with COVID-19. While this might be good practice it has also added to the workload 

as it slows down each assessment and task.  For example, there are only so many hand-

sanitising stations and often you have to do a proper hand wash after handling bodily fluids.  

75. There is also donning and doffing of gowns during outbreaks (or whenever a resident has a 

cold or temperature) and changing of masks every four hours, sometimes more often. This is 

now happening quite frequently as residents with flu or COVID-like symptoms are 

immediately isolated and full PPE and infection control is implemented. That never happened 

before. We have all had to learn these new processes (Monash Uni educators came in to assist 

us) and we have an on-line education program. 

Residents and carers from culturally and linguistically diverse backgrounds 

76. Being in the Mildura area, a number of our residents have Italian, Greek and other CALD 

backgrounds – probably about 25% to 30%. These residents enter aged care much later 

because of home care and more quickly revert to their first language. This makes 

communication harder.  There are more residents from CALD backgrounds than there were 

when I started at Princes Court. 

77. Added to that is that many of our carers come from a CALD background themselves, so 

communication between residents and carers can also be a challenge. About 30% of our 

nurses and carers come from overseas, mainly from India or the Philippines. While the English 

of the carers is okay in a normal situation, many residents have hearing issues or can’t 

understand what is being said to them. Sometimes the carers can’t pick up what residents are 

saying.  As an Enrolled Nurse I am regularly having to go to a resident to ask them what they 

want or determine exactly what they said after a carer has reported something to me that I 

don’t understand.  Again, there are more carers from a CALD background than there were 

when I started at Princes Court. 

Interaction with families, visitors, allied health professionals 

78. I think there is now a lot more interaction between the care staff and the family members of 

residents. I think several decades ago the input from families was relatively minimal and the 

requirement to consult families was less. Over the last decade, and especially as care 

standards have been under question, many families are increasingly active in requesting or 

advocating for their loved ones. This is great and was sorely needed. However, each 

interaction has to be responded to and documented. Sometimes there are conflicts between 

the family expectations and what we see as the care needs of the resident. Also, sometimes 
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family don’t understand the constraints we work under in terms of resources. I think that 

dealing with these issues requires skills that are relatively new – for both ENs and carers. 

79. There is also more interaction than there used to be with GPs and other allied health 

professionals.  This is both because of the increased reporting and documentation 

requirements, and because of the increased acuity of residents, which I have described above. 

COVID-19 

80. COVID-19 has caused major changes – not just in terms of infection control or remote 

communications. We have to do daily health checks and temperature testing of each resident. 

It is full page for each resident and if there is any change in the resident then it has to be 

escalated to the EN or RN in charge. It has made the working environment harder. If I worked 

one night in special/dementia care last night and worked high care tonight, I’d have to wear 

full PPE for at least several shifts. 

81. There has a been a lot more need for emotional support of residents who are lonely or don’t 

understand (or forget) why their family can’t come and visit (or they can’t go out to visit them). 

You need to make time in the shift to try and give people attention because activities aren’t 

being conducted as regularly because of COVID restrictions. We also used to have volunteers 

(from the adjoining retirement village especially) but because of COVID those volunteer visits 

have ceased, as have visits by male residents to the Men’s Shed. Wearing masks has made 

that harder as residents can’t even see you smile underneath the mask. 

End stage care 

82. There are now a far greater number of residents who spend their end stage at the facility 

rather than going to hospital. That is usually specified in their Advanced Care Plan where they 

specify that they want to stay in the facility. I think that dealing with end stage and death of a 

resident – who we treat as part of the family – requires skills and an advanced  level of 

emotional competence 

83.  Finding the balance between privacy for families, explaining what is happening for families, 

providing care and separating our own emotions is all quite challenging. On top if that we 

often have to shepherd newer staff members through the process. Very rarely is a doctor 

present (except initially around medications or after death to sign the death certificate). An 

RN is always in the facility or contactable, but the comfort and care of the resident is usually 

in the hands of EN and/or carers. 
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Nature of work — summary and miscellaneous observations 

84. The work is draining. That is why I had to take a break in 2019-2020. All of the changes I’ve 

described above, even before the Royal Commission and the change in Aged Care Standards, 

meant that it is extremely difficult just to complete all the required processes and tasks in a 

timely and competent manner. 

85. Another consequence of the increased workload is working unpaid overtime.  For example, it 

is so busy in the dementia unit that I often do not get the chance to do my progress notes until 

when I am supposed to finish, at 11:30 pm.  I often end up working up to an additional 30 

minutes just to finish my paperwork, which is unpaid overtime.  There is no other time to do 

it, when there is so much happening. 

86. I think my skills and responsibilities have increased over the last decade. The residents have  

more complex needs and the expectations of the regulators, residents and families have 

increased. This makes the job harder than it was a decade ago.   

87. Part of the role and duty of a nurse is to be an advocate for the residents. This has reared its 

head several times in my career. For example, earlier in my career at Princes there was only 

one EN on the PM shift and I argued that there should be two EN Team Leader on the PM as 

well as the RN in charge of the facility. 

88. Another example of advocacy for me is the gap between managing resident behaviours and 

the quite proper limitations on use of chemical restraints or over-use of pain relief. I think in 

our facility and many aged care facilities there isn’t enough thought and policy around how to 

manage the consequences of less restraint and less pain relief. I have written, with the support 

of other ENs and RNs, to our CEO and Board requesting a working party to look at this issue 

so we can develop comprehensive policies and protocols around this issue. 

89. My view is that there are now so many regulations concerning pain relief that when it is really 

needed, it is difficult to get and takes too long. Many of our residents worked physically-

demanding jobs and have a corresponding need for pain mediation, including strong pain 

medication.  Post-Royal Commission, doctors are more reluctant to write scripts for pain 

medication.  Sometimes scripts run out and we cannot get a replacement for several days, or 

until after a weekend.  Pain management, and dealing with behaviours caused by unmanaged 

pain, occupies more time than it used to. 

90. Supervision of other staff is now also more complex as the documentation requirements 

increase and I have to make sure that my reports are doing the right thing. I also have to make 
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sure I have reported up as required, especially where there are incidents, such as falls or 

choking episodes etc.   

91. Training in aged care has certainly increased. However, I actually think it could go to another 

level as described earlier. While we have several days Professional Development leave as an 

entitlement in our Enterprise Agreement, the leave is often hard to organise and get 

approved.  

Work Conditions 

92. As I have described above, there is much more aggression and violence than there used to be 

in aged care. 

93. There is also a much greater need, especially during COVID-19, for the use of PPE and infection 

prevention and control. 

94. For the most part, I feel that my work is valued by residents and families.  I do not feel as 

though it is valued as it should be by the community at large.  I do not think the community 

realises what work goes into good quality aged care.  Lots of people seem to think that you 

are just making cups of tea. 

95. My observations is that level of wages means it is difficult to retain staff.  Nurses are often 

talking about workloads and pay rates.  The work is hard and demanding, and sometimes 

dangerous.  You are sometimes abused by residents, or families.  You are exposed to bodily 

fluids and waste.  But you could earn as much or more doing a job that did not have any of 

these difficulties.  At the moment, it seems to me that the people that tend to be retained in 

aged care are people who really have a passion for caring work. 

96. For my own part, I will probably finish my career in aged care, which I think will be another 

four or five years. 

Enterprise bargaining 

97. In my time working in aged care I have noticed the following things which appear to me to be 

impediments to raises wages by enterprise bargaining. 

98. First, very few carers are even aware of what an enterprise agreement is, or what entitlements 

it gives them.  Second, many workers, especially those from CALD backgrounds, do not want 

to cause trouble by making industrial demands. 

99. Third, I think it would be very difficult to organise industrial action.  From my perspective, I 

would want to ensure that any industrial action that was organised did not affect the 
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residents.  I am only aware of nurses in Mildura taking industrial action on one occasion.  That 

was hospital staff.  Only the staff who were not working that day turned up at the picket.  Staff 

who were rostered that day did actually work rather than strike. 

 

WENDY KNIGHTS 

29 October 2021 
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Lodged by: United Workers Union  Telephone:  (03) 9235 7777 
Address for Service:  
833 Bourke Street,  
DOCKLANDS VIC 3008 

Fax: 
Email: 

(03) 9235 7770 
 Ben.redford@unitedworkers.org.au  

 

 

 

Fair Work Commission  

s157 Application to vary a modern award 

Social, Community, Home Care and Disability Services Industry Award  

Matter No: AM2021/65 

 

STATEMENT OF CATHERINE GOH 

I, Catherine Goh of  , community 

support worker, state as follows: 

1. I make this statement from my own knowledge, save where otherwise indicated. 

Where I refer to matters within this statement on the basis of information and belief, 

I identify the source of that information and believe those matters to be true. 

Background and Employment History 

2. I came to aged care in an unusual way. Originally, I was a social worker, for which 

I had a Bachelor of Arts and Bachelor of Social Work. I had two daughters and had 

some health complications and was out of the workforce for a while. When my 

youngest daughter was about ten I began looking seriously for work, and looked 

into aged care because at the time I could fit it with school hours. I liked working 

with older people.  

3. I work for the Brightwater Care Group (Brightwater). I started with Brightwater in 

October 2010 in Perth, and I have been there ever since.  

4. My job title was Domestic Assistant (CSW) and then became Community Support 

Worker.  Attached to this statement and marked “CG-1” is a copy of my original 

position description, and also attached and marked “CG2” is a copy of my current 

position description. 
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5. I started out doing domestic work only for the first three years and then gradually 

developed into the full home care role.   

 

6. A few years ago we developed a dementia care specialist team. All our clients had 

dementia and we worked on supporting them with allied health, family meetings 

and extra training. That coordinator of the team left Brightwater because she felt 

she wasn’t getting enough support for what she wanted to do. As a result, they 

disbanded the dementia care specialist team and we went back to normal work 

and they spread the dementia work around.   

 

7. I have since also done an associate degree in Dementia Care through the 

University of Tasmania. During that study, I felt I got a good grasp of the work that 

we do and what it means. Not just for dementia but for all of our clients and what it 

means to support someone who is aging in place.  

 

8. I also started to realise how little value is given to the workers who are doing that 

work given what is required of the job.  

 

9. There are approximately two hundred home carers at Brightwater (this is only an 

estimate, I do not know exact figures.) We have a North Team and a South Team. 

You can be sent anywhere within the region you are attached to. We are meant to 

have regular clients and build relationships but because of short staff, we are sent 

all over the region and don’t always see the same people. 

 

10. The home carers are mostly women but there are a few men. Mostly, neither men 

nor women like to have their personal care done by men. But with social support 

sometimes it’s better for a man to be accompanied by a man.  

11. I have been working between 40-41 hours per week. I have a 35 hour contract but 

that is unusual. Most of my colleagues who do similar work to me can’t rely on 

regular hours. At the moment, because they are so short staffed, they have been 

allocating new clients to me on a constant basis and the number of clients I am 

required to care for within a given day has increased. A couple of times it has got 

to the point I physically couldn’t move after the day. One day last work I really 

couldn’t come to work as I was physically exhausted. With this fatigue factor along 
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with the fact that we have to stay away on every sickness occasion because of the 

risk of infection, this means that you go through your personal leave allowance 

quickly.  

Training 

12. I did my Certificate III in Home and Community Care through Brightwater when 

they were a training organisation. I have at least one colleague who doesn’t have 

one. Most people have a Certificate III but I do know of colleagues who don’t. 

Because of short staffing they have just brought in four workers to just do domestic 

services so they don’t have the Certificate III.  

13. For the last few years because there has been no training budget, we have done 

very little training – only the minimum -  manual handling , dysphagia, and 

medication competency if giving medication.  

14. The rest of the training is partly done as e-learning so we have to do once a month, 

training in hand hygiene.  

15. We are paid to train but sometimes the payments are small. For our hand hygiene 

course we got something like $4 because only 15 minutes had been allocated to 

it.  

The nature of the work 

16. We get a roster on our phone and we can usually see a week ahead the clients we 

are meant to see, but they change all the time. On the day I gave this statement, 

before I had finished my first client, the roster had changed three times. We are 

supposed to have a fortnight in advance, but the regular changes make it hard to 

make personal plans. 

17. Usually we do personal care in the mornings, helping someone shower and get 

dressed, help with breakfast or medication. Sometimes the client is more 

independent and just needs a check in. Normally I would do at least three showers 

in the morning. In the middle of the day I usually do domestic cleaning and I might 

also do shopping, in the late afternoon I would often do another shower. This 

afternoon I did a respite service. That’s the easiest because you do some light 
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housework and just sit with someone while their carer is out. Sometimes you cook 

for people. Once I got asked to make a cake.  

18. When I perform work such as cleaning and showers and things, I end up needing 

to exercise funny skills that people don’t think about. I have to do someone’s hair, 

so you might do a bit of hairdressing, makeup, hearing aids, brush their hair.  One 

of my clients who suffered from dementia would get really knotty hair. She used to 

get upset but now she is ok with it because I have found the right kind of brush to 

be able to deal with it. Or someone might say can you thread a needle or untangle 

my necklace or find something for me. You have to be adaptable. 

19. Or it might be just conversation you have with people. You might have someone 

with family problems and they don’t have anyone else to talk to. I do a lot of 

listening, there is a lot of loneliness especially with Covid.  

20. One of the factors that has changed our work is that when I started, people of that 

earlier generation, they used to have larger families and would share the care 

among them and their daughters didn’t work so they looked after their aged 

parents. Now, with more opportunity, more women are working, and the home care 

workers are picking up more of what the family isn’t doing any more. Families are 

spread wider, and not all can use mobiles and computers.  

21. It might also be that the family dynamics are not ideal. Family might just see the 

client as a burden, not recognise her as a person. That then falls on us to provide 

that kind of validation to the clients.  

22. We also assist with medication – we mainly are helping with pills from the Webster 

pack. But sometimes it is puffers, creams, or eye drops.  

23. There is a pressure of work, but I am experienced and just get through it. I always 

used to run over time but I’ve gotten better at it. A lot of clients get upset because 

they just want one or two little extra things but the carer has to say “sorry, I have 

to get to the next client”. I’m often running late anyway. I probably put in more 

unpaid hours and just get things done even when the clients run out of time. I just 

sort of accept that but I shouldn’t.  

24. There is a lot of responsibility and there are potentially serious consequences. 

Families don’t always understand and there isn’t always good communication. One 
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family member wants things done one way and another wants it another way. It is 

difficult to negotiate those relationships.  

25. Death of a client is a difficult experience.  One of my worst experiences involve a 

client who was relatively young. I had just seen her and then got a call to say that 

she had gone, it was very sudden. It’s hard but if you know someone has had a 

good death it helps. That doesn’t always happen.  

26. There are sometimes difficult behaviours, men grab you and make sexualised 

comments, sometimes due to dementia, and you can brush it off but some carers 

may find it harder based on their own personal experiences. Usually someone in 

that situation would not be made to go back to the same client, but now due to 

short staffing we often have to. That is sometimes unsafe. The home care 

employees don’t always get their personal needs met.  

27. Lone working is a lot of responsibility. You are having to not only do the work but 

the task, you have to manage your time. You have the sense of responsibility for 

yourself and the other person that you are with. When something goes wrong, it 

is really frightening because you might have called the ambulance, but you are 

alone, only with perhaps a staff member or the ambulance on the phone, while 

you are waiting for them to arrive.   

Changes over time 

28. It is hard to give a view about whether things have changed over the years, 

because you only see your own clients, you don’t have the wide overview. But I 

know that people are trying to stay at home longer. Sometimes families are not 

willing to accept that the client can’t manage any more. Or people pass their 

cognitive assessments but can’t really function. I’m seeing more of that. I also 

believe that I am seeing more alcohol abuse and other complications such as 

hoarding.  

29. I think there are more people with chronic health who are needing help, and people 

living to a longer age but without good quality of life. 

30. The age range of my clients would be mostly in their 80s and 90s. I do have a few 

younger than that and a few clients have been over 100.  

12137



6 
 

 
 

31. I think domestic services have changed because of consumer directed care clients 

expectations have changed, there is a mismatch – our guidelines are ‘not 

professional cleaners just do like you would in your own home’ but because clients 

are paying directly for the service, they believe that they are entitled to a higher 

standard. I have been trying to get my employer to come up with some consistency 

as to what is reasonable in cleaning and what we should and should not be doing.  

32. I think there is probably a higher percentage of clients now with cognitive 

impairment issues of some kind. This might not be dementia, it might well be due 

to medication or pain relief. Being able to understand the difference is quite 

important. Those people can understand you just need to take time to explain and 

that’s a bit different to dementia. You also require patience with clients with 

dementia, as it’s not fair to rush them.  

33. In terms of clients with higher physical need, I don’t do hoists any more so I don’t 

see the very high physical need clients as much. However, I am aware that there 

are a lot of people on level 3 and 4 packages, which indicates higher levels of need.  

This probably underestimates the level of need too, because there are a lot of 

clients on commonwealth home support who are waiting for a higher level package 

and you are trying to support them as best you can in the meantime. 

34. Some changes are due to consumer directed care. It used to be that funding went 

into a pool but so if wasn’t required in relation to one particular client it could be 

used to support other clients. They brought in consumer directed care so that 

clients would have more choice about how they used their funding. However, what 

is happening is that fees keep coming out of that package.  If a client rings with an 

issue, they get an admininstration fee. There are also coordination fees, and 

management feesns. Fees chew up the package and yet in the end, at the moment,  

the clients are still not getting much more choice in service because of short 

staffing.  

35. Other clients have high level packages but have family support and have the funds 

sitting there and can’t spend it. This leads to more conflict between support workers 

and clients. If you’re expecting your regular carer and a stranger turns up it can be 

upsetting. Giving a shower is a fairly personal thing, and they get stressed about 

it. This happens more and more as we are so understaffed. It is also frustrating for 

clients to have to keep explaining their needs to different carers. 
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36. There is more reporting than there used to be and if you need to report quite 

complicated things, it can be very time consuming. A client might say they feel like 

killing themselves which you obviously need to report or as another example, all 

falls must be reported. However there is also a lot of time spent on more mundane 

reporting. For instance there might be broken equipment or a need for dressings 

or pads. Previously this kind of thing would just have been entered in the client's 

notes and the coordinator might see them. However, coordinators do not spend as 

much time visiting clients as they used to, and so we are told we have to be the 

“eyes and ears". The extra time is really that we all have phones now, and so 

instead of things being just written into notes, you are reporting by phone and email 

much more regularly. This is important work but you don’t get paid extra for it. You 

worry about people because you don’t know the outcome of those reports and you 

don't tend to get feedback because coordinators too busy.  

Pay and conditions 

37. I know a lot of people who love the work but hate the conditions and pay. I love the 

work that I do and am overqualified but I just enjoy the time I spend with people. 

But it is underpaid. Our EBA, the Brightwater Care Group Community Support 

Worker Collective Agreement 2009 has been long expired (as far as I know it has 

not been renegotiated since 2009 and we get administrative increases every year). 

We have asked to renegotiate and we have been told there are other ones to deal 

with first. The home care team feels like the bottom of the pile for everything.  

38. We have been offered monetary incentives if we can introduce someone who 

comes to work for Brightwater and stays for us to six months. I don’t know 

anyone who is interested. My daughter gets more money working in food 

services than I do (albeit she is a casual). There are a lot easier ways to make a 

living.  

39. The groups of people who do this job tend to be students who stay while doing 

their degree, then you get women with children who want the flexibility to work 

shorter hours for family. The third group is older women like myself who enjoy the 

work. If you want a living, you have to work full time and if you salary package 

you can make it work. There is only enough to pay bills, not to have a social life 

and unexpected bills, especially car bills are stressful, because you have to keep 

your car on the road.  I know lots who have left due to physical injuries, as you 
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get older you just can’t do the physical work any more. My observation is that the 

older ones are retiring and getting older and the other groups are shrinking 

because they have other options too. There are skill shortages and it is easier to 

get jobs in hospitality and that kind of thing. Just about every home care provider 

and disability support provider doesn’t have enough staff and all competing for 

the same people.  

 

 

Catherine Goh    DATE: 13.10.2021 
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Job Description 

 
 

Job Title Revision Date Author Approved Page 1 of 3 

Community Support Worker 3 23/05/19 Recruitment Coordinator Chief People & Culture Officer  

UNCONTROLLED WHEN PRINTED 

 

 
Job Description Details 

Job Title  Community Support Worker 

Department/Division Brightwater At Home, Commercial Services 

Reports to 
Service Leader  
(Directly supervised by Team Leader) 

Direct Reports Nil 
 
 
 

 

Agreement Brightwater Care Group Community Support Worker Collective Agreement 

 
Brightwater Mission 

Pursuing the Dignity of Independence 
 

For Brightwater, no one is beyond care. Here, we value the potential that lives inside each and every one of us, no 
matter what that looks like. Our amazing ability to strive towards our best self every day, to keep learning and to keep 
growing. This drives all that we do. Sure, it’s not always easy, but this journey that we’re on together comes with its 
own reward. This pursuit of independence brings with it the dignity of control over our own lives. And everyone 
deserves the right to pursue that. 

 
Commitment to Mission and the Brightwater Spirit  

Embrace and apply the Brightwater Spirit – our values and behaviours – in all interactions with staff and customers. 
Our commitment to the Brightwater Spirit enables us to achieve our Mission, Pursuing the Dignity of Independence. 

Caring We care for and about each other. We work together to provide inclusive and relevant services in ways 
that meet the needs and goals of our clients.   

Authentic We are open and genuine, enabling us to build meaningful relationships with our clients and each other.  

Progressive We are inspired to continuously improve ourselves and our services for the benefit of our clients.   

Courageous We find strength in order to make a difference.  
 

Diversity and Inclusion Statement 

At Brightwater, we welcome people with the full diversity of life experiences, thoughts and beliefs. We foster a culture 
of inclusion, collaboration and innovation where our clients and staff can flourish. 

 
Position Purpose 

Community Support Workers provide care and support to clients in their own home, enabling them to remain living 
independently in the community, and optimise their quality of life. 

 
  

CG-2
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Job Description 

 
 
 

Job Title Revision Date   Page 2 of 3 

Community Support Worker 3 23/05/19    

UNCONTROLLED WHEN PRINTED 

 

Key Duties/Accountabilities 

1. Actively maintain the home/social environment in which emotional, physical, spiritual and cultural needs are met. 
2. Complete Brightwater documentation to required standard. 
3. Communicate with clients, relatives, colleagues and others in a professional manner that shows respect with a 

consumer directive approach. 
4. Use effective problem solving skills to complete required tasks and resolve conflict at the earliest opportunity in 

consultation with line supervisor. 
5. Appropriately use and maintain equipment and reports maintenance issues. 
6. Identify areas for improvement and use a continuous quality improvement approach to problem solving. 
7. Develop and maintain a high standard of personal presentation representing Brightwater At Home and Brightwater 

in the general community. 
8. Mentor/ supervise fellow new employees ensuring they are working to best practice.  
9. Ensure all services are provided in a manner that promotes the personal values of the client and adhere to relevant 

Code of Ethics, Standards and Legislation affecting professional practice and standard of practice.  
10. Assist the client in meeting their needs in accordance with their support plan. This can include but is not limited to 

hygiene, personal grooming and toileting needs, nutrition, fluid and medication assistant, companionship, 
socialisation and domestic tasks. 

 
Key Working Relationships 

1. BAH Administration, Schedulers and Team Leaders in relation to availability and training. 
2. Actively collaborate with Client Coordinators and rest of the multidisciplinary team to ensue that supports plans 

for the clients are relevant and appropriate.  

 
Professional Development 

1. Accept responsibility for updating/developing own knowledge/skills in relation to professional/clinical areas. 
2. Actively participate in opportunities for performance feedback with a growth mindset, including reviews and 

check-ins; reflect on own performance and set goals.  
3. Complete essential training courses within the required timeframes and embed learning outcomes to continuously 

improve skills and work performance. 
4. Attend and contribute to staff meetings/discussions and collaborate with team members to improve outcomes. 

 
Safety and Health 

1. Actively promote a positive safety and health culture by caring for self and others, demonstrating attention to 
physical, mental, emotional, cultural, and psychological safety.  

2. Take proactive and responsible actions to avoid, eliminate or minimize hazards. 
3. Accept responsibility for understanding and recognising the risks and hazards associated with work duties. 
4. Report all incidents, hazards, and injuries immediately. 
5. Use equipment, such as personal protective and manual tasks equipment, as trained and required. 
6. Adhere to infection control principles and practices. 

 
NDIS Risk Assessment   

This position is not considered to be a risk assessed role and therefore does not require the person to hold an NDIS 
Worker Screening Check.  
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Community Support Worker 3 23/05/19    
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Other Information  

Nil 

 
Selection Criteria – Qualifications, Skills, Knowledge, Experience 

1. Knowledge or previous community work experience. 
2. Certificate III in Aged Care/Disability (or progress towards or significant experience in a related setting and a 

willingness to undertake appropriate training within 6 months). 
3. Have a strong commitment to providing safe and high-quality care. 
4. Able to effectively communicate (both written & verbal) in various environments with a wide range of people. 
5. Customer focused and able to work without direct supervision in the community in diverse cultural and home 

environments.  
6. Demonstrate ability to organise and prioritise tasks, work effectively under pressure, problem solve and meet 

deadlines. 
7. Willing to undertake training as and when required. 
8. First Aid Certificate less than 3 years old. 
9. Possess a mobile phone, email address and reliable licenced transport with comprehensive insurance. 
10. Current Western Australian ‘C’ Class Drivers Licence. 
11. Satisfactory National Police Certificate obtained within the last 12 months. 
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Lodged by: United Workers Union  Telephone:  (03) 9235 7777 
Address for Service:  
833 Bourke Street,  
DOCKLANDS VIC 3008 

Fax: 
Email: 

(03) 9235 7770 
 Ben.redford@unitedworkers.org.au  

 

FAIR WORK COMMISSION 

Matter No: AW2021/65 

s157 Application to vary a modern award 

Social, Community, Home Care and Disability Services Industry Award  

STATEMENT KRISTY CONROY 

I, Kristy Roseanna Conroy, of  

 care worker coach, say:  

1. I make this statement from my own knowledge, save where otherwise indicated. 

Where I refer to matters within this statement on the basis of information and belief, I 

identify the source of that information and believe those matters to be true. 

Employment history 

2. I am employed Australian Unity at Daramulen Aboriginal Branch Lake Macquarie.  

3. I commenced employment in approximately 2003, when the service was operated by the 

NSW State Government Department of Ageing, Disability and Home Care. 

4. My employment transferred to Australian Unity when the service was privatised in 

approximately 2016.  

5. Prior to commencing work in the aged care sector, I worked in hospitality and customer 

service jobs.  

6. I am currently employed by Australian Unity as a Care Worker Coach for 2 days per 

week, and otherwise work as a Personal Care Worker.  

7. I am employed on a permanent part time basis.  

8. My “contracted” fortnightly hours are 50. I used to work up to 70 hours per fortnight, but 

have cut back to 50 due to personal circumstances and the pandemic.  

9. I am workplace delegate, workplace health and safety representative and manual 

handling mentor.  
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Training 

10. I hold a Certificate IV in Disability and a Certificate IV in Aged Care.  

11. These certificates were obtained on-the-job through TAFE – Aboriginal Pathways.  

12. I obtained these certificates in approximately 2016 and these were paid for by Australian 

Unity.  

13. I am a recognised Manual Handling training mentor, which is now rolled into my 

substantive role as a Care Worker Coach.  

14. Being a manual handling mentor means I can assess carers in manual handling. The 

training is still conducted by an Occupational Therapist, but I can assess.  

15. To become a Care Worker Coach I completed online and face-to-face training. I worked 

with nurses and occupational therapists and was assessed by them as competent to 

perform the role of Care Worker Coach.  

16. First aid and CPR training are no longer mandatory. I previously held these qualifications 

but they have now lapsed.  

Work 

17. The role of Care Worker Coach requires me to go out into the field and observe carers 

as they complete their tasks. Each carer is observed at least once per year.  

18. I observe the carers to ensure that they are working to correct organisational standards, 

which are like KPIs set by the employer.  

19. Prior to observing a carer at work, the Service Coordinator is responsible for informing 

the carer and the client that I will be attending as an observer.  

20. There are instances where a client has refused my entry as they did not want any other 

people in their home. This is the client’s choice.  

21. When observing carers as a Coach, I will usually spend the whole day with them.  

22. Usually my role involves asking the carer about their work and why certain things are 

done in certain ways 

23. There are occasions where I may need to demonstrate preferred ways of doing things.  

12149



3 

 

24. The main part of the Coach role is to observe in the service being provided rather than 

intervene.  

25. In my experience, most carers perform their role competently and to a high level.  

26. Reminders around correct use of PPE is a regular issue which I need to remind carers 

about.  

27. With respect to my interactions with clients, I am of the view that over time clients have 

become more demanding.  

28. In my role with indigenous clients, I am aware that there are particularly sensitive issues 

– clients will often only want a familiar face, or “one of their own mob” in their home – this 

is especially the case where client showers are required.   

29. The key is to understand these sensitive issues and be able to communicate effectively.  

30. Allocators often do not take account of these sensitive issues, and I am aware of clients 

who have left Australian Unity where they do not receive their preferred carer.  

31. An important part of the role is ensuring that the client’s “caring” requirements are met, 

but also social interaction, and ensuring that the carer is accepted in the community.  

32. The major change I have experienced over my years of employment is in relation to 

reporting requirements and the use of technology.  

33. I feel like I am always required to refresh the phone to check for roster changes, client 

changes and similar things.  

Personal emotional impacts 

34. As a carer entering client’s homes for so many years means that I have become part of 

the community. 

35. I tend to go above and beyond for clients, but also try to keep some distance and not get 

too attached.  

36. As part of the community, I get to know people during their stages of life, and then 

eventually see them get old and enter care.  

37. This relationship with the community makes it easier for the clients to make the transition 

when entering into care.  
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38. There are instances where I am required to manage client and family expectations. 

39. Whilst carers are directed not to interact with family members, this is extremely 

challenging when face-to-face.  

40. My experience has enabled me to develop the skills to calm situations down and discuss 

things in a reasonable way.  

Reporting 

41. The “Procura” app is used to track arrival and departure times with clients.  

42. The Procura app can be time-consuming to use – where I take more time with a client 

than allocated, this needs to be recorded in Procura, which takes even more time.  

43. Recording of incidents, events and hazards occurs through the “DoneSafe” app.  

44. I am aware that annual safety checks of the client’s home are conducted and recorded in 

DoneSafe.  

45. With respect to my Coaching observations, I record these throughout the day using pen 

and paper, however I am then required to later record them on the employer’s Learning 

Management System (LMS).  

46. There are times when I cannot access the LMS system remotely, and this creates a 

backlog of recording of these observations.  

Conclusion 

47. No matter the difficulties which are faced by care workers, we always ensure we deliver 

high quality service to all our clients.  

48. Carers always prioritise the care of our clients.  

49. Carers are the backbone of the aged care sector. 

 

…………………………………… 

Signed by Kristy Conroy 
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Date: 
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Lodged by: United Workers Union Telephone:  (03) 9235 7777 
Address for Service:  
833 Bourke Street,  
DOCKLANDS VIC 3008 

Fax: 
Email: 

(03) 9235 7770 
 Ben.redford@unitedworkers.org.au  

 

Fair Work Commission  

s157 Application to vary a modern award 

Social, Community, Home Care and Disability Services Industry Award  

Matter No: AM2021/65 

 

STATEMENT OF KAREN ROE 

I, KAREN ROE of        

home support team member, state as follows: 

1. I make this statement from my own knowledge, save where otherwise indicated. 

Where I refer to matters within this statement on the basis of information and belief, I 

identify the source of that information and believe those matters to be true. 

Employment information 

2. About 17 years ago I commenced employment with The Benevolent Society. This was 

my first experience working in the aged care sector and I had no qualifications. I had 

previously been working in an office, and had my own gardening business, and was 

looking for a bit of extra work. I was living in Lilyfield at the time and started working 

out of the Allambie Heights office.  

3. About 14-15 years ago, I went permanent part time with The Benevolent Society and 

I still work with them. The Benevolent Society is a charitable foundation (Australia’s 

oldest charity) and aged home care is just one of its functions.  

4. I work out of the Hurstville office and my job title is Home Support Team Member. I am 

one of perhaps about 40 home carers who work out of Hurstville (but that is only an 

estimate and some carers have been coming in from other offices recently due to 

Covid related issues.) I work predominantly in Canterbury Bankstown LGA.  

5. Our group of home carers attached to Hurstville is predominantly female, I would 

estimate 90%.  

6. My current contract is for 12.5 hours per week. Sometimes I work more hours than 

that in a week. I am  and I don’t need more hours, so I don’t want to work a lot.  I 
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work with people trying to pay mortgages and they often don’t get the hours that they 

want. This is not an industry that one could guarantee receiving the same wage every 

week. 

Training and qualification 

7. About 12 years ago, The Benevolent Society decided to run courses in house and 

asked if I would take a Certificate III in Aged Care, which I did. A couple of years later 

they offered the Certificate IV in Aged Care and I completed that qualification. They 

provided the course and paid for our time. They don’t do that any longer.   

8. I have done various in-house training on the job at work. For instance, I have done a 

first aid course through Red Cross.  The Benevolent Society provides access to the 

required courses for our accreditation.  

9. We haven’t done much in-house training in the last few years due to lockdowns.  We 

used to have courses in-house occasionally and would meet together. Now we don’t 

– which we find very difficult because we work solo. We are a very solitary workforce 

and we miss interactions with each other, sharing notes about clients and supporting 

each other. We do a lot of online training now, for the required courses like case notes 

fundamentals, code of conduct, COVID-19 infection control, to name a few.  

Work and the skills required 

10. The work of home aged care includes showering, shopping, social, medication, meals, 

and cleaning. On the day I gave this statement, I had three clients. The first was a 

shower then I did two hours cleaning with that client. The next client was just a shower. 

The third is whatever the client wants me to do – she is deaf and blind and often she 

just likes company. Her regular carer is on holiday so I was filling in. I do some cleaning 

and she follows me around the house and we talk.  

11. Showering and personal care might include showering or washing, toileting, dressing 

and generally supporting them, as some people require more persuasion to bathe than 

others. Sometimes with someone who is not steady on their feet, you have to be there 

in case something happens. You get to the bits they can’t get to. You keep the 

conversation going, washing hair, keeping them comfortable and cared for and 

dignified even when doing these sensitive tasks. One of my clients is a breast cancer 

survivor – I have been seeing her for 10 years. About 2 years ago, a hole in her breast 
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started to leak, so we had to bandage that until we arranged community nurses to 

come and sort it out. That was very confronting for both of us. 

12. You always have to be observing your clients and their needs. I’ve been agitating on 

behalf of one client to get the door on her shower taken off. She refused to sit down in 

shower because couldn’t get up. If she falls into the shower with a door, would have 

to break it to get her out. It has finally been done, after 6 months. 

13. You also have to be aware of the surroundings, and how the client is on any particular 

day. You need to judge how much support is needed.  When I come in, I have to ask 

lots of questions, like, how do you feel, do you have a cough, have you had any visitors 

and other COVID related questions. Is she feeling strong enough to stand on her legs 

and come out to the back to have her shower? If not, I have to judge whether to talk 

her into it or whether this is a time to let her be and do a sit shower in her chair.  

14. You also need to be able to communicate and share with other staff. Quite often a 

different person every day would go into the same client and if we’re not sharing, we 

may not notice what is happening e.g. a urinary tract infection or someone stealing 

from the client, or if the client is not eating properly and secretly throwing out food.  

15. There is also a medication element to the job. We give medication from a Webster 

pack or if we don’t, we encourage the client to take their medication and make sure 

that they are taking all that they should, but do so without upsetting the client or taking 

away their dignity or control.  

16. I change morphine patches sometimes and assist clients to do diabetic blood testing. 

I have done stoma care but not catheter care. I used to assist with hoisting but I am 

no longer confident to do this as hoisting is something that needs to be practiced often. 

17. The cleaning duties involve vacuuming, dusting, washing floors, just depending on 

what the client needs. 

18. I might do social care which currently, due to Covid restrictions, would not involve 

taking a client shopping but I might do shopping for them or take them for a doctor’s 

appointment. I might pick up something on the way – coffee and cake – and then we 

decide whether to have it on the back veranda or whether to drive down to the river, 

and have a little walk. It all depends on what the client wants to do.  Social time is also 

a good time to check on the client’s wellbeing while having a conversation. 

12155



4 

 

19. I do some gardening sometimes for people. With one of my clients (pre-Covid), we 

would go to nursery. It sounds easy but you are not there to enjoy yourself, you have 

to assist them to enjoy themselves. Conversation is what they want to talk about and 

go where they want and do what they want, while being alert to potential hazards and 

client’s wellbeing. 

 

Mental health, dementia, other challenges 

 

20. I am seeing mental health issues more and more, not just dementia but things like bi-

polar disorder. I had a client who would not turn on the water until I would tell him the 

water level of the dam and I had to be able to tell if he was having a bad day or 

appeared not to have taken medication because he was delusional.  

21. Clients can be aggressive, and that is not just those with dementia, although it includes 

this. One gentleman was just out of prison. There was a certain amount of animosity 

on his part. You had to try not to have your back to him and really had to share your 

knowledge of this person with the other care workers going in. Or there are clients who 

expose themselves or want to hug too tightly.  

22. Clients with dementia pose particular complications. Everyone can be different in a 

day with dementia. You can visit someone you had a wonderful time with yesterday 

but the wind has turned or they have a urinary tract infection and they are angry at you 

or upset because their mother (who died years ago) is not home. It can all change very 

quickly. You think you’ve got a handle on it, but you have to be adept at judging the 

changing situations quickly.  

23. You have to use your judgment constantly and the consequences of getting it wrong 

can be serious. For instance, I had an instance of someone insisting that their blood 

sugar was high and I had to decide whether I had to call an ambulance. Or a client 

who overnight doesn’t know who she is anymore. You have to know what to do and to 

call the ambulance, because it’s better to be doubly safe.   

24. You also need really developed social skills. It is not just care, it’s also about being 

aware and exercising judgment. When I walk into someone’s house, I can be anything 
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they want me to be. I can be a listener, a talker, I can tell stories, be your sister, aunt, 

mother. I want them to be comfortable. I will laugh at their jokes although I heard them 

half an hour before because that’s what makes them comfortable.   

Financial and other recognition 

25. One of the biggest challenges of the job is not feeling valued by your employer, 

financially and otherwise. I find it paternalistic. I feel that we are “nickel and dimed” 

constantly, with small things like supervisors going through time sheets taking out 15 

minutes here or there. We are paid for the hours worked including our travel time 

between clients.  We are not paid for any administration work which can be required.  

We are asked to report on client’s wellbeing and needs in our own time. 

26. The average age of those working is late 50s. As we age, because it’s so poorly paid, 

we can’t get the young people to stay.  Because of the permanent part time nature of 

our work, we are asked to provide a block of time we will be available to work.  That 

does not necessarily mean we will work/get paid for all of those hours, but we have to 

be available. 

27. I have been involved in enterprise bargaining through work as a union representative. 

We haven’t done well because we don’t have strong support from our workforce and 

because people are isolated, casual or working part time. It is hard to contact people 

to discuss terms and conditions or bargaining.  Due to Covid restrictions, we were not 

having our normal team meetings so did not even have that face to face meeting once 

every 6 weeks. 

28. I think we have even gone backwards a bit, because new staff don’t get the benefit of 

mileage home from their last client as we existing staff do. When we raised concerns 

about this, the CEO shut us down with a comment to the effect of “if you want this then 

stand up in front of everyone else and tell them why they can’t have their raises 

because you want this.” So it is very tight financially and our employer is reliant on 

government money and donations.  

29. I do not think the funding model works. In the past, if someone who didn’t qualify for a 

big package need a service without money to top up, we could move resources around 

so that clients did not have to go without.  Unfortunately, that is no longer possible, 
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and sometimes clients have to cut back on their services as they’ve used all their 

package.  

30. Clients may also hold back on spending. I know of one client who is aware that his 

medical condition may require more intervention soon (both medically & equipment) 

so has kept a portion of his package for that.  I also know of a client who really wants 

a large television so is keeping some money back each month (ie not using as many 

services as previously) so that purchase will not be onerous in a month or two (this 

may be a Christmas present for themselves).  

31. Most clients who are not spending their packages are doing it because they are not 

sure of what’s going to happen in their lives and are worried about money. 

32. I have found an increased burden of reporting – we are required to do a lot of unpaid 

administration and reports. With our clients if we see anything happening, we are 

supposed to report it but we’re not paid for that. For instance, case managers from 

work and people handling money sometimes want reports on people, and we are doing 

this in our own time.  

33. Overall, we definitely have to do more in less time than was previously the case years 

ago.  

 

Karen Roe     DATE: 30 September 2021 
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Fair Work Commission  

s157 Application to vary a modern award 

Social, Community, Home Care and Disability Services Industry Award  

Matter No:  

 

STATEMENT OF LILLIAN GROGAN 

I, Lillian Grogan of  state as follows: 

Background and employment history 

1. I have been in the aged care industry for around 26-27 years in various different roles. 

At first, I worked in nursing homes and hostels, but moved to in-home care about 18 

years ago.  My job title is Care Worker Coach. 

2. When I started working in home aged care, I worked for the state government. In 

around 2016 we were outsourced to Australian Unity (“AU”). AU is a mutual company 

that has various interests and activities.  

3. I have a Certificate in aged care Skills completed in 1993 through the Skillshare 

program, when I started working in residential care. When I went into home care, I got 

a Certificate III in aged and community care. I have done some Certificate IV modules 

in training and assessing but not completed the certificate as yet. I have qualified as a 

care worker coach and have been doing that work for approximately 8 months.  

4. We work under an Enterprise Bargaining Agreement, the Australian Unity Home and 

Disability Services NSW Care Worker Enterprise Agreement 2019. I am therefore paid 

slightly above the award rate.  

5. I am currently a Grade 2 employee. I also undertake work as a care worker coach, and 

when I do that work, I am paid at Grade 4. The Grade 2 hourly rate is $26.09 per hour 

and the Grade 4 rate is $30.15. 

6. I work on a 50 hour per fortnight contract. I have always wanted full time work but have 

never been able to persuade AU to give me a full-time contract.  
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7. AU has residential and in-home care services. They are a fairly large company, and I 

work in the Sturt Branch, which covers my area of Wagga Wagga. I don’t know how 

many carers there are in the Sturt Branch overall but we are predominantly women, 

with only a few men working in carer roles. I know that our work is predominantly seen 

as women’s work and I think that is why it is low paid. People think we just go out do 

a bit of dusting and wipe people’s bottoms like women have always done, and that is 

why we are low paid.  

8. I have to have my own car to get this job. The cost of buying and maintaining it is 

considerable. My car has recently needed a lot of repairs, so it feels like I am working 

for my car. If my car breaks down there is no way I would have the money to get a new 

car so I would not be able to do my job. We get 72 cents per km between clients but 

we don’t get paid for the first 20km travel at the start and end of the day. 

Description of Work 

9. We work alone most of the time, with a mobile phone provided by AU. We use an app 

called Procura which is how they allocate work to us. When I first started in this job, 

our rosters were fixed two weeks in advance and we had regular clients that we saw 

all the time and we could build a relationship with them, even though there might be 

occasional changes. Now, we see a much broader range of clients and the roster 

changes very frequently. As an example, on the day that I gave this statement, I had 

been booked for one visit of one hour but ended up doing four hours. There are many 

changes and cancellations without notification its like being on call without an on call 

rate of pay.  

10. The effect of this is that we do not see the same clients with the same regularity which 

can be frustrating for them because the carers do not know their routines and they 

have to keep explaining themselves. It is also frustrating for the carers because it 

means that everything takes longer. If you deal with the same client week to week you 

might know, for instance, that you cleaned something last week that does not need to 

be re-done this week. But if you are not seeing the same people then you have to start 

everything over each time.  

11. I might see between 1-6 clients in a day. The appointments might include personal 

care (showering, toilet, bowel care etc) domestic assistance with cleaning, respite and 

social support including shopping, or taking clients to the doctors for instance. 
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12. I do undertake a number of medically related duties – for instance we help clients with 

their medication from Webster packs, perform Bowel care (low enema, Manual 

evacuatiuon, Ostomy and Stoma care, Rectal suppository) Urinary care 

(Empty/change catheter,  ect.) assist with Diabetic management we would also assist 

with creams, sprays or drops as set out in the client’s care plan. I had to undertake 

clinical training (provided by my employer) in order to do these things.  

13. We use specialist equipment such as hoists or equipment such as a Sara Stedy, which 

assists clients to move between chairs for example. We also have to know how to 

handle wheelchairs or other equipment.  

14. We are also meant to identify issues such as elder abuse. On a personal care visit 

with a client who had dementia I noticed that the lady had quite bad bruising on her 

arm and her husband was cranky and verbally abusive on the day I was there. I had 

to report this because I didn’t know how she got the bruises. I need to do this in such 

a way that can still preserve the working relationship, so I needed to be polite and clear 

that I was going to make a note about it.  

15. Clients with dementia present particular challenges. I am noticing doing more respite 

work for partners of clients with dementia.  

16. I have also had palliative care training several times over the 18 years and have been 

called upon on a number of occasions to perform palliative care.  Palliative care needs 

have increased over the years. Increasingly, my experience is that people want to die 

at home. When this happens I am working alongside palliative care nurses. When I 

started, clients who got to the point of dying, there was more chance of them moving 

into a hospital and dying in hospital. The choices that people have now is that they can 

make more choices to die at home if they wish to. 

17. You form a professional relationship with the clients and then they might pass away 

and a couple of months later you find out that someone passed away and no one said 

anything to you. You have to grieve after the fact. As one example, I went to a lady’s 

house to do a shower at the weekend. She had passed away on Friday night, but the 

message didn’t get through because the office was closed. This was distressing for 

me and also for the client’s partner who I had greeted cheerfully, not knowing the 

situation.  
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Skills and competencies required for the job 

18. Our skills therefore range from dusting shelves to helping someone die, and everything 

in between. It’s a very wide skill set.  

19. You have to have a high level of interpersonal skills. As care workers we need to have 

a different hat on for every house that we walk into. I might walk into a house and have 

to communicate about opera or poetry, but the next house might be about football or 

having a few drinks at the pub – we have to adjust our style to the client we are dealing 

with. You need to read the situation as soon as you get through the door. You also 

need highly developed interpersonal skills to deal with clients’ families who may be 

overbearing, or negative family dynamics (for instance if the client does not believe 

that they need the care but their children disagree).  

20. You need to know how to communicate to a high level, how talk to people, take time, 

stop and really hear and interpret them properly. That is a hard skill to learn, and I am 

not convinced that care workers now really have the time to develop these skills 

properly. When I first started, I had a good lot of training, we had qualified on the job 

trainers and workplace assessors. We went out with them until comfortable with 

ourselves to do by ourselves. Now, it’s a case of,  you have three weeks to learn this 

job.  

21. You also need a lot of patience, and you can’t be judgemental. A lot of the time you 

don’t know what has happened to that person. You can’t judge just by what you see. 

If you dig deeper there are reasons for different things. As an example, someone might 

be snappy or cranky but you don’t know how much pain they might be in. Pain can 

make people really grumpy but they don’t always say “I’m in pain”, they snap your 

head off. You have to start talking to them to find the cause of the behaviour rather 

than rising to rude behaviour.  

22. You need negotiation skills. Some clients expect you to complete unachievable 

amounts of work in the time that they have purchased.  

23. Increasingly you need also technology skills to use the app, and to do online training.  

24. You’ve always had to have lots of these skills.  What has changed is the employer’s 

attitude to how we care. A lot of the approach now is about accountability and ticking 

boxes.  
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Other aspects of the job 

25. The job can be very stressful. On a number of occasions I have accessed employee 

assistance counselling. Sometimes it is a combination of all the factors I have set out 

above which causes the stress. On one occasion however, I had to walk out on a client 

who was repeatedly abusive. I think a lot of us experience stress but many people 

don’t report it or talk about it.  

26. Covid has affected working conditions too. Working in PPE doing housework in 

summer, is challenging. It has also impacted on wages as not able to take clients 

shopping etc. Clients have cancelled services for fear of catching covid which  then 

impacts on the our hours we receive. Many clients have been very down because of 

their inability to see their families, and have not had access to their other social 

supports. Sometimes we are the only people they see. 

This statement is true to the best of my knowledge and belief.  

Lilian Grogan    20 October 2021  
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I, Maria Ann Moffat, of, 

carer, state as follows: 

STATEMENT OF MARIA MOFFAT 

personal 

1. I make this statement from my own knowledge, save where otherwise indicated. 

Where I refer to matters within this statement on the basis of information and belief, I 

identify the source of that information and believe those matters to be true. 

2. I am employed by Australian Unity as a personal carer. 

3. At the time of making this statement, I am I years old. 

Employment history 

4. I have been employed in the aged care sector for approximately 13 years. 

5. I hold a Certificate Ill in Aged Care, a Certificate Ill in Disability and Community Care Ill. 

Current employer 

6. In my local area, Australian Unity employs around 45 carers. 

7. There are 3 Service Coordinators, who the carers report to. There are also 4 Allocators 

who are responsible for allocating carers to clients. 

8. There is currently an Acting Branch Manager who the Service Coordinators report to. 

9. The service is female dominated. Out of all the staff members in the local office 

(including those not referenced above), there are two males. 

10. Earlier in my experience with Australian Unity (and its predecessor) I also provided care 

to disabled clients in a home care setting . I saw my last disability client in approximately 

early 2020. 
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11. When I was working in disability care, these clients were scheduled in with aged care 

clients. Typically disability clients required personal care, and were seen earlier in the 

day, followed by aged personal care clients, and then clients requiring domestic 

assistance. 

12. Most clients I dealt with in disability were the recipient of a "Grade 3" care package. One 

of the main distinctions in a Grade 3 care package is that clients require two carers to 

provide assistance. I received a higher rate of pay when providing care to a person 

suffering from disability who was a recipient of a Grade 3 care package compared to the 

rate of pay I was paid when providing care to an aged person in home. 

13. At the time that I stopped working with disability clients, I recall representatives for 

Australian Unity saying that they were no longer caring for disability clients in regional 

areas, but only in Sydney. 

Training 

14. Face-to-face manual handling training is conducted every two years. 

15. Most other training is done online through the LMS system. 

16. There is paid time provided to conduct this training. Where face-to-face training occurs, 

there is paid time to travel to the office. 

17. In my experience, the quality of training has been good, but there are carers who require 

more training. 

18. An example of how insufficient training can impact on the client and the carer occurred in 

relation to a client who had mental health issues, but also had other illness. Through a 

lack of experience, the carer was unsure of how to best respond to the client's illness. 

The carer did eventually call and ambulance and the client was hospitalised, however 

later passed away from the illness. This carer in question was psychologically impacted, 

and left employment. 

19. Insufficient training in domestic work can also lead to unsatisfactory work being 

completed. 

20. These issues are further impacted by inconsistent carers being allocated to clients -

carers often have to waste time getting to know the client's care plan, rather than getting 

down to the job. 
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Work 

21. My working day includes providing personal care to clients. This work includes 

showering clients, applying creams or aids as necessary, making beds, washing dishes 

and similar work, all whilst leaving the client happy and content. 

22. I also perform domestic assistance work which will include stripping and remaking beds 

with fresh sheets, cleaning the bathroom and kitchen, including vacuuming and mopping. 

If time permits, I will dust and perform client's ironing. There is a lot of work to be done in 

domestic assistance in limited time, so we need to prioritise what is most important and 

beneficial to the client. 

23. Time permitting, we will email the office or compete any notes, but this is generally not 

done in the client's time. 

24. Services provided to each client vary greatly depending on the level of care needed, and 

the client's wishes. 

25. Over time, the type of work performed in home care has changed - previously I used to 

do clients' gardening when they wanted it done. Now however, the work is more 

assistance with everyday living and with "client directed care". 

26. I respect the rights of clients, and the ability for them to deny services. For example, a 

client may not want a shower, but may need me to go get milk - this is the effect of client 

directed care. 

27. Recently, I have noticed an increase in clients with dementia. 

28. Such clients are time consuming and can debate and often refuse help or assistance -

sch clients require a great amount of patience from carers. 

29. Dementia clients will receive two services each week and may refuse assistance every 

time. It is important for carers to be persuasive and utilise common sense - this goes 

beyond training. 

30. There are also a higher number of clients who are in palliative care and wish to stay at 

home to pass away. 

31. Assisting these clients requires strength to ensure that the clients receive dignity, and 

these experiences can be heart breaking. 
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32. This work takes a toll on our bodies and hearts. 

33. As an aged care worker, attending funerals of clients is regular. I may commence work at 

7.00am to service clients, attend a funeral at 1 0.00am, then return to work again at 12.00 

as if nothing had happened. 

34. Most of my clients are easy to deal with and are happy to have someone there to provide 

them a service which enables them to keep living at home. 

35. There are occasional difficult clients, however I view this as just part of the job, and I 

always endeavour to be pleasant and professional and complete the service. 

36. Over time, I also see clients' conditions get weaker. For example, clients who previously 

only required minimal assistance in showering become so weak that they can no longer 

shower, and only request a "bird bath". 

37. Such examples are also affected by their "package" - the client referenced above will 

soon require two carers to assist with lifting, with impacts on the staffing required to 

provide this assistance. 

38. Another example is client whose cognitive function is good, however their body is failing 

them. This client is currently on a Level 3 package, however requires Level 4. A phone 

assessment of the client occurred which did not assist the client, as a genuine 

assessment of the client's needs requires a face-to-face visit. 

39. With respect to medication, client's medication comes in Webster packs, and we are only 

able to assist the client with getting their medication out of the Webster pack. 

40. I observe that medication is taken properly, particularly dementia clients who have a 

tendency to spit out or hide tablets under the tongue. 

41 . I also provide assistance with emptying and cleaning catheters. 

COVID impacts 

42. The COVID-19 pandemic has been a nightmare for care workers and clients. 

43. Carers are entering client's homes with PPE and this causes stress to the workers and 

clients. 
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44. Clients are full of questions for the carers, which the carer does their best to address and 

put the client's mind at ease. 

45. There are clients who have not been out for months, including putting off doctor 

appointments because they are scared of getting COVID, which could kill them. 

46. Clients are withdrawn from their families because of restrictions which further adds to 

their decline in mental health. 

47. The carer becomes the one person who the client can see regularly, so clients rely upon 

the carer for regular interaction. 

48. In my view, COVID has aged clients much quicker than usual. 

Travel time 

49. A factor relevant to my work is that I service clients in an outlying area - 44 kilometres 

out of town - twice a week (four times on my regular fortnightly roster). 

50. The timing of these clients means that I travel out three times in a break of engagement. 

I am paid for the kilometres travelled, but not for my travel time. 

51. In total, it takes me approximately 3 hours, 20 minutes to perform 2 hours of service - for 

which I am only paid the two hours of service. 

52. Whilst I am dedicated to the job, these factors do turn away potential workers. 

Signed by Maria Moffat 

Date: 27/1012021 
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STATEMENT OF NGARI INGLIS 

I, Ngari Inglis of 16 , home support 

worker state as follows: 

1. I make this statement from my own knowledge, save where otherwise indicated. 

Where I refer to matters within this statement on the basis of information and belief, 

I identify the source of that information and believe those matters to be true. 

Qualifications and Employment history 

2. I came to the aged care sector by default.  I was a personal carer for a gentleman, 

who was a quadriplegic who passed.  An aged care facility for Estia was built 

across the road from me. I asked if there was a position for me and was successful. 

I started work as a personal care worker and worked there nine and a half years.  

3. I resigned from Estia in 2018. At the time I left there was significant turnover and 

frustration. I left because it seemed you could never achieve quality care for the 

residents. There were unreasonable expectations placed on staff across all areas.  

I was frequently asked to fill in on extra shifts (which went beyond our contract 

hours per week.) or asked to ‘extend’ my shift (which meant that I would not be 

paid overtime pay).   

4. Toward the end of 2018, I commenced working for Resthaven Community Services 

to work as an in home carer with Resthaven Strathalbyn. 

5. I still do this work today.  I am employed as a Home Support Worker.  I enjoy my 

work now and Resthaven is a fairer employer to work for.   

6. At Resthaven, most in home carers have at least a Certificate III qualification in 

Aged Care. I got my Certificate III about 10 years ago and my Certificate IV Aged 

Care,about 8 years ago.   
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7. Attached to this statement and marked “NI1” is a copy of my position description.  

Training  

8. Resthaven conducts in-house training.  We have annual CPR and senior first aid. 

We do medication competency training and have annual manual handling training. 

Resthaven also now have e-learning for matters such as food preparation, hand 

hygiene and fire safety.   

9. I have asked for palliative care training for staff, but nothing has ever come of it. 

We are sometimes required to care for clients at end of life. This is a very specific 

area and if you haven’t been trained or prepped in any way, it’s difficult. There are 

many facets to caring for a palliative client. Medical, social, psychological, cultural, 

grieving are all aspects of this care for a carer.  

Work environment and colleagues 

10. I would estimate the Strathalbyn branch of Resthaven has about 30 people 

attending to clients in home care. Of these, there are two men and the rest are 

women. We are all mostly casual. I have chosen to remain casual because I can’t 

afford to live on the lower rates that go with permanent part time.   

11. As a new carer to the team, you only get one buddy shift when you start at 

Resthaven and then you are on your own. Because we work alone visiting clients 

and some carers are employed with no certificate at all, this can be very daunting 

for newcomers. Not to mention creating risk for the clients.  Some people are ok 

with that, and some need more time to learn and become comfortable with what’s 

being asked of them. Particularly, if this is their first time caring. 

12. In a typical day we might see 2-5 clients. Our time sheets are emailed to us 

fortnightly.  But there are often many changes to these throughout that time.  

Sometimes we are given plenty of notice for but other changes maybe only an hour 

or so.   This job requires you to be flexible and adaptive. In home care, most of 

your personal care (showers etc.) is done in the mornings and most of the home 

duty care (cleaning, shopping etc) is in the afternoons. The days are a mixture of 

personal care, cleaning, social visits, transports and shopping.  

Description of work 
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13. Personal care needs depend on the needs of the client. Their mobility, vision, 

swallowing, wounds, and so on.  The client has been assessed by a team of 

people.  Personal care can range from 30 minutes to one hour or so. I may assist 

in removing clothes, assisting them into the shower, maybe onto their chair, 

adjusting the taps. How I do this depends on which of their limbs are working, their 

level of vision and so on. I towel dry the client, ensure their skinfolds are clean and 

dry, check for excoriation, maybe wash and blow dry hair, change continence aids, 

assist with dressing them, put on leg protectors, apply moisturising creams, ensure 

safety pendants are on, shoes, slippers etc. Then perhaps assist them to a chair. 

By now our clients are usually very tired, I might make them a cup of tea. 

Depending on how much time I have left, I may ask if they need something done, 

like meal prep, or I may get something out of the freezer for them. I might assist 

with toileting or make their bed or change the bed linen. If they have false teeth, 

then I will ensure they are cleaned. (This is often not taught in training, and as a 

mentor at my previous employment, we had to teach this aspect of care.) You might 

have to use your manual handling skills to lift someone out of a chair or roll 

someone in bed. Morbid obesity is also becoming more and more common. 

Therefore, you may need to work with a partner to ensure the client and yourselves 

are safe and following manual handling procedures as well as taking extra time to 

check skin folds for excoriations, pressure sores, skin breaking down etc.  

14. Elderly skin is like tissue paper and can bruise or tear easily, you must lift limbs 

with care, pull up socks and leg protectors gently, and be careful applying creams.  

With all aspects of care its vital careers read the care plans provided to ensure you 

are adhering to the clients specific needs. 

15. Cleaning is also part of our job. This is known as “domestic” care. Domestics can 

vary from 1 to 3 hours. I am required to read the care plan and see what needs to 

be done.  

16. There are also meal preparations and social visits which are also important, as you 

may well be the only person that client sees for the next few days. Shopping with 

our clients or for our clients is a regular part of our work too. 

17. The roster can change at short notice a couple of times per fortnight, therefore you 

may visit a client you have never met before. They are accustomed to seeing 
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someone else and are on edge knowing a stranger is coming.  Establishing a 

rapport and trust quickly so you can fulfill their care needs is important.  

18. People have their own clients generally. The number of clients you have regularly 

fluctuates based on many variables.  On average you may have approximately 15 

-20 regular clients. 

Nature of the work 

19. Resthaven provide medication competency during annual training. Most of our 

clients medications are in a Webster pack. It can be daunting if a carer has never 

seen a webster pack.  There are multiple checks required prior to ‘popping the pill’ 

out.    The 8 ‘Rights of medication’ must be applied prior to handing someone their 

medications.  Check the name on the pack, check the medication description on 

the back, right dose, right route, right time, right documentation, expiry date, is the 

pack sealed, and so on.   There is a responsibility in giving someone a pill. 

Sometimes mistakes are made.  Since joining Resthaven, there have been 2-3 

times in which I have discovered that a pharmacist has missed a pill, requiring me 

to ring up and report that the pills are not in the pack. A clients health relies on that 

pack. 

20. Training is important so as to provide all kinds of care.  I have a client with a 

permanent catheter. Its only because I’ve come from residential care that I’m 

confident in emptying it and monitoring the urine output and the condition of the 

urine.   

21. A diabetic client has special care needs too.  Carers are often required to check 

the blood sugar levels of clients.  To prick their finger, take the blood, and test their 

level.  To ensure the care plan advises on how to deal if their range is too high or 

too low.  

22.  You need to know that it can be catastrophic for them if their skin is nicked while 

their toenails are being cut.  They may not have the blood flow to for the wound to 

heal.  

23. You also need to check if your client wears an alert pendant, monitored 24/7 – they 

can often take it off prior to showering, then if an accident happens, they are unable 

to call for help.  So you have to be reminding them about this.  
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24. In addition, you need to be really observant of the clients and know when to 

escalate when something is not right. I have done this quite a few times. 

 Recently, I went to a very elderly client. I have been caring for her for just 

over 18 months.  She did not look right. I asked if she was ok, and she said ‘I don’t 

feel well’, she had a rash on her face and felt hot. The T-section on her face and 

forehead looked dry and scaly and it wasn’t like her. You get to know your clients 

extremely well and how they communicate. I said, ‘let’s get your daughter here.’ 

This client has a permanent catheter. I have learnt that having a catheter makes 

you susceptible to urinary tract infections. There are a lot of UTIs with catheters. If 

you didn’t know that people were susceptible to UTIs when they have a catheter 

you might think it was something else. She ended up in hospital that afternoon.  

25. Dementia is another concern when caring and it does make things more difficult. I 

visited a client’s house and he had dementia but his daughter wanted to keep him 

as long as he could in his own home. I went in one day and thought that something 

didn’t smell right but I couldn’t put my finger on what it was. Then I realised he had 

turned the gas on but didn’t know how to ignite the flame to go with it. So, the house 

was in a really dangerous state.  

26. One dementia client I was visiting had obviously tried to find the toilet during the 

night but been unable to. The poor guy was in a terrible state, unbeknown to him. 

There was faeces up walls, around his beard, in his mouth, on his bedsheets, just 

everywhere. I had to ring the coordinator and ask her to get another carer to go to 

my next appointments because I knew I was not going to be able to assist this 

client within the allocated time.  

27. The same client always refused to shower. So, you have to use gentle powers of 

persuasion and get them to do something they don’t want to do in the kindest most 

encouraging way possible. Often people with dementia hate being uncomfortable. 

An environment conducive for this client to shower had to be created.  So, you 

warm the bathroom up with heat lamps, place bath mats onto the floor so they don’t 

get cold feet, keep him warm, keep encouraging and persuading. You have to have 

a lot of patience, and you can’t stress about the clock because you can’t rush 

dementia. But if you weren’t confident and hadn’t worked with dementia before, 

you may have panicked and probably not provided the best care possible. You may 
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have felt pressured to do what you could do and get out in 30 minutes but you can’t 

do that. 

28. There are more clients living at home with dementia, living at home for longer. 

Sometimes you turn up and the client’s husband or wife is at their wit’s end because 

they haven’t slept all night. It’s up to you have to give them comfort and 

reassurance. You are there for the dementia client but also taking into 

consideration the partners feelings.  You might help them to ring the coordinator to 

get a new assessment or change the care needs of the client.   

29. I would currently have about 3 or 4 clients at various stages of dementia. Mostly 

those clients are accessing what they need because they have supportive families. 

But where clients don’t have family, you are their advocate. It’s imperative to speak 

up if needed. 

Emotional demands of the job 

30. It can be emotionally difficult when clients die.  All you see on your timesheet is a 

new client. If you have a good coordinator, they will fill you in.  

31. It can also be challenging to be present when someone is at the end of their life. 

They have chosen to pass away at home. When you are in a client’s home, and 

maybe amongst various family members, there are many family dynamics in play.  

Trying to be unintrusive to the family but also trying to care for the client. They may 

ask questions like, ‘why is he making that sound? He/she hasn’t used their bowels 

?”  I’m not qualified to answer these questions and would refer them to the RN but 

you talk and chat and establish rapport and trust. 

32. Clients may also need eye toilets and mouth toilets to remain comfortable and 

clean. Many carers are not taught any of that. Once the client dies, that’s it.  You 

may or may not be notified by the coordinator.  Or his/her name just doesn’t show 

up on the next roster.  There is no call.     

33. I remember in one case, the son of a palliative care client had his dad’s life spread 

across the dining table and it was really sad and touching.  Family share with you 

the stories about the person, and they want to share it all with you.  When the time 

comes and you are there, the family is grateful that you are there. But you must 

know how to remain professional.   You can't say things like "he's in a better place” 
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or “he’s at peace now” because you have to be mindful that they might not have 

those beliefs. You must act appropriately at a really sensitive time.   

34. If you have been in a situation like that, you can’t let it show when you go to your 

next client. I might sit in the car for 10 minutes to recover myself. Then I go to the 

next client, put a happy face on and go in – you can’t unload on to your next client.  

Challenges of working alone 

35. I find that I can usually fit the work into the time available although it is busy. I think 

that my employer is good with giving you the time you need to do the job simply 

because they are not paying for it, it’s coming from the clients’ home care 

packages.  

36. I think there is a significant responsibility to working alone. Things that people might 

think are simple, can be complicated. For example, if you are feeding a client who 

has dysphagia, you must give the correct portion sizes or consistency that a 

dietitian has recommended.  For instance, I am aware of a client who choked on a 

piece of bacon and died. If you get it wrong for someone with swallowing difficulties, 

there can be extreme consequences.  

37.  I think that people should not come into home care until they have worked in 

residential care. In residential care you have people you can ask questions, a 

senior carer or a nurse. In home care, you’re it. You are the first port of call and 

mostly you make the call.  

   

Ngari Inglis    Date 19/10/21 
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FAIR WORK COMMISSION 

s157 Application to vary a modern award 

Social, Community, Home Care and Disability Services Industry Award 

Matter No: AW2021/65 

STATEMENT OF PAULA WHEATLEY 

I, Paula Grace Wheatley, of 

personal carer, state as follows: 

1. I make this statement from my own knowledge, save where otherwise indicated. 

Where I refer to matters within this statement on the basis of information and belief, I 

identify the source of that information and believe those matters to be true. 

Personal information 

2. At the time of making this statement, I amllYears old. 

3. I possess a Certificate Ill in Residential Aged Care, which I obtained in approximately 

1999. 

4. Prior to employment in Aged Care, I was employed in different roles including in factories 

and with the Brisbane City Council. 

Employment history in the Aged Care sector 

5. I commenced working in the Aged Care sector in approximately late 1994. 

6. I commenced employment at this time at Chateau Nursing Home, located in New Farm 

("Chateau") in the state of Queensland. 

7. I was initially employed as an Assistant in Nursing {"AIN") at Chateau. 

8. My employment in Chateau was in residential aged care. 

9. During my employment with Chateau, I attained a Certificate Ill in Residential Aged Care 

through "on the job" training. The Certificate Ill was attained in approximately 1999. 

10. I concluded my employment with Chateau in approximately 2001 . 

Lodged by: United Workers Union 
Address for Service: 
833 Bourke Street, 
DOCKLANDS VIC 3008 

Telephone: 
Fax: 
Email : 

(03) 9235 7777 
(03) 9235 7770 
Ben. redford@unitedworkers.org .au 
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11. After leaving Chateau, I worked for a short period with Blue Care in home/community 

care in 2002. 

12. I then worked as an "agency" employee for approximately 3.5 years in residential aged 

care. 

13. I commenced employment permanently with Blue Care in approximately 2009 in 

home/community care and have been employed continuously by Blue Care since that 

time. 

14. All of my experience in the Aged Care sector has been "hands on" in caring roles - I 

have not worked in managerial, maintenance or administrative roles. 

Current employment 

15. I am currently employed by Blue Care and my conditions of employment are covered by 

the Blue Care/Wesley Mission Brisbane Care and Support Employees Enterprise 

Agreement 2013 ("the enterprise agreement"). 

16. I am classified as a Personal Carer Paypoint 3 under the enterprise agreement. 

17. I am employed as a permanent part time employee. 

18. My minimum contracted hours are 56 per fortnight. 

19. I work solely in home/community care (the terms "home care" and "community care" are 

used interchangeably). 

20. I regularly work over 56 hours per fortnight, and my true average fortnightly hours is 

about 63. The average fortnightly hours have dropped during the Pandemic and was 

previously higher. 

On the job training 

21. In my current role, I utilise the skills and competencies obtained in my Certificate Ill, 

however my skills and experience have developed significantly since obtaining that 

Certificate. 

22. There is very little on the job training provided by Blue Care. 

23. I am aware that there is meant to be compulsory annual Manual Handling Training for all 

employees engaged in community care. I did not receive this training in 2020. I 
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understand that other employees in community care received this training, however I 

missed out. 

24. I undertake refreshers for CPR training and first aid training, however I do this in my own 

time, and at my own expense. 

25. I recall that fire safety training used to be conducted for community care staff, however 

this has not occurred for several years. 

26. I understand that Blue Care has policies related to training. 

The employer 

27. Blue Care is one of the largest (possibly the largest) provider of Aged Care services in 

Queensland. 

28. Blue Care splits up its community care operations into many geographical regions. 

29. I am based at "Blue Care Southside" ("Southside"), which is the South side of 

Brisbane's metropolitan area. 

30. There has been some organisational restructuring over the last 4-5 years, firstly to an 

"Integrated Services" model, then more recently away from the Integrated Services 

model. 

31. In simple terms, the Integrated Services model removed organisational distinctions 

between residential and community care, meaning carers could be deployed across both 

residential and community care operations. 

32. I understand that the Integrated Services model was not popular with residents and 

clients, who preferred consistency in their care, including the individual employees who 

were providing the care 

33. Currently, each regional community care operation is managed by a "Centre Manager" -

the current manager of Southside is named Indira (I can't recall the surname). 

34. Below the Centre Managers are "Coordinators", of which there are 5 in Southside. 

35. The Coordinators are each responsible for a team, meaning there are 5 community care 

teams in Southside. 
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36. I believe that each team has approximately 30 carers, although these numbers fluctuate, 

mostly because of high turnover amongst carers. 

37. Day-to-day rosters are determined by "Schedulers" and largely depends on clients who 

require service on each given day. 

38. Earlier in my employment, staff meetings were monthly, however these changed a few 

years ago when the employer restructured their business. 

39. I understand that staff meetings have recommenced in approximately August 2021. 

My usual working day 

40. I typically start later in the day compared to other carers, meaning I also finish later. 

41. My first client is typically around 11.00am and my last client is 6.30 or 7.00pm. There are 

some clients who I see at 7.30pm. 

42. The clients I see are typically requiring house cleaning and assistance with showering, 

dressing, medication, meal preparation and feeding. 

43. In my experience, many clients typically prefer house cleaning done first thing in the 

morning rather than the afternoon when I am rostered on shift, however I do perform 

some cleaning. 

44. With respect to feeding, clients I visit are generally able to feed themselves, so 

assistance is minimal. 

45. Most clients I visit have sufficient mobility to make their own way to the shower and can 

undress and dress themselves. Help is provided where needed. 

46. The care plans are designed to "assist" with these needs, rather than provide higher 

level care. 

47. When clients are showering, I check the client's skin integrity for sore and other injuries. 

48. I work independently and without any meaningful supervision. 

49. The employer's main mode of communication with community carers is via bulk text 

message. 

Changes in the work 
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50. In my experience working in community care, I am increasingly seeing that clients are 

increasingly wanting to remain home later in life, rather than going into residential aged 

care. These decisions are usually made in conjunction with client's families. 

51. The pandemic has heightened the decision of clients and their families to remain at 

home rather than go into residential aged care. 

52. Whilst the decision to remain in home care is an important personal decision, clients and 

their families do face difficulties. 

53. In my experience, care plans which are developed for clients do not necessarily reflect 

the level of care the client needs, and the choices the family wants for the client. 

54. The result of this is that the package payments for the client are often short of what is 

needed to provide the care the client and their families expect. 

55. This often leaves "gaps" which need to be met by client or their family. In turn, this can 

create an environment of "have and have nots". 

56. The needs of clients has increased during the course of my employment with Blue Care. 

57. There is a particular increase in the number of clients who require assistance with 

showering and toileting compared to when I started. 

58. Several years ago, I recall that Blue Care had broken its community carers into various 

different teams, such as "cleaning" and "respite". 

59. Given that clients often now require various different services, each carer is now capable 

of (and required to) provide each of the necessary services. 

60. In my experience, I have rarely experienced any form of abuse, and any verbal abuse 

has occurred from clients who are diagnosed with dementia. 

61 . Whilst abuse is minimal, there are certainly more general "complaints" from clients as to 

the level of service they receive. 

62. I am experienced in dealing with client expectations and am usually able to manage 

these complaints. 

63. Distraction from clients is a more regular feature, where clients are looking to engage in 

conversation whilst I am trying to get the work done. 

5 

12182



64. Social engagement is an important feature of the job, so I try to manage these clients 

with words to the effect of, "I'll just get my work done, then we can have a chat" or "you 

can follow me around while I get my work done." 

65. Prior to being admitted into care, clients are mean to have safety assessments by 

dedicated Personal Carer Support Workers. 

Reporting 

66. There are various online tools which are utilised in my day-to-day work. 

67. I am provided with a smartphone from Blue Care which is used during the day. 

68. An app called "Procura" is used to "tap on" and "tap off' when starting and finishing 

services with a client. 

69. Kronos is utilised for timekeeping purposes for payroll. 

70. There have been some difficulties experienced by me and other carers with the Kronos 

system. 

71. These difficulties are not easily resolved due to the support for Kronos being located 

offshore. 

72. Where any issues are identified in relation to the client's health, carers are to ring to the 

office and report these issues. 

73. I also log these issues in Procura. 

74. Appointment information is available in Procura - this will give a sense of the type of 

work which is needed for each client. The full scale of the services to be completed are 

only known when reviewing the care plans which are only available in a support folder in 

the client's home. 

75. I am aware that the movements of carers can be tracked via the Procura app, but I am 

unsure as to how regularly the movement of carers is actually tracked. 

Medication 

76. Typically, my involvement with client's medication is to assist them with their own 

administration and ensure that the medication has been properly administered. 
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77. I only touch medications where the client themselves is unable to properly "pop" their 

own tablets. 

78. There are processes which Blue Care implements which carers are required to adhere to 

as to ensure that client's take the correct medication. 

79. On occasions I will assist clients with catheters by emptying bags, or changing bags. 

Signed by Paula Wheatley 

Date: 2... 1 /r 0 / 2-! 
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Fair Work Commission  

s157 Application to vary a modern award 

Social, Community, Home Care and Disability Services Industry Award  

Matter No: AW2021/65 

 

STATEMENT OF ROSEMARIE DENNIS 

I, Rosemarie Dennis of , home 

support worker, state as follows: 

1. I make this statement from my own knowledge, save where otherwise indicated. 

Where I refer to matters within this statement on the basis of information and belief, I 

identify the source of that information and believe those matters to be true. 

Qualifications, Employment History and Current Employment   

2. I am a current employee of Resthaven Marion Community Services. I have worked 

there for just over seven years as a Home Support Worker (HSW).  

3. I am also a Union Representative and also the official Health and Safety 

Representative (HSR). I am also a member of the Quality, Work Health and Safety 

Committee.  

4. Previously I worked for a number of computer companies in an office environment and 

then worked for myself in a typing and resume writing business, which I still have.  

5. I had previous experience as an unpaid carer. My mum lived with us for seven years 

and I did a lot for her in that time. She then went into care about eight years ago.  

6. At that point I did my three certificates. I have a Certificate III in Aged Care, Community, 

and Disability, and a Certificate IV in Disability. 

7. At the Resthaven Marion Community branch we have at present 25 male HSWs and 

60 Female HSWs. In the office we also have eight registered and enrolled nurses; ten 

coordinators, some of who are enrolled nurses also; four occupational therapists; five 

therapy assistants four allied health; four clerical; one manager; two assistant 

managers; and seven program assistants (schedulers). We also operate a Goodwood 
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office and staff sometime rotate. The Goodwood office consists of one clerical; two 

program assistants; and four coordinators. 

8. When I first started at the Marion branch, there were only about 30 Home Support 

Workers, but the work load has increased a lot over this time with many more clients.  

9. There is a mixture of permanent/part-time workers and casual staff. I am not entirely 

sure the ratio of each, but I think there are more who are casual. I am employed as a 

casual and have been the whole time. I do that because you get more on your hourly 

rate. However, the majority of people want to be permanent because they want the 

holidays and sick days.  

10. We work under an Enterprise Agreement which guarantees a minimum of 20 hours 

per fortnight for part-time employment (Community).  I only work three days a week, 

so usually 15-20 hours per week. It can vary – last week I did 41 hours.  

Work 

11. We do a range of different work in the home care environment, including personal 

care, domestic work, shopping, gardening, social, transporting, medications. We also 

have high-care clients that require two people to attend (ie: they are living at home 

with their family/partner and are bed ridden or wheelchair bound). The activities are 

set out in the clients’ care plan and we are given a period of time per task. The time is 

sometimes rushed, which I think is because the clients are under money constraints 

with their packages. Some care plans require a large number of tasks to be undertaken 

at one time. It’s up to us to inform the coordinator for that client if something can’t be 

done (ie: too much and very little time). But often we would receive the response that 

the person’s package can’t afford more. So you just have to do what you can.   

 

12. You can’t always do everything that you are requested to do. Different people might 

have a different view for example of whether a clean is a basic clean or a spring clean. 

We are only supposed to do a basic clean, but clients expect a spring clean, even 

though we are told that the coordinator has advised the client of this. Generally, the 

pressure of work is a bit of a hazard – it leads to people being stressed and panicked 

about getting to their next appointments. The hazard is social-psycho (it affects your 

mental health and stresses) 
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13. There are a number of ways in which our job has complexity that may not be 

immediately obvious. 

 

14. One example is that we are doing more medication related duties, so we are 

sometimes asked to put pain patches on clients or remove them. In residential, there 

would be two people to do this. You need to check to make sure there is no patch 

already on and then it needs to be disposed of in the correct manner. If you just left it 

in the bin someone might pull it out and this would be a hazard to health. 

 

15. We also have to do lots of nasal sprays, eye and ear drops, prescribed creams on 

parts of the body, pressure stockings, stoma and catheter care.  

 

16. We are asked to do home safety checks for clients, to identify torn carpets, steps, 

mats, dark areas and so on. We are not qualified to do this. 

 

17. We are asked to be spotters, so if anything changes, you have to spot that they are 

unwell or there is a hazard to be dealt with, or even hazards with other people in the 

house being aggressive. I visited a client who complained she was not feeling well 

week after week. I reported the concern each time, although I don’t believe that it was 

reported back to the client’s family immediately. She ended up going into hospital and 

was dead a week later. She had liver cancer which I believe that no one knew about 

and had gone into liver failure. 

 

18. There are social interactions which can become complex, for instance with clients with 

dementia; hearing impaired; blind; schizophrenics; and much more. And not just the 

clients, but their family members too. They can accuse you of stealing from them with 

no real basis for it. It mostly ends up being that they have lost or misplaced whatever 

it was. 

 

19. There is also the added difficulty of working alone and at night in the dark. In home 

care you have to watch the clock all the time to ensure you are not late for the next 

client. We sometimes do not get lunch breaks, which is wrong, and if we are not on 

the ball we miss out. We are constantly checking our pays are correct (which they are 

often not), and ensuring we get our benefits and penalty rates, eg: paid 10 minute 

break for work four consecutive hours. You have to keep an eye on everything and its 

exhausting. I’m constantly training (unofficially) managers and schedules about what 

we are entitled to.  
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Change over time 

20. It is certainly the case for us that there is more home aged care than there used to be.  

 

21. In the course of my work, it is much more frequent than in the past that I will be required 

to provide care to “high end” clients – clients who are bedridden and require two carers 

at all times. 

 

22. Our medication training has increased a lot since I first started as are the 

circumstances in which we are required to handle and dispense medication in the 

course of fulfilling our work responsibilities.  

 

23. We now also have the added stress of having to be fully trained for donning and doffing 

full PPE if a client is suspected of having COVID-19 or a family member (for example) 

lives at the home and works in a medic hotel, etc. This training is done once a year, 

and then if we wish to have a refresher before attending to any clients. 

 

Bargaining and enterprise agreements 

24. As a union representative, I have been involved in enterprise bargaining in this sector.  

25. Enterprise bargaining is difficult in this sector because it is hard to organise the 

workers. They all work separately and it is hard to contact them. This has been 

especially the case with COVID with no regular HSW meetings. Our last meeting this 

year was back in May.  

26. Our last bargaining process fell apart because the employer wanted to make too many 

changes that were detrimental to us and they said no to everything that we asked for. 

The only thing they said yes to was a 12 cents an hour extra for those who are 

“medication credentialled”. This was something that I had brought to the table. In our 

EBA they pay the residential workers 48 cents an hour extra for the same thing. H was 

not added to the EBA, but they said they would put it in a policy, which I have not seen 

to this date, and it has been two years. Resthaven stops paying this if your training 

has gone past the relevant 12 months that it is current for, but when that happened to 

me, I was still sent to clients to do medications and was never told that I was not being 
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paid, nor that my training had lapsed I only discovered this because I constantly check 

my pay slip. 

27. This year we have been trying to get Resthaven to the table again to negotiate, but as 

usual, they are dragging their feet and not really interested. We got an increase of 

2.5% in July of this year and my current casual hourly rate is $31.05.  

  

Rosemarie Dennis      DATE: 5.10.2021 
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FAIR WORK COMMISSION 

s157 Application to vary a modern award 

Social, Community, Home Care and Disability Services Industry Award  

Matter No: AW2021/65 

 

STATEMENT SUSAN MORTON 

I, Susan (Sue) Mary Morton, of  

, advanced care worker, say:  

1. I make this statement from my own knowledge, save where otherwise indicated. 

Where I refer to matters within this statement on the basis of information and belief, I 

identify the source of that information and believe those matters to be true. 

Employment history 

2. I am employed Australian Unity at Macquarie Branch. I am employed as a Grade 3, 

Advanced Care Worker.  

3. I commenced employment with Australian Unity in approximately 2016. I was previously 

employed by Home Care Services NSW prior to the state government privatising these 

services to Australian Unity. I have been continuously employed in my role since 

September 1988.  

4. Prior to employment in aged care, I trained at business college and to be a nurse but opted 

not to work in those fields. I found my interests were in home care services and have been 

continuously employed since in home care.  

Current employer 

5. There are approximately 100 care workers in the Macquarie Branch of Australian Unity. 

The care workers are divided into 7 teams, and each team is managed by a Service 

Coordinator. There are also 7 allocators within the branch. I understand the Service 

Coordinators report to the Branch Manager, who in turn reports to the Area Manager.  

6. As well as being a Grade 3 carer (capable of performing complex care tasks), I am a Union 

delegate and a WHS representative.   
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Training 

7. Earlier in my career, I was a fully trained “In House Trainer” and Mentor. The employer 

was at that time an accredited training organisation, and I was able to perform in home 

training of care workers.  

8. I am aware it is a requirement for all carers to have manual handling training. New 

employees are not able to perform any field work on their own until they have completed 

manual handling training. There is refresher training for manual handling, but it has been 

approximately 3 years since I completed a refresher.  

9. I am aware that first aid training used to occur, as this was a requirement for servicing 

Department of Veterans’ Affairs (DVA) clients. I believe first aid training is no longer offered 

to carers and I don’t believe we service DVA clients in our branch.  

10. Most training with Australian Unity is now completed online. A notification will pop up on 

the “Procura” app to tell workers a new online training course is available. In my opinion, 

the online training does not offer much benefit to workers and feels more like the employer 

“ticking boxes” to say that they have met training requirements.  

11. In my experience, new starters do not receive adequate training to work in the field. This 

is specifically the case with specialist training in things such as dementia, bowel care, PEG 

feeding and other complex tasks.  

12. I am of the understanding that Australian Unity does not opt to appoint Grade 3 carers (or 

Advanced Care workers) which leads to advanced knowledge not being fostered or 

encouraged. Rather in my experience, lower level carers are required to perform advanced 

tasks which may be beyond their level of skill and experience.  

Work 

13. At this stage of my career, I am contracted for 30 hours per fortnight and content with this 

workload. Previously I had been contracted up to 70 hours per fortnight.  

14. I usually start work at 7.30/8.00 am and will see 1 or 2 personal care clients, then 1 or 2 

domestic assistance clients. I typically finish my working day around lunchtime.  

15. The exception is Thursdays where I commence at 8.00am to perform a bed wash of a 

client with MS. I then provide respite with this client for the remainder of the day and finish 

at 4.00pm.  
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16. I am aware that many carers struggle with having long hours of “availability” but only being 

provided with a small number of hours of paid work. As an example, a carer may be 

available to see clients across a span of 12 hours, but only actually perform service for 2 

clients, meaning they are only paid for the time spent with those 2 clients.  

17. The low number of hours paid creates financial difficulty for the carer, but the long hours 

of availability makes it hard for the carer to get a second job. A consequence of a carer 

turning down clients within their availability is that the carer may be overlooked later.  

18. There is no direct supervision of my daily work.  

Medication 

19. I have been trained in the safe administration of eye drops and ear drops. Part of the safe 

administration of these drops is ensuring the medication is within its expiry date and 

perform the procedure in a safe and sterile manner.  

20. With other medications, client tablets are typically contained in “Webster packs” or blister 

packs. The procedure is that the tablets are given to the client, and they pop them and 

take them themselves.  

21. Earlier this year I am aware of an incident in which there was some mistake from the 

pharmacist who dispensed the client’s medication. I am of the understanding that the carer 

involved was expected to check the contents of the packs, but this is contrary to my 

understanding of carer’s responsibilities in relation to handling and administering client’s 

medication which is dispensed by qualified pharmacists.  

Changes to the work 

22. During my many years of experience, I have seen many and dramatic changes in the work 

which is performed by carers.  

23. When I started in home care services, there was only funding for provision of minimal aged 

care services - domestic assistance was performed for a client once per fortnight, and 

simple showers for a client 3 days per week.  

24. For a limited period of time, I recall that there was funding for in-home, post-maternity care 

services – i.e. assisting new mothers with domestic tasks in their home. However I 

understand that government funding for these services was withdrawn and the services 

didn’t continue.  
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25. I recall earlier in my employment that carers would carry a receipt book with them. Clients 

would pay cash for the services provided, and a receipt was provided. Carers would carry 

the cash to the accounts department at the office and a reconciliation would occur, and 

the carer paid from that reconciliation.  

26. Earlier in my employment, I performed services for disability clients. I found this work 

challenging but highly rewarding.  

27. I no longer see disability clients, but I understand that Australian Unity continues to service 

disability clients in certain areas. I understand that disability clients in regional areas have 

been relinquished by Australian Unity, with a focus on clients in urban and suburban areas.   

28. Another development over my career has been the creation and emergence of “packages”  

29. When I first started, clients would just pay a certain amount per hour for services 

performed, which was capped at a limit.  

30. I am aware there are package levels 1, 2, 3 and 4 which increase in the level of care and 

complexity. A level 4 client will typically require service twice per day and may have severe 

limits on mobility.  

31. There have been changes to the time allocated to perform services. Time to perform 

services is aligned with the clients package, however it is common to perform services 

which exceed the client’s package.  

32. Reporting requirements have increased over the course of my career. Carers must read 

care plans and customer notes to see if there have been changes in the client’s needs or 

conditions since the last visit. Reading and understanding these notes all occurs in the 

client’s time and eats into caring time.  

33. Similarly, notes must be taken of visits, such as to note whether the client is well or is 

deteriorating – it is important to take notes as the carer is the “eyes and ears” of the 

company when visiting a client. However the making of these notes takes time and this 

time is not paid.  

34. I usually complete notes in my own time so that I can spend enough time with the client to 

not only complete the services, but also the necessary “social support” clients need. 

12193



5 

 

35. Where there are incidents, these must be recorded. Incidents, when not dealt with can 

escalate into hazards, which are reported through the employer’s “DoneSafe” app. 

Reporting of such incidents and hazards also occurs outside of paid time.  

36. In the Covid environment, carers must also put on appropriate PPE (gown, gloves, mask) 

and ask relevant “Covid check” questions prior to commencing the client’s service – this 

all takes time and eats into service time.  

37. I have seen an increased focus on travel time. Often the employer will allocate insufficient 

travel time, based solely on the “point to point” travel times based on Google Maps, which 

is often insufficient to account for real-world scenarios. This creates further disadvantage 

to carers. 

38. Additionally, carers must be vigilant of countless emails throughout the day which may be 

received from Head Office, the Branch Manager, Allocators, Service Coordinators or other 

stakeholders. All emails must be monitored, and this further eats into care time.  

39. Over time, I have witnessed an increase to the age of clients in home care. Clients are 

now typically older. There is greater incentive to stay at home, rather than go into 

permanent residential care.  

40. The older age of clients in home care means an increased usage of hoists, shower chairs, 

commodes etc, which is far more common now compared to the past.  

41. I understand that there is currently a 12 month waiting list to enter Australian Unity’s home 

care services, which shows the increased demand for these services, and the lack of 

resources to meet this increased demand.   

Personal impacts of home care work 

42. I consider it to be a great privilege to enter a client’s home – I am being invited to enter 

into the client’s world.  

43. There are genuinely occasions where the client treats me like family.  

44. I have been told on occasions by a family member words to the effect of, “You know [client] 

better than I do!”. I do not treat this privilege lightly.  

45. I regularly attend the funerals of clients who have passed away. I only get to see clients at 

the end of their life, and its good to hear about the early part of the client’s life from those 

who knew them.  
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46. I am aware that carers on occasion will enter a home, to find that the client has passed 

away. Thankfully, this is not something I have experienced.   

47. I have not experienced significant abuse or harassment in my work as a carer. Typically, 

any difficulties are experienced with family members of clients, rather than the clients 

themselves. Examples are with the children of clients, who fear that they are being left out, 

and that the carer is taking over from their role.  

 

Signed by Sue Morton 

Date:     
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IN THE FAIR WORK COMMISSION 

Matter No: AM2021/65 

s157 Application to vary a modern award 

Social, Community, Home Care and Disability Services Industry Award  

 

STATEMENT OF SUSAN TONER 

I, Susan Toner of  state as follows: 

1. I am a home care worker (HCW) with Anglicare. I have done this job for 19 years. 

When I started I had three casual jobs. One of them was with Multiple Sclerosis where 

I stayed for about six months.  I was also an unpaid carer for my father, who lived with 

me, for more than 20 years.  

2. I have Certificates III and IV in aged care. I obtained my Certificate III in 2003 and my 

Certificate IV in 2021.  Anglicare requires its HCWs to have a certificate III as a 

minimum. I think that certificate III should be a minimum requirement, but really, I think 

that the six weeks training you get for Certificate III isn’t really enough – it is enough 

for some people but not for others.  Working in home aged care is a complex job. 

A lot of people don’t realise the difference between residential and home care – you 

are out by yourself with no buddy and no supervision and you have to think on your 

feet. Six weeks training is not enough for everyone.  

Current Employment  

3. I am a current employee of Anglicare.  

4. Anglicare is a nongovernment organisation in the Social and Community Services 

Industry which provides aged care services (home and residential).  

5. I am employed as a Home Care Worker. Attached to this statement and marked “A” is 

a copy of my position description.  

6. I am based in the South East sector in Queensland which includes the areas of 

Cleveland, Logan and Kangaroo Point. I am based in the Cleveland area. If short 

staffed, we can be moved between these three regions.  
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7. There are HCWs like me and there are also Support Workers, which we call SSWs. 

SSWs don’t do personal care work and are not required to have Certificate III or a First 

Aid Certificate to work.  In my Cleveland area, that there are 52 people overall (HCWs 

and SSWs) and of those,  37 are HCWs and 15 are SSWs. 

8. Of those in the Cleveland area, I am aware of just two of those being men, with the 

remainder being women.  

Training  

9. At Anglicare, we do the following in-house training 

a. Manual handling,  

b. dementia,  

c. fire safety,  

d. food handling,  

e. handwashing,  

f. chemical handling,  

g. CPR and first aid. 

h.  Medication.  

i. Aboriginal culture 

j. Code of Conduct 

k. Diversification ie LGBTIQA 

l. Covid training 

10. I have also done palliative care training in the past.  

11. We have an inhouse app on our phones for training, and we are expected to complete 

training modules in our own time or we are told to be aware of doing this in “gaps” in 

our scheduled days. Usually, we are paid for training but sometimes we have to 

complete these training modules in our own time and we do not get paid. That has 
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been my experience. It sometimes takes 3 or more hours to read, at process and 

complete these modules but we only get paid for an 1 hour if completed at home. I 

completed a dementia course and did not get paid for it. CPR training happens every 

year and First Aid training happens every three years of own volition. Anglicare have 

only just reintroduced onsite First Aid training with CPR but that is to be completed at 

the Kangaroo Point office or at an external provider you pay for.  

12. It is good to have the training but we do turn over a lot of staff. What I think are 

mitigating factors are a lack of mentoring and emotional and empathetic support from 

team leaders and I think some workers might enter the job thinking that it is easy when 

it is not. Despite Anglicare guaranteeing 20 hours a fortnight, I believe workers find 

this insufficient to live on. There have also been ongoing internal scheduling errors that 

puts unnecessary pressure on workers considering we are the ones to have to follow 

it up and that adds unnecessary stress. If new employees have not got the best 

mindset to begin with, and then do not respond to internal training, they can cause 

untold damage to our clients and then upon leaving, those unhappy clients we are left 

to placate and that is also a stressor for us.   

Work 

13. As a HCW or a SSW we are very much alone at each client’s and with each scheduled 

task to complete. We are expected to follow the scheduled run on our phones and this 

is scheduled differently every day. We get given the run for Monday, Tuesday and 

Wednesday on the Sunday before, and then on Monday you get the run for Thursday 

and Friday. Sometimes these runs can unexpectedly change and the onus is on us to 

double check which is also stressful. 

14. Our contracts have us on a minimum of 20 hours per fortnight, so that is all that they 

are required to roster us for. In my experience, I can’t survive on 20 hours a fortnight.  

Usually, it is more than that but it means that they can change the hours at really short 

notice. The problem is that you don’t know, sometimes until the day itself, what your 

hours are going to be. Even when you get your run, that can sometimes change at 

short notice. So on some days I might do 7 appointments, on other days I might only 

do 3. I might get up at 6.30am for an early visit and then find I now don’t have anything 

on until later in the morning.  
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15. On a work day, I would have the run put on my phone. When I view my scheduled run 

I observe which clients I need to visit and what tasks need to be completed while I am 

there. Examples of categories of work and time allowed for it are:  

a. Showering, dressing other personal care like toileting – 30 minutes 

b. Showering, breakfast and meds – 45 minutes 

c. House clean – 1.5 hours 

d. Respite, meaning shower, clean, give lunch and pills – 2.5 hours 

e. Social support – taking client out to doctor, or shopping, or for a coffee or a 

meal. 

f. Assisted medication prompts – 30 minutes 

16. These tasks can be complex and I will explain them in more detail below.   

Personal care 

17. When showering and toileting an elderly client, you have to be very careful about their 

skin integrity. You can give a massive skin tear or bruising if you were to rush the client 

or not do it properly. You can leave fingerprints. I always say that some clients are 

brittle like glass and you will “break” them if you touch them.  

18. There is also the issue that clients with dementia often don’t want to shower. So you 

have to also employ the use of strategies and use patience and persuasion to get them 

to do this. You have to work out which dementia the client has in order to know how to 

word things that suit them and not trigger any behavioural issues. 

19. I have one client who has advanced dementia. You can’t get her to agree to the 

shower, so you take her to the toilet instead, and then while you are there, you have 

to almost manipulate her into the shower – I have to say things like: “While we are 

here, let’s just get into the shower”. You have got to know what their triggers are in 

order for us to complete the task in the scheduled allotted time and not distress the 

client.  It is quite complex.  There are different types of dementia too, so there is a 

really wide range of behaviour, around people being aggressive, sexual, passive, or 
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those who I say are “bogging their heels in” about everything.  And that makes our job 

so much harder. 

Cleaning and domestic 

20. The cleaning involves general house cleaning, vacuuming, mopping, changing the 

bed, washing the sheets, hanging them out, cleaning toilets and bathrooms. You only 

get an hour and a half and sometimes it is a 4 or 5 bedroom house with a study. Clients 

often think we can do more than we can do. We have a care plan to follow but the 

clients’ expectations can be extreme and they can think we are formally trained 

professional cleaners when we are not and they have expectations that we are to do 

other tasks like the cleaning of windows, fans, skirting boards, change curtains. Some 

bark orders at you or follow you around while you are doing the cleaning. You have to 

learn how to be polite and patient in managing the difference between what they expect 

and what you can do. You have to bury emotions and this takes its toll. We almost 

need a psychologist degree.  

Medication 

21. Giving medication to our clients is a very real responsibility. The medication comes in 

Webster packs, but it is not as simple as just popping out the pills and having the client 

take them. You do need to check that clients are actually taking their medication, make 

observations like a nurse and yet we do not get paid more for this. If a client refuses, 

the protocol we follow is to ring an RN and let them know that the client has refused, 

or spat up, or vomited the medication and why.  

22. We use the “5 rights” system when giving medication, which are: 

a. That it is the right patient 

b. That it is the right medication, right dose - you need to check that the medication 

is right for them – the pharmacy packs the packs but there are occasional 

mistakes and you have to check the pack against the doctor’s list of 

medications in the careplan. This takes time as you can appreciate.  

c. That the medication is given at the right time 

d. That the medication is given on the right day 
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e. The medication is given through the right “route”- whether by mouth or 

otherwise. 

Social support and meals 

23. We provide social support by taking clients out for shopping, or we take them to a 

medical appointment. Or it may just be keeping them company, taking them for a drive 

or a coffee or a meal. If we do a coffee or a meal we have to pay for our own.  

24. When we take a client out, my employer expects me to stop for 30 minutes and have 

my lunch with the client while my client is having a coffee. This is not realistic and I do 

not actually get to have that time to myself. I might get paid for it but I do not enjoy 

having my choice taken from me about how I spend my lunchbreak.  

25. We can often assist clients with very special high needs where they cannot swallow 

food properly. When we feed a client, whether we are out, or at home, some are on 

thickened fluids and we are to be extra diligent and on high alert to watch the client so 

that you do not aspirate them – that means so that they are not getting fluid down the 

back of their lungs – and that they are not choking.  

26. There are other factors that make doing the above jobs complex. 

Dementia in clients 

27. There is a lot of dementia out there, I think there is more than there used to be. My 

oldest client is 104. There are more people staying in home care as they don’t want to 

lose independence and some enjoy living with their families. 

28. There are all stages, early to advanced.  I do a lot of advanced dementia work. A few 

of us do more than others because we know how to handle it.  

29. It is complicated to deal with a client with advanced dementia, working home alone in 

their environment. If you have a “sundowner” – which is a person who always wants 

to wander in the late afternoon and gets easily agitated, you have to lock them in, put 

the key in the lock box, make sure they don’t see you do it. Or you might find shoes in 

the fridge or they have gone to the toilet in the wrong place. 

Family support 
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30. The other factor is, that compared with when I started, people have less family support. 

Some clients have families but about 90% of them are home alone. There is more 

support needed now. I think it was more family orientated in times gone by, but sadly 

in my opinion, that is not the case now. It has been my observation that families are 

out working more and have less time to give or they make a choice not to, so the 

dynamics are different, even if family lives nearby.   

31. You do sometimes have to deal with client’s families and we are expected to be like 

diplomats. For instance, if a client’s carer or family member does not agree with what 

has been scheduled or how a worker has completed it or the routine has changed and 

they don’t like it, there is a lot of onus on us to placate and reassure or make 

suggestions to help them. We are not paid to do that sort of work. There are client 

liaisons that sit in offices but are not at the coalface like we are. It can be very stressful 

and distressing to assist sarcastic or abusive client’s carers and family members with 

little support or training from management.  

Aged Care Packages 

32. I think that part of the change over the years has been the way that Aged Care 

packages work. So before the My Aged Care system, if a client deteriorated we could, 

for instance, personally phone the office and arrange a physio to be sent out. But now 

when they need another service, the clients or their carers have to ring My Aged Care 

to get approval and find a provider to do it – so you could end up with multiple providers 

going to the same place. This is also difficult for a client who has no family or has 

dementia or if there is not proper collaboration between providers that causes a 

clashing of times. 

33. The clients often have to wait a very long time for what they need, and they also often 

don’t realise what help they can get. We are not meant to advise them but we can see 

that people aren’t getting the help that they need and this is incredibly frustrating to 

witness. 

34. That makes my job more difficult because they need more help, but we can’t always 

be in a position to offer that to them.  We only have 30 minutes to shower, for example, 

we can only follow the care plan. Sometimes a client will ask us to do additional tasks 

such as making a bed. We would not be covered by WorkCover should we get injured 

from doing this task as it was not scheduled and it was not on the client’s care plan.  
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35. Also in the previous system, you could perhaps take a little time extra with one client 

if they needed it on the day, and then someone else might get a little less but it would 

balance out. With the current funding system you can’t do that at all, because the 

clients are funding their own care. That means if someone needs extra time, you simply 

cannot give it to them and that is stressful and frustrating because the need is so great 

for giving that time to them. The clients now get charged for that extra time and that 

can affect their packages, the scheduled time we are alloted for other clients, and if 

we do do that off our own bat, we get severely reprimanded by our team leaders. 

Lone working 

36. I feel that our government has chosen to focus a lot on residential and I feel we get 

forgotten in home care. However, our job is even harder because we have to work 

alone and are often forced to think on our feet, “out of the box” for solutions to best 

assist our clients, and we don’t have the same kind of supports that is required. I feel 

quite isolated in my role and this does cause a lot of stress. I think it also impacts why 

workers do not stay in it for the long haul like I have. In residential they have a buddy 

or an RN or another worker on hand to ask for help. Help for us HCWs is not consistent 

and can be frustrating at times when team leaders, RNs, client liaisons are not 

available at the time of our calls or do not read or respond to our messages. This 

happens very frequently and is a constant stressor and extremely frustrating.  

Reporting and timetabling 

37.  When we work in the community we have set times per client. We then have a limited 

period of time to get from one appointment to another. You have to log in and log out 

and we are personally tracked of our movements and we get phoned by our team 

leaders demanding to know why it has taken us so long. What I feel they need to 

understand is, there can be more traffic on the roads, school zones where the speed 

limit is lowered, not enough allowance of time scheduled to get to client’s homes, there 

can be roadworks and phone calls to make or answer. We are expected to find the 

time to phone each client in the morning prior to visiting them to let them know what 

time we are coming. 

 

38. We used to have paper runs and now we are on computer trackers. It feels like there 

is not enough time. I will often eat lunch at the side of the road or in a shopping centre. 

There is an expectation that we are not to use the client’s toilet facilities, however, that 
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is not always realistic due to time constraints. It is expected we are to use public toilets 

which are often not clean or hard to find in certain locations. 

Changes over time 

39. I think that there is a higher level of need now than there was when I first started at 

Anglicare in 2002. I believe there are lots of factors now. Clients are aging longer at 

home; there are changes within family supports where often support is non-existent 

due to families living interstate for example. I also believe that clients have trouble with 

accessing their aged care packages or help because of holdups with the government, 

or they either do not know what to do, or are being left behind due to a lack of education 

or literacy skills, or they often do not have computer skills or even own a computer 

which makes it extremely difficult when a lot of services advertise online. I have found 

that some clients do not know how to access the help or know what they even need. I 

find this is very frustrating and distressing because I am very aware of what they can 

access due to my personal experience as a carer and try my best to guide them without 

overstepping my professional boundaries. I also have to try to put this out of my mind 

when I go home at night. It does weigh heavily on me. I do care about people and want 

the best for them. As you could appreciate this is stressful on my life especially when 

I have other commitments such as caring for my own elderly father aged  years and 

my brother,  years with . I really feel change for the better needs to 

happen. 

 

  28/09/2021 

 

Susan Toner      Date  
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FAIR WORK COMMISSION 

s157 Application to vary a modern award 

Social, Community, Home Care and Disability Services Industry Award 

Matter No: AW2021/65 

STATEMENT OF TERESA HETHERINGTON 

I, Teresa Helen Hetherington, of 

- carer, say as follows: 

1. I make this statement from my own knowledge, save where otherwise indicated. 

Where I refer to matters within this statement on the basis of information and belief, 

I identify the source of that information and believe those matters to be true. 

2. I am currently employed by Australian Unity as a Personal Care Assistant, Grade 2. 

3. At the time of making this statement, I amllYears old. 

Employment history 

4. I have worked for nearly 20 years in the Aged Care sector. 

5. Previously, I was employed by the NSW Government Department of Ageing, 

Disability and Home Care. 

6. Approximately 5 years ago, the NSW Government privatised its Aged Care 

operations, and my employment then transferred to Australian Unity. 

7. I have remained employed by Australian Unity continuously since that time. 

8. In my role, I am a workplace Union delegate, a Workplace Health and Safety 

Representative and have participated in enterprise bargaining. 

9. All of my work in the Aged Care sector has been in the Home Care setting. 

Current employment 

Lodged by: United Workers Union 
Address for Service: 
833 Bourke Street, 
DOCKLANDS VIC 3008 

Telephone: 
Fax: 
Email : 

(03) 9235 7777 
(03) 9235 7770 
Ben.redford@unitedworkers.org.au 
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10. My employment with Australian Unity is permanent part time. 

11. I am "contracted" to work a minimum of 50 hours per fortnight. 

12. The actual hours worked per fortnight can fluctuate dramatically. 

13. There are some fortnights where I will work up to 76 hours, whilst other fortnights I 

am on the minimum contracted hours. 

14. I believe that Australian Unity employs approximately 4,000 employees in Home 

Care I Community Care across NSW. 

15. Australian Unity breaks its operations geographically into "branches" - each branch 

has a "Branch Manager". 

16. I am in the Newcastle branch, which adjoins the Lake Macquarie branch. 

17. Carers generally work exclusively within 1 branch, which is meant to reduce travel 

time between clients., 

18. Each branch has teams of carers. The number of teams in each branch varies, but 

Newcastle branch has 6 teams. I am aware that some branches have up to 12 

teams. 

19. Each team consists of approximately 10-12 carers. Across Newcastle branch there 

are currently approximately 70 carers. 

20. Carers report to a Service Coordinator - each team has a Service Coordinator. 

21. The Service Coordinator reports to the Branch Manager. Above the Branch Manager 

there is an "Area Director", and above that, statewide level management. 

22. There are also "Allocators" within the organisational structure. Allocators are meant 

to work closely with carers to assign clients taking into account the carer's roster and 

availability, proximity to other clients on the shift, and the carer's skills, experience 

and specialisation. 

23. For example, I have greater experience and training in complex palliative care, so 

would expect a higher number of clients in palliative care compared to a new starter 

without equivalent experience and training. 
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24. The care workforce is overwhelmingly female. In my experience, I would estimate the 

ratio is approximately 30: 1 female to male. 

25. I am aware that there is a high turnover in carers in Australian Unity's community 

aged care services. 

26. There are competing concepts of "availability" and "minimum hours" which create 

difficulty for employees. 

27. Carers are required to nominate the hours in which they are "available" to work shifts. 

Carers can be allocated clients across that span of availability, however, will only be 

paid when actually performing care duties for clients. 

28. This means that carers are almost required to remain "on-call" but without 

remuneration for being on-call. 

29. I hear regular complaints from carers that these competing concepts means that 

there is not enough money to survive, but it is difficult to get secondary employment 

without giving up or jeopardising their employment with Australian Unity (because of 

their nominated hours of availability). 

30. I am also of the view that "client directed care" has impacted on employee turnover. 

In the modern care environment there is the sense that "the customer is always 

right", which can lead to harassment and haranguing from the employer for the carer 

to meet unreasonable client demands. 

31 . There exists inequality in that where a client cancels within a certain time period, the 

carer will not be paid for that service, however Australian Unity will still receive 

payment from the client (or as part of their package) irrespective that no service is 

provided. 

32. There is a lot of lost and wasted time experienced as a community care worker. Lost 

and wasted hours, difficulty in claiming travel time and travel distance. 

33. Generally, I believe that there is a higher turnover of male carers compared to 

females. 

34. This is partly a consequence of client allocation - female clients may prefer a female 

carer - but also there is a false perception that male carers are incapable of 
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performing some of the fundamentals of the care services, such as cleaning and food 

preparation. 

35. In my experience there is a high degree of turnover amongst new employees, which I 

attribute to inadequate training, discussed below. 

Training 

36. I hold a Certificate IV in Aged and Disability Care which was completed in 

approximately 2008 through on-the-job training. 

37. I have also received training throughout my employment in areas such as palliative 

care, Cystic Fibrosis, PEG tube feeding, and other duties relevant to the role. 

38. I possess a wide range of skills and experience, including complex palliative care. 

39. I am aware that there are occasionally refresher courses offered for Certificate IV 

holder, or courses for new starters. 

40. First aid training is not mandatory, except when working with OVA clients. 

41. Australian Unity will pay for and provide access to first aid training where they deem 

it necessary. I understand that typically providing first aid to clients is resisted due to 

potential liability issues. 

42. Manual handling training is mandatory and completed every two years. This training 

is split into two half-day parts. 

43. The first half-day of training is "basic" domestic training, whilst the second half-day is 

"advanced" training which includes training in the use of specialist hoist equipment, 

slide sheets and transfers. 

44. All other training is provided online through Australian Unity's Learning Management 

System ("LMS"). 

45. These training courses are mandatory and occur monthly. Carers are paid for 20 

minutes to complete these courses, and most courses can be completed within that 

time. 

46. The LMS courses cover a range of issues such as indigenous cultural training, 

dementia, manual handling, food preparation and hygiene, safe driving. 
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47. The training is very basic and does not provide a great working knowledge of the 

relevant areas - it is typically a "tick a box" exercise. 

48. When commencing, employees are meant to undergo intensive on-the-job training, 

including "buddying" with experienced employees. 

49. I have heard reports from employees that new starters do not receive adequate 

training to enable them to proceed on the road on their own. 

50. Once a new employee is "trained", they are added to the pool of carers and allocated 

clients accordingly. 

51. I am of the belief that Allocators do not check a carer's level of training and 

experience when allocating clients. 

52. Dementia clients can be difficult to manage for carers with insufficient training and 

experience in providing those services. 

53. I have heard reports of employees literally standing outside of a client's home 

because they are unsure of how to manage a challenging client. 

My typical working day 

54. On most days, I will see my first client at 7.00am. 

55. In the morning, I can expect to perform between 2 and 4 personal cares, followed by 

1-2 cleans. 

56. Duties involved in morning personal care routines can include bed bound clients 

requiring hoist transfer out of bed, physical showering, dressing and putting into a 

chair, making breakfast, pre-making lunch, laundry and rinsing of catheters. 

57. After my morning clients, I will then usually proceed on a meal break, which is usually 

characterised as a split shift. 

58. I will then recommence work at 5.00pm for clients who require meal preparation and 

bed checks. Some days, I will finish work as late as 9.00pm. 

59. For clients with dementia, a different level of care is required, focusing on explanation 

of each step along the way. 
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60. During winter times, clients in the morning will often be resistant to showering. I 

cannot "force" clients to do anything, but I try my best to encourage them to shower 

or allow me to assist with other duties. 

61 . A working day can span up to 16 hours, which may be split into 2 or 3 shifts. 

62. Usually where there is a break in the shift, there is insufficient time to go home, so I 

will regularly just sit the car, waiting for the next scheduled client. 

63. The broken structure of the working day is not convenient to employees, but is a 

consequence of the client directed nature of care. 

64. Transition to client directed care has had a major impact on the role. 

65. Clients are high needs in different ways. Some clients are more physically 

demanding, others are more mentally demanding. 

66. In my experience, dementia clients want things done their own way, and doing things 

in a way they don't expect or want leads to confrontation. 

67. There are occasions where clients may be scheduled for a 1 hour block, but the 

service can be completed within 15 minutes. Unfortunately, the lack of flexibility 

means that I cannot proceed to the next client but must wait until the next scheduled 

time. 

68. There is little certainty with the work. Client cancellations and scheduling can mean 

that work can appear and disappear "at will" digitally through the Procura app. 

69. Similarly, I must always remain on top of the Procura scheduling to ensure that 

clients are not missed. 

70. There is a sense that I must remain vigilant of my phone and emails at all hours, to 

ensure that my working day is properly planned. 

71 . Smart phones have required carers to be more available and expected to be on top 

of these calls and emails, even on days off. This includes calls to personal mobile 

phone. 

72. Phones and the software systems used are also prone to glitches. Changes to 

rosters, or travel changes can be missed through these glitches. Where these 
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glitches occur, they must be reported, otherwise there can be adverse impacts on a 

carer's pay. 

73. Very little information is provided in advance about the clients and the services they 

require. 

74. In my experience, the clients are regularly not on a high enough level "package" for 

the service which they want or require. Clients and their families will look to squeeze 

out as much as they can, which impacts on carers ability to manage the workload. 

75. Generally, most clients can use more service than they are getting through their 

package. 

76. On the other hand, some clients are over-serviced according to their package, but 

these are a minority. 

77. I am aware of instances where there may be a financial reconciliation (for example at 

the end of the financial year) and it will be discovered that there are remaining funds, 

meaning that the client will get extra equipment or service at these times. 

78. There is the presence of a culture of "haves and have nots". Clients or families with 

greater financial means will request extra services, or demand that services are 

performed in a certain way, often threatening the care with being reported to 

management. 

79. Clients' families will look often down at carers as "just the cleaning lady" and criticise 

the quality of service performed. 

Work environment 

80. When new clients are added they are assessed by an ACAT team and referred to a 

Service Coordinator. 

81 . The Service Coordinator should then visit with the client, and discuss the client's 

needs to develop a Care Plan. The care plan will include any difficulties the client 

faces and their medical history. 

82. In my experience, the assessment rarely happens as described. At most the 

assessment happens on the phone, meaning there is no proper assessment of any 

risks which may exist in the client's home. 
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83. The carer will typically be the first person from Australian Unity to go through the 

client's door, meaning the carer will not know what to expect. 

84. I have experienced a wide range of abuse in my role as a home carer - including 

physical, sexual, emotional, verbal, and psychological. 

85. I am regularly called incompetent and generally talked down to. Body shaming is a 

regular experience. 

86. Bullying and harassment is also prevalent internally - the client directed nature of the 

work now leads to the sense from management that the "client is always right". 

87. On many days, where I know that I will be visiting certain clients, I put a protective 

layer on at the start of the day and mentally prepare myself to take steps to minimise 

my own risk. At the same time, I am aware that most clients need emotional support 

and I always reassure clients that we are there to help. 

88. Overall, I am of the view that the quality of the care which is provided to clients has 

dropped since the transition from public sector. 

89. There is a lower level of training provided to carers. Training is often promised but 

never delivered. 

90. However, carers' work must continue as if you have been properly trained. 

91. Previously with the public sector, new starters received intensive training in theory 

and a lengthy period of direct mentoring from experienced carers. This no longer 

occurs. In my experience, Australian Unity appears to take pride in how quickly new 

starters can be "onboarded" and put out into the field. 

92. Lack of appropriate training can lead to work related injuries. 

93. These injuries can manifest through having to rush through a heavy workload, or 

incorrectly performing tasks. 

94. The lack of experienced trainers has also impacted upon the delivery of training. 

95. The experience or inexperience of carers is rarely taken into consideration by 

allocators when allocating staff to clients. 

Medicomp 
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96. Client medication is typically by way of Webster Packs, and clients are responsible 

for administering their own medication. 

97. I do monitor insulin injections for relevant clients, but this is only by way of prompting 

clients - there is no handling of insulin. 

98. There is supposed to be training with respect to eye drops, surgical stockings and 

dressings, but in my experience this training is rarely completed. 

Reporting 

99. I am aware that carers work in an environment of "mandatory reporting" of incidents. 

100. If I see any abuse of a client, it must be reported. 

101. The "DoneSafe" app on the phone is used for this purpose. 

102. I am aware that reports on DoneSafe are forwarded to a Branch Manager and 

dealt within 48 hours - reports are either investigated, closed or referred back. 

103. The Procura app on the phone is used to log into and out of services, and "pings" 

locations where service is provided. 

104. I am of the understanding that active "tracking" of carers on phones is only used in 

emergency circumstances. 

Supervision 

105. I work independently and with no-day-to-day supervision. 

106. The team has monthly team meetings which last around 60-90 minutes. 

107. Most contact from Service Coordinators occurs via text message or email, but 

these are usually "general information" messages, rather than anything directly 

relevant to supervision of the job being performed. 

Covid changes 

108. The COVID-19 pandemic has impacted upon the work performed by home 

carers. 

109. Casual employees were significantly impacted through lost hours. 

9 

12216



110. There has been a lack of sufficient information, support and PPE, and carers have 

largely been left on their own to manage clients during the pandemic. 

111. Eventually through collective action a committee was formed to regularly meet and 

discuss issues relevant to managing clients during the pandemic. 

112. Despite the establishment of this committee, there have remained issues with 

respect to access to PPE, including directions to re-use PPE, sometimes for days 

on end. 

113. Carers have resorted to sourcing their own PPE. 

114. Many carers have exhausted leave balances as they have been stood down from 

work due to exposure and testing. It is common for clients to not disclose 

exposure to COVID-19, or lie about their exposure to COVID-19. 

115. Contact tracing has been difficult due to no QR codes in clients' homes. 

116. There are instances where clients have sprayed me with disinfectant prior to 

entering their home. 

117. Whilst residential aged care workers were deemed a priority for access to 

vaccination, this was not the case for community aged care workers, and we had 

to scramble for access to vaccines in order to continue to safely perform our work. 

118. Similarly, retention bonuses which were promised to workers in residential aged 

care were scaled down significantly for home care workers. 

Regulatory environment 

119. I have a rudimentary knowledge of the Aged Care Quality Standards ("ACQS"). 

120. Some of the impacts of the ACQS are seen in the workplace, such as the LMS, 

the use of Care Worker Coaches and increased reporting requirements. 

121 . In my view however, these measures in are merely lip service rather than having 

any meaningful impact on improving service delivery. 

122. I have also observed how some of these measures are worked around. For 

example, Care Worker Coaches often have a "dual role" as a Personal Carer. 
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Less than 50% of their dual role is at the Coaching level, b~cause exceeding that 

threshold would trigger higher duties payments for all hours worked by the Coach. 

Signed by Teresa Hetherington 

Date: \ '1 / \ O / 2. \ . 
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	GOVERNMENT AND OTHER MISCELLANEOUs REPORTS
	REFERRED TO IN EVIDENCE
	CURRENT CLASSIFICATION STRUCTURE UNDER THE NURSES PRIVATE EMPLOYMENT (A.C.T.) AWARD 2002
	5. wages
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	AH29AN~1
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	INTRODUCTION
	THE STATUTORY PROVISIONS
	The Commission’s approach
	A.2.1 The following transitional arrangements apply to an employer which, immediately prior to 1 January 2010:
	A.2.3 Prior to the first full pay period on or after 1 July 2010 the employer must pay no less than the minimum wage in the relevant transitional minimum wage instrument and/or award-based transitional instrument for the classification concerned.
	A.2.4 The difference between the minimum wage for the classification in this award and the minimum wage in clause A.2.3 is referred to as the transitional amount.
	A.2.5 From the following dates the employer must pay no less than the minimum wage for the classification in this award minus the specified proportion of the transitional amount:
	A.2.6 The employer must apply any increase in minimum wages in this award resulting from an annual wage review.
	A.2.7 These provisions cease to operate from the beginning of the first full pay period on or after 1 July 2014.
	A.3.1 The following transitional arrangements apply to an employer which, immediately prior to 1 January 2010:
	A.3.3 Prior to the first full pay period on or after 1 July 2010 the employer must pay no less than the minimum wage in the relevant transitional minimum wage instrument and/or award-based transitional instrument for the classification concerned.
	A.3.4 The difference between the minimum wage for the classification in this award and the minimum wage in clause A.3.3 is referred to as the transitional amount.
	A.3.5 From the following dates the employer must pay no less than the minimum wage for the classification in this award plus the specified proportion of the transitional amount:
	A.3.6 The employer must apply any increase in minimum wages in this award resulting from an annual wage review. If the transitional amount is equal to or less than any increase in minimum wages resulting from the 2010 annual review the transitional am...
	A.3.7 These provisions cease to operate from the beginning of the first full pay period on or after 1 July 2014.”
	A.5.1 The following transitional arrangements apply to an employer which, immediately prior to 1 January 2010:
	(a) was obliged,
	(b) but for the operation of an agreement-based transitional instrument would have been obliged, or
	(c) if it had been an employer in the industry or of the occupations covered by this award would have been obliged

	A.5.2 Prior to the first full pay period on or after 1 July 2010 the employer must pay no less than the transitional default casual loading or the loading or penalty in the relevant award-based transitional instrument for the classification concerned.
	A.5.3 The difference between the loading or penalty in this award and the rate in clause A.5.2 is referred to as the transitional percentage.
	A.5.4 From the following dates the employer must pay no less than the loading or penalty in this award minus the specified proportion of the transitional percentage:
	A.5.5 These provisions cease to operate from the beginning of the first full pay period on or after 1 July 2014.
	A.6.1 The following transitional arrangements apply to an employer which, immediately prior to 1 January 2010:
	(a) was obliged,
	(b) but for the operation of an agreement-based transitional instrument would have been obliged, or
	(c) if it had been an employer in the industry or of the occupations covered by this award would have been obliged

	A.6.2 Prior to the first full pay period on or after 1 July 2010 the employer must pay no less than the loading or penalty in the relevant award-based transitional instrument.
	A.6.3 The difference between the loading or penalty in this award and the rate in clause A.6.2 is referred to as the transitional percentage.
	A.6.4 From the following dates the employer must pay no less than the loading or penalty in this award plus the specified proportion of the transitional percentage:
	A.6.5 These provisions cease to operate from the beginning of the first full pay period on or after 1 July 2014.”
	A.7.1 The following transitional arrangements apply to an employer not covered by clause A.5 or A.6 in relation to a particular loading or penalty.
	A.7.2 Prior to the first full pay period on or after 1 July 2010 the employer need not pay the loading or penalty in this award.
	A.7.3 From the following dates the employer must pay no less than the following percentage of the loading or penalty:
	A.7.4 These provisions cease to operate from the beginning of the first full pay period on or after 1 July 2014.”

	SUPERANNUATION
	PRIORITY INDUSTRIES/OCCUPATIONS
	Catering industry, liquor & accommodation industry, restaurants
	Hospitality Industry (General) Award 2010

	Clothing industry (including footwear manufacturing), textile industry
	Textile, Clothing, Footwear and Associated Industries Award 2010

	Coal mining industry
	Black Coal Mining Industry Award 2010

	Higher education industry
	Higher Education Industry—General Staff —Award 2010
	Higher Education Industry – Academic Staff – Award 2010

	Metal & associated industries, glue & gelatine, rubber, plastic & cablemaking, vehicle manufacturing
	Manufacturing and Associated Industries and Occupations Award 2010

	Mining industry
	Mining Industry Award 2010

	Private sector clerical occupation
	Clerks—Private Sector Award 2010

	Racing industry
	Rail industry
	Rail Industry Award 2010

	Retail industry
	Fast Food Industry Award 2010
	General Retail Industry Award 2010
	Hair and Beauty Industry Award 2010
	Pharmacy Industry Award 2010

	Security services
	Security Services Industry Award 2010


	Stage 2 industries/occupations
	Agriculture group
	Cotton Ginning Award 2010
	Horticulture Award 2010
	Nursery Award 2010
	Pastoral Award 2010
	(i) The ordinary hours of work of Shearers and Crutchers employed by a shearing contractor in Western Australia will be 38 per week.
	(ii) Work shall be performed in two hour runs with at least a thirty minute break between the first and second run and the third and fourth run and with a one hour break between the second and third run.
	(iii) Only in exceptional circumstances, or where the re is a desire to finish a shed, shall more than four runs be permitted in any day or the breaks prescribed reduced and, if reduced, will not be by less than twenty minutes instead of thirty and fo...
	(i) The ordinary hours of work of cooks employed by a shearing contractor in Western Australia will be 38 per week.
	(ii) Cooks should work the hours necessary to provide the meals as required and to clean up after such meals.

	Silviculture Award 2010
	Wool Storage, Sampling and Testing Award 2010

	Building, metal and civil construction group
	Building and Construction General On-site Award 2010
	Electrical, Electronic and Communications Contracting Award 2010
	Joinery and Building Trades Award 2010
	Mobile Crane Hiring Award 2010
	Plumbing and Fire Sprinklers Award 2010

	Cleaning services
	Cleaning Services Award 2010

	Financial services group
	Banking, Finance and Insurance Award 2010

	Graphic arts group
	Graphic Arts, Printing and Publishing Award 2010

	Health and welfare services (excluding social and community services)
	Aged Care Award 2010
	Health Professionals and Support Services Award 2010
	Medical Practitioners Award 2010
	Nurses Award 2010

	Information and communication technology group
	Manufacturing and Associated Industries and Occupations Award 2010

	Private transport industry (road, non passenger)
	Quarrying industry
	Quarrying Award 2010

	Sanitary and garbage disposal services

	Conclusion
	2.2 The monetary obligations imposed on employers by this award may be absorbed into overaward payments. Nothing in this award requires an employer to maintain or increase any overaward payment.
	2.3 This award contains transitional arrangements which specify when particular parts of the award come into effect. [Where the phasing schedule is to be included in the award the following text to be added] Some of the transitional arrangements are i...
	2.4 Neither the making of this award nor the operation of any transitional arrangements is intended to result in a reduction in the take-home pay of employees covered by the award. On application by or on behalf of an employee who suffers a reduction ...
	2.5 Fair Work Australia may review the transitional arrangements in this award and make a determination varying the award.
	2.6 Fair Work Australia may review the transitional arrangements:


	Schedule A—Transitional Provisions
	A.1.2 The provisions of this schedule are to be applied when there is a difference, in money or percentage terms, between a provision in a transitional minimum wage instrument (including the transitional default casual loading) or an award-based trans...
	A.2.1 The following transitional arrangements apply to an employer which, immediately prior to 1 January 2010:
	A.2.3 Prior to the first full pay period on or after 1 July 2010 the employer must pay no less than the minimum wage in the relevant transitional minimum wage instrument and/or award-based transitional instrument for the classification concerned.
	A.2.4 The difference between the minimum wage for the classification in this award and the minimum wage in clause A.2.3 is referred to as the transitional amount.
	A.2.5 From the following dates the employer must pay no less than the minimum wage for the classification in this award minus the specified proportion of the transitional amount:
	A.2.6 The employer must apply any increase in minimum wages in this award resulting from an annual wage review.
	A.2.7 These provisions cease to operate from the beginning of the first full pay period on or after 1 July 2014.
	A.3.1 The following transitional arrangements apply to an employer which, immediately prior to 1 January 2010:
	A.3.3 Prior to the first full pay period on or after 1 July 2010 the employer must pay no less than the minimum wage in the relevant transitional minimum wage instrument and/or award-based transitional instrument for the classification concerned.
	A.3.4 The difference between the minimum wage for the classification in this award and the minimum wage in clause A.3.3 is referred to as the transitional amount.
	A.3.5 From the following dates the employer must pay no less than the minimum wage for the classification in this award plus the specified proportion of the transitional amount:
	A.3.6 The employer must apply any increase in minimum wages in this award resulting from an annual wage review. If the transitional amount is equal to or less than any increase in minimum wages resulting from the 2010 annual wage review the transition...
	A.3.7 These provisions cease to operate from the beginning of the first full pay period on or after 1 July 2014.
	A.5.1 The following transitional arrangements apply to an employer which, immediately prior to 1 January 2010:
	(a) was obliged,
	(b) but for the operation of an agreement-based transitional instrument would have been obliged, or
	(c) if it had been an employer in the industry or of the occupations covered by this award would have been obliged

	A.5.2 Prior to the first full pay period on or after 1 July 2010 the employer must pay no less than the transitional default casual loading or the loading or penalty in the relevant award-based transitional instrument for the classification concerned.
	A.5.3 The difference between the loading or penalty in this award and the rate in clause A.5.2 is referred to as the transitional percentage.
	A.5.4 From the following dates the employer must pay no less than the loading or penalty in this award minus the specified proportion of the transitional percentage:
	A.5.5 These provisions cease to operate from the beginning of the first full pay period on or after 1 July 2014.
	A.6.1 The following transitional arrangements apply to an employer which, immediately prior to 1 January 2010:
	(a) was obliged,
	(b) but for the operation of an agreement-based transitional instrument would have been obliged, or
	(c) if it had been an employer in the industry or of the occupations covered by this award would have been obliged

	A.6.2 Prior to the first full pay period on or after 1 July 2010 the employer must pay no less than the loading or penalty in the relevant award-based transitional instrument.
	A.6.3 The difference between the loading or penalty in this award and the rate in clause A.6.2 is referred to as the transitional percentage.
	A.6.4 From the following dates the employer must pay no less than the loading or penalty in this award plus the specified proportion of the transitional percentage:
	A.6.5 These provisions cease to operate from the beginning of the first full pay period on or after 1 July 2014.
	A.7.1 The following transitional arrangements apply to an employer not covered by clause A.5 or A.6 in relation to a particular loading or penalty.
	A.7.2 Prior to the first full pay period on or after 1 July 2010 the employer need not pay the loading or penalty in this award.
	A.7.3 From the following dates the employer must pay no less than the following percentage of the loading or penalty:
	A.7.4 These provisions cease to operate from the beginning of the first full pay period on or after 1 July 2014.
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